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Join  Us  For  Lunch  — 

IBM  and  its  Business  Partner,  Millard-Wayne, 
cordially  invite  physicians  and  medical  office 
managers  to  a complimentary  Luncheon  and 
Seminar  addressing  office  automation  issues. 

Join  us  Thursday,  January  17, 12:00  p.m.  - 2:00 
p.m.  at  The  Academy  of  Medicine,  875  West 
Peachtree  Street,  Atlanta,  GA. 

Call  404  395-7222  for  reservations  and  details. 


Medical  experts  will  be  on  hand  to  discuss  methods  that  will: 

■ Improve  accounts  receivable 

■ Automate  medical  records 

■ Improve  efficiencies  with  Bar  Coding 

■ Increase  overall  office  productivity 

If  you  will  be  unable  to  join  us,  please  contact  Kristen  George  at 
Millard-Wayne,  at  395-7222  or  800-999-MIMS,  for  information  regarding  the 
Medical  Information  Management  System  (MIMS™). 


Sponsored  by  Si 
& University 

1355  Independence  Dr.  • 


Has  Pain  Shattered  Your  Patient's  Life? 


Whether  for  stroke,  head  injury,  chronic 
pain,  or  another  disabling  illness  or  injury, 
well  help  return  your  patient  to  an 
independent  lifestyle. 


Call  Walton  Rehabilitation  Hospital  at 
7823-85 19.  We  can  help  your  patient  pick 

up  the  pieces. 


You’ve  probably  seen  it  in  your  patient.  It’s  the  kind  of  pain  that  just  won’t 
go  away.  Shattering  his  physical  health  and  mental  well-being.  And 

you’ve  tried  everything  to  help. 


Now,  there’s  a way  to  continue  your  help  at  the  Center  for 
Pain  Management  at  Walton  Rehabilitation  Hospital. 
Our  multidisciplinary  team  will  work  with  you  to 
treat  all  aspects  of  your  patient’s  pain.  To  help 
him  reduce  it.  Or  teach  him  how  to  manage  it. 
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"It  is  not  the  critic  who  counts, 
not  the  man  who  points  out  how 
the  strong  man  stumbled 
or  where 


the  great  devotions  and 
spends  himself  in  a worthy  cause; 

who  at  best  knows 
in  the  end 

the  triumph  of  high  achievement; 
and  who, 

at  the  worst,  if  he  fails, 

failed  while  daring  greatly, 

so  that  his  piace  wiii  never  be 
with  those  coid  and  timid  souls, 
who  know  neither  victory  nor  defeat. 


- Theodore  Roosevelt 
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Daniel  in  the  Lions'  Den  (Detail);  Sir  Peter  Paul  Rubens:  National  Gallery  of  Art,  Washington, 
D,C.;  Ailsa  Mellon  Bruce  Fund,  Date  c,  1615. 

The  1991  Georgia  General  Assembly  poses  many  challenges  to  physicians  and  the  way 
you  practice  medicine  and  care  for  your  patients.  The  Georgia  Capitol  may  appear  to  be 
like  a “lions’  den”  to  those  not  familiar  with  its  ways.  MAG  /s  familiar  with  the  political  process 
and  can  effectively  channel  your  involvement  in  the  political  process.  Read  the  articles  starting 
on  pages  23  and  27. 
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Reasons  You  Belong  With  MAG  Mutual. 


Y)u  Shouldn’t  Settle 
R^r  An  Insurance  Company 
That  Would  Settle 
Without  Y)u. 


Because  at  MAG  Mutual,  we  never  settle  a claim  against  you  without  your 
permission.  Never. 

It’s  unusual.  But  then  so  is  an  insurance  company  owned  and  directed  by 
Georgia  physicians. 

Which  explains  why  you  can  always  count  on  MAG  Mutual  to  be  there  to 
defend  your  claims,  and  why  were  the  only  insurance  company  with 
a permanent  commitment  to  Georgia  physicians.  ■ n « f 

^u  belong  with  MAG  Mutual.  For  information,  call  (404)  842'  | 0^ 
5600.Toll'free,  call  h800'282'4882. 

MAG  MUTUAL  INSURANCE  COMPANY  ilHITUfll 

Yhu  Don’t  Just  Oun  The  Policy,  You  Ouri  The  Company. 


PRESIDENT'S  PAGE 


Dreams  on  a Winter  Night 


^HERE  IS  SOMETHING  about  a fire 
, that  brings  out  the  dreamer  in 
)erson.  With  the  first  frost 
jiing  a valid  reason  for  firing  up 
!;  old  fireplace,  I am  giving  vent 
Ithe  wistful,  reflective  side  of 
f nature,  hence,  a combination 
(Christmas  wishes  (this  goes  to 
nt  in  December)  and  New  Year 
timism  concerning  the  New 
orgia  Legislature  of  1991-92. 

|me,  throw  your  reality  training 
d cruel  cynicism  to  the  winds 
d dream  along  with  me.  . . . 
Wouldn’t  it  be  wonderful  if 
s year’s  legislature  would  truly 
)rk  with  Medicine  to  make  the 
ite  of  Georgia  everything  it 
uld  be  from  the  standpoint  of 
alth? 

Wouldn’t  it  be  nice  if  they 
)uld  re-establish  a Board  of 
;alth  and  put  a Commissioner 
Health  in  place  who  could 
ersee  all  of  the  state’s 
/olvement  with  health  and 
ordinate  public  and  private 
itiatives? 

And,  wouldn’t  it  be  sensible  if 

5 State  would  work  with  the 
unties  involved  and  do  its  fair 
are  in  support  for  the  teaching 
)spitals  in  the  state  such  as 
ady,  etc.  in  providing  indigent 
re? 

And,  wouldn’t  it  be  prudent  for 

e state  to  do  away  with  all  its 
andated  coverages  in  insurance 
' that  an  affordable  basic  health 
surance  policy  could  be 
ovided  for  those  Georgians  not 
i)le  to  purchase  standard 
surance? 
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And,  wouldn’t  it  be  humane  if 

a risk  pool  could  be  worked  out 
to  provide  coverage  for  the  so- 
called  uninsurable  or  poor  risk 
patients? 

And,  wouldn’t  it  seem  logical 

to  give  Medicine  the  necessary 
protection  it  needs  in  peer  review 
so  that  we  could  truly  police 
ourselves  as  the  press  is  so  loud 
in  its  desire  for  us  to  do? 

And,  wouldn’t  it  be  prudent  in 
this  time  of  diminishing  health 
care  resources  if  a fair  and 
equitable  system  could  be 
devised  that  could  compensate 
those  patients  truly  injured  by  our 
deeds  of  commission  or  omission 
without  making  multi-millionaires 
out  of  a dozen  or  so 
“malpractice”  plaintiff  attorneys 
and  creating  an  adversarial 
relationship  between  doctor  and 
patient? 

And,  wouldn’t  it  seem 
appropriate  if  the  state  moved  to 
affirm  the  idea  that  medical 
doctors  should  “doctor”  people 
and  if  someone  desires  to  render 
medical  care  they  should  go  to 
medical  school  and  not  seek  to 
increase  their  scope  of  practice 
through  legislation? 

And,  wouldn’t  it  be  the 
greatest  thing  in  the  world  if, 
after  this  legislature  session,  the 
people  of  the  State  of  Georgia 
would  stand  up  and  say  to  the 
General  Assembly  and  the 
Medical  Association  of  Georgia, 
“Thank  you  for  acting  in  our  best 
interest”? 


William  C.  Collins,  M.D. 


Okay,  I admit  these  are 

dreams,  but  this  is  a city 
and  a state  of  dreamers. 

Our  state  was  founded  by  an 
English  dreamer  who  thought 
there  must  be  a better  place  for 
debtors  than  a London  prison. 

A young  minister  in  Atlanta  had 
a dream  that  white  and  black 
could  work  together,  and  the 
world  would  be  a better  place. 

A young  child  at  the  Southside 
Atlanta  gym  dreamed  a big  dream 
and  today  he  is  the  heavyweight 
champion  of  the  world. 

A young  lawyer  recently  saw 
Atlanta  as  the  site  of  the  1996 
Olympics  and  despite  the 
pessimism  of  most  everyone, 
carried  this  idea  to  its  full  fruition. 

Yes,  our  state  has  its  share  of 
dreamers,  but  dreams  are  of  no 
significance  unless  we  have 
action  to  make  them  happen. 

So,  General  Assembly  person 
and  Mister  MAG  person  — GET 
TO  WORK! 
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Dublin  31021 

Perloe,  Mark,  Reproductive 
Endocrinology  & Infertility  — 
MAA  — (Active)  285  Boulevard, 
N.E.,  Suite  320,  Atlanta  30312 

Rogers,  Howard  G., 
Anesthesiology  — Muscogee  — 
(Active)  5820  Hamilton  Road, 
Suite  105,  Columbus  31993 

Whipple,  Deryle  T.,  Pediatrics  — 
Peachbelt  — (Retired)  1218 
Pine  Needle  Drive,  Perry  31069 

Wiist,  Lance  J.,  Obstetrics/ 
Gynecology  — MAA  — (Active) 
2630  Henderson  Ridge  Drive, 
Tucker  30084 

Walicke,  Patricia  A.,  Neurology  — 
MAA — (Active)  1938  Peachtree 
Road,  Suite  106,  Atlanta  30309 

Winkenwerder,  William,  Jr., 
Internal  Medicine  — MAA  — 
(Active)  3355  Lenox  Road,  N.E., 
Suite  1000,  Atlanta  30326 


QUOTES  ! 

Pale  January  lay  i 

In  its  cradle  day  by  day, 

Dead  or  living,  hard  to  say.  . 

ALFRED  AUSTIN:  Priuiroses,  16 

By  her  who  in  this  month  is  boi 
No  gems  save  garnets  should  b 
worn; 

They  will  insure  her  constancy. 
True  friendship  and  fidelity. 

Author  unidentifi 

A warm  January;  a cold  May. 

WELSH  PROVE 

No  one  ever  regarded  the  first  o 
January  with  indifference.  It  is  ti 
nativity  of  our  common  Adam. 

CHARLES  LA^ 

New  Year’s  Eve,  18 
(London  Magazine,  Jai 

Ring  out  the  old,  ring  in  the  neu 
Ring,  happy  bells,  across  the 
snow; 

The  year  is  going,  let  him  go; 
Ring  out  the  false,  ring  in  the  tri 
ALFRED  TENNYSC 

In  Memoriam,  CVI,  18 

Conscience  and  cowardice  are  i 
really  the  same  things. 
Conscience  is  the  trade-name  of 
the  firm.  j 

OSCAR  WILL 

The  Picture  of  Dorian  Gray,  18. 

Conscience  makes  egoists  of  us  ; 
all.  \ 

IB' 

Be  not  the  first  by  whom  the  net 
are  tried,  ! 

Nor  yet  the  last  to  lay  the  old 
aside. 

ALEXANDER  POFl 

An  Essay  on  Criticism,  II,  1 7. 
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'\edical  Association  of  Atlanta 

More  than  550  Atlantans,  many 
f whom  were  area  physicians, 
bcently  honored  Nicholas 
l>avies,  M.D.,  for  his  service  with 
'[le  Visiting  Nurse  Association,  the 
irgest  nonprofit  home  health 
are  provider  for  Metropolitan 
tlanta.  Dr.  Davies,  who  has 
racticed  as  an  internist  and 
ardiologist  at  Piedmont  Hospital 
ince  1957,  is  president-elect  of 
le  American  College  of 
‘hysicians.  He  was  recognized  for 
|is  leadership  on  the  VNA  Board 
fff  Directors  and  his  15  years  of 
ervice  to  the  organization. 

“Nick  Davies  has  been  willing 
D address  controversial  health 
are  issues  head  on,”  remarked 
tathy  Ziegler,  CEO  of  the  Visiting 
lurse  Corporation.  “As  a result  of 
iis  support  and  direction,  VNA 
treated  the  first  program  in 
Georgia  which  offered  AIDS 
•atients  in-home  health  care.” 

Founded  in  1948,  the  Visiting 
lurse  Association  was  Atlanta’s 
irst  home  health  care 
)rganization.  It  presently  serves 
0,000  patients  annually  in  26 
deorgia  counties.  This  service 
Includes  Alzheimer’s  Care,  AIDS 
Health  services,  and  Hospice 
Atlanta. 

I 

pcmulgee  CMS 

[ Reuben  S.  Roberts,  Jr.,  M.D, 

of  Hawkinsville,  has  been  named 
ji  Fellow  of  the  American 
|\cademy  of  Family  Physicians. 

^hitfield-Murrary  CMS 

Luis  M.  Vizunonte,  M.D.,  a 

jDalton  pediatrician,  has  been 
[elected  president  of  the  medical 
staff  at  Hamilton  Medical  Center 
for  a one-year  term.  Dr.  Viamonte 
joined  the  staff  in  1978. 


QUOTES 

They  talk  about  conscription  as 
being  a democratic  institution. 

Yes;  so  is  a cemetery. 

MEYER  LONDON.-  Speech  in  House  of 
Representatives,  April  25,  191 7 

There  is  no  consciousness  except 
when  molecular  disturbance  is 
generated  in  the  cerebrum  and 
cerebellum  faster  than  it  can  be 
drafted  off  to  the  lower  centers. 

JOHN  fiske: 
The  Destiny  of  Man,  v,  1884 

There  would  be  no  great  ones  if 
there  were  no  little  ones. 

GEORGE  HERBERT: 

Outlandish  Proverbs,  1640 


1 thank  God  1 am  as  honest  as 
any  man  living  that  is  an  old 
man  and  no  honester  than  I. 

SHAKESPEARE: 

Much  Ado  About  Nothing,  iii,  c. 

1599 

The  natural  man  has  a difficult 
time  getting  along  in  this  world. 
Half  the  people  think  he  is  a 
scoundrel  because  he  is  not  a 
hypocrite. 

E.  w.  howe:  Sinner  Sermons,  1926 

Some  feelings  are  to  mortals 
given. 

With  less  of  earth  in  them  than 
Heaven. 

WALTER  SCOTT:  The  Lady  of  the 

Lake,  11,  1810 


I ASSOCIATIONNEWS 

1 

•i ^ 


Dr.  and  Mrs.  Nicholas  Davies,  of  Atlanta,  at  the  event  sponsored  by  the  Visiting 
Nurses  Association  honoring  Dr.  Davies  for  his  years  of  leadership  and  service 
to  the  VNA. 
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Annual  Survey  Finds 
Georgians  Support 
Increased  Public  Funding 
for  Health  Care 

There  is  a growing  desire  among 
Georgians  for  all  citizens  to  re- 
ceive adequate  health  care  services 
regardless  of  their  ability  to  pay,  ac- 
cording to  the  findings  of  a recent 
statewide  survey. 

The  poll,  commissioned  by  the 
Georgia  Hospital  Association  (GHA) 
as  part  of  its  annual  evaluation  of 
health  care  issues,  identified  health 
care  as  a legislative  priority  and  re- 
vealed strong  support  for  additional 
public  monies  to  ensure  that  low- 
income  Georgians  receive  routine 
and  preventive  medical  services. 

A statistical  representation  of 
people  throughout  Georgia  took  part 
in  the  summer  1990  telephone  sur- 
vey which  addressed  some  of  the 
major  health  care  concerns  con- 
fronting the  state  in  the  decade 
ahead.  The  questions  were  de- 
signed to  gauge  the  public’s  per- 
ception of  the  current  health  care 
delivery  system,  as  well  as  to  de- 
termine their  expectations  for  im- 
provement. 

Is  access  to  health  care  services 
a privilege?  Do  the  state  and  in- 
dividual counties  have  a responsi- 
bility to  provide  health  care  serv- 
ices to  the  poor?  Are  Georgians 
willing  to  pay  more  in  taxes  so  that 
everyone  can  receive  health  care 
services?  Are  people  satisfied  with 
the  quality  of  care  they  receive  from 
their  local  hospital? 

The  survey  revealed  that  a grow- 
ing number  of  Georgians  (93  per- 
cent) believe  that  health  care  serv- 
ices should  be  accessible  to  all 
citizens,  regardless  of  an  individu- 
al’s ability  to  pay.  That  figure  rep- 
resents a 7 percent  increase  over  a 
similar  survey  conducted  by  GHA 
in  1989. 


T A L NEWS 


Nearly  four  out  of  five  respond- 
ents (78  percent)  indicated  that  the 
state  should  provide  an  affordable 
insurance  product  for  low-income 
workers  who  do  not  have  policies. 
Young  adults  aged  18  to  29  were 
more  apt  to  favor  such  an  insurance 
product  (89  percent)  than  were  re- 
spondents aged  50  or  older  (71  per- 
cent). 

There  was  equal  support  from  the 
survey  group  for  the  state  to  de- 
velop a special  insurance  product 
for  Georgia  residents  who  cannot 
obtain  coverage  due  to  pre-existing 
medical  conditions.  Again,  four  out 
of  five  respondents  (83  percent)  said 
they  would  favor  such  a program. 
Although  legislation  was  passed  by 
the  Georgia  General  Assembly  in 
1 989  for  this  purpose,  the  necessary 
funds  have  yet  to  be  appropriated. 

Overall,  respondents  were  sym- 
pathetic to  the  concerns  of  citizens 
who  do  not  have  access  to  routine 
health  care  services  and  supportive 
of  programs  that  would  seek  to  im- 
prove their  quality  of  life.  While  sev- 
eral states  have  passed  legislation 
to  ration  or  limit  health  care,  two- 
thirds  (67  percent)  of  Georgians  re- 
sponding to  the  GHA  survey  said 
they  are  opposed  to  the  concept. 
Atlantans  expressed  higher  oppo- 
sition to  rationing  health  care  (71.5 
percent)  than  did  those  living  in 
North  Georgia  (67  percent)  and 
South  Georgia  (56  percent). 


How  Should  Health  Care 
Services  for  the  Poor 
Be  Funded? 

Those  participating  in  the  survey 
expressed  support  for  the  funding 
of  programs  to  improve  health  care 
in  the  state.  Three-fourths  of  the  re- 
spondents (77.5  percent)  indicated 
that  additional  money  is  needed 
from  the  state  to  fund  health  care. 

Georgians  also  strongly  believe 
that  every  county  should  be  re- 
quired to  contribute  to  the  health 


care  costs  of  its  own  residents  wh(| 
are  poor,  according  to  four  out  c^ 
five  respondents  (83  percent). 

However,  most  of  those  partici 
pating  in  the  survey  expressed  con 
fusion  about  current  county  fund 
ing  for  hospital  treatment  of  thei 
poor  residents.  Almost  half  of  thos< 
surveyed  (45  percent)  were  undei 
the  impression  that  this  funding  i;' 
in  place  already,  while  another  3fi 
percent  indicated  that  they  did  no 
know.  The  reality  is  that  less  thar 
33  percent  of  Georgia  counties  (52 
of  159  counties)  provide  any  fund 
ing  to  their  local  hospital  to  care 
for  patients  who  cannot  afford  tci 
pay  for  services  and  who  do  noj 
have  insurance. 

Surprisingly,  two  out  of  five  oi 
those  holding  managemenl 
positions  (40  percent)  and  those 
earning  in  excess  of  $50,000  an- 
nually (43  percent)  said  that  the>[ 
did  not  know  if  hospitals  received: 
county  funding. 

When  asked  whether  they  woulc 
personally  be  willing  to  pay  more 
taxes  to  support  programs  covering 
health  care  expenses  for  those  un-| 
able  to  pay,  two  out  of  every  three; 
Georgians  (65  percent)  advocatec 
increased  taxes  for  this  purpose. 
Groups  that  heavily  favored  in-' 
creased  taxes  included  blue  collari 
workers  (74  percent);  young  adults 
aged  18-29  (73  percent);  and  those 
with  annual  incomes  of  $25,000  to 
$50,000  (72  percent). 


Health  Care  Is 
A Top  Priority 

Survey  participants  also  were' 
asked  to  rank  several  leading  issues  | 
in  terms  of  priorities  for  the  new! 
governor. 

Controlling  health  care  costs 
ranked  second  (22.5  percent)  be- 
hind improving  the  state’s  educa- 
tion system  (41  percent).  Funding 
for  education  was  favored  more 
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lighly  by  those  with  college  de- 
|rees  and  higher  incomes. 

More  funding  to  combat  the  drug 
)roblem  was  cited  as  a priority  by 
1.8  percent  of  respondents,  while 
)uilding  more  prisons  was  most 
mportant  for  only  6 percent. 

Hospitals  Examined 

In  1990,  four  out  of  five  Georgians 
urveyed  (80  percent)  believed  they 
vould  be  satisfied  with  the  care  re- 
eived  from  their  local  hospital.  This 
esponse  represented  an  1 1 percent 
ncrease  in  the  positive  perceptions 
Georgians  held  about  their  hospi- 
als  in  1989. 

Although  there  are  a number  of 
easons  health  care  costs  are  rising, 
;urvey  participants  were  asked  what 
hey  thought  contributed  most  sig- 
lificantly. 

The  highest  number  of  respond- 
ents (21  percent)  said  that  mal- 
practice lawsuits  were  the  cause. 
\nother  17.5  percent  felt  that  in- 
adequate government  programs, 
such  as  Medicare  and  Medicaid, 
were  to  blame. 

Interestingly,  those  who  were 
more  likely  to  use  these  programs 
rated  government  shortfalls  more 
highly.  They  included  citizens  with 
little  or  no  high  school  education; 
those  earning  less  than  $25,000  an- 
nually; and  those  who  are  aged  50 
|or  older.  In  comparison,  partici- 
Ipants  with  higher  income  and  ed- 
lucation  levels  were  more  likely  to 
believe  that  malpractice  suits  were 
fueling  the  increases. 


Initiatives  for  Quality 
Health  Care  in  the  Nineties 

Quality  health  care  has  emerged 
as  one  of  the  greatest  concerns  of 
Georgia  residents,  according  to  the 
survey,  and  an  issue  that  the  state’s 
new  administration  must  take  a 
strong  leadership  position  to  re- 
solve. 

Accessibility  to  health  care  serv- 
ices for  Georgia’s  poor  is  at  a low 
point.  Hospitals  are  treating  a grow- 
ing number  of  patients  with  life- 
threatening  conditions  that  could 
have  been  prevented  with  routine 
primary  care.  Most  of  these  patients 
are  among  the  one  million  Geor- 
gians who  are  uninsured;  many  oth- 
ers are  insured  but  have  inadequate 
coverage.  Their  ability  to  receive 
routine  examinations  or  treatment 
for  conditions  such  as  prenatal  care 
has  been  limited  or  completely  cut 
off. 

Among  the  Georgia  Hospital  As- 
sociation’s suggestions  for  tackling 
the  problem  in  1 99 1 is  a state  health 
insurance  package  that  would  pro- 
vide protection  for  individuals  who 
have  no  other  opportunity  to  obtain 
basic  health  care  services.  The  pro- 
gram would  be  available  to  resi- 
dents with  incomes  near  the  pov- 
erty level  who  have  been  without 
insurance  coverage  for  the  previous 
2 years. 

The  segment  of  the  population 
most  affected  by  limited  access  to 
health  care  is  children,  and  the 
consequences  are  sobering.  Geor- 
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gia’s  infant  mortality  rate,  for  in- 
stance, is  one  of  the  highest  in  the 
world. 

Expansion  of  Medicaid  benefits 
in  Georgia  is  necessary  so  that  chil- 
dren in  families  with  incomes  un- 
der 100  percent  of  the  federal  pov- 
erty level  may  receive  medical 
treatment  up  to  the  age  of  eight. 
GHA  estimates  that  such  a measure 
would  give  an  additional  5,250 
young  Georgians  whose  parents  are 
unable  to  pay  for  medical  services 
access  to  primary  health  care. 

In  addition,  eligibility  require- 
ments must  be  improved  so  that 
pregnant  mothers  can  receive  care 
consistent  with  federal  standards. 
Almost  13,000  mothers  could  be 
added  to  the  state’s  Medicaid  rolls 
in  the  first  year  of  such  an  expan- 
sion, GHA  estimates,  giving  them 
access  to  the  health  care  they  need 
for  the  welfare  of  their  unborn  ba- 
bies. 

Georgians  continue  to  support 
programs  that  provide  the  most 
basic  treatment  for  children,  as  well 
as  state-sponsored  insurance  poli- 
cies for  workers  who  have  no  other 
place  to  turn  for  coverage.  Accord- 
ing to  the  1 990  survey  of  health  care 
issues,  state  residents  overwhelm- 
ingly stand  behind  the  belief  that 
access  to  adequate  health  care 
services  is  not  a privilege,  but  a 
basic  human  right. 

(This  page  is  sponsored  by  the 
Georgia  Hospital  Association.) 
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"Now  I Hear 
I'm  Re^onsible 
For  Sirariittirg 
Patients'  Medicare 
Qaims  Even  If 
I Dcn't  Accept 
The  Assignment" 


Third  Party  carriers  and 
government  agencies  are 
constantly  coming  up  with 
new  rules  and  regulations  that 
attempt  to  control  payment  for 
your  services.  Medicare  alone 
has  devised  14  major  changes 
in  reimbursement  rules. 
Understanding  the  rules  of 
the  claims  paying  process  is 
critical,  inevitably  leading  to 
more  timely  reimbursements. 
Practice  Management  Services 
possesses  expertise  in  third 
party  claims  settlement.  We 
know  how  to  avoid  claims 
rejections  so  you  can  secure 
accurate  payments. 

Since  our  fees  are  based  on 
net  collections,  not  gross 
billings,  there  is  a built-in 
incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss 
improving  the  condition  of 
your  billings,  bookkeeping 
and  collections. 


PRACTICE 

MANAGEMENT 

SERVICES 


Your  Practice  Made  Perfect 

340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 
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You  Are  My  Hero, 

I Edwin  Newman 

■j  title  that  you  ’ll  have  to  share 
Vith  Tom  and  other  ones  who  care 
b save  our  native  language  where 
Communication  bones  are  bare. 

j)r  overlarded,  thick  with  fat 
Contemporary,  “where  it’s  at.  ” 
c.onfused,  improper,  poor  verbat 
b bring  to  all  the  message  that 

[hose  proper  phrases,  words  and  things 
Ire  for  erudite  overlings 
Vhose  supercilious  smile  it  brings 
'Co  all  the  etymologic  kings 

Vho  revel  in  our  speech  supreme 

I',ach  proper  and  exact  phoneme 
\nd  clearly  live  about  the  teem 
y garbled  speech  en  masse  in  ream 

Propriety  in  speech  I seek 
\nd  shun  the  orthographic  weak 
To  reach  the  polysyllabic  peak 
¥ith  Civil  Tongue  to  Strictly  Speak 


Yes,  My  Darling  Ddta^ 

Vill  everyone  please,  resist  the  disease 
y changing  words  pleural  to  singular 
lowever  unique,  it  still  will  bespeak 
1 defect  that  is  Latin,  not  lingular. 

n may  mention,  it’s  but  through  declension 
f your  sex  or  your  virtue  is  pending 
fo  be  thought  as  refined,  you  must  first  be  declined 
po  determine  the  “a”  of  your  ending. 

datum’s  neuter  quite  true,  but  its  pleural  is  too 
Sot  a singular  damsel  is  data  (data) 
j)0  do  not  rearrange  with  operation  sex  change 
Vhich  is  really  the  heart  of  the  matter  (mater). 


RY  CORNER 


Question 

New  Year’s  come; 
Memories  gleam. 

Are  fading  years 
What  they  seem? 

Are  futures  always 
Brighter  than 
The  brightest  past 
For  every  man? 

Does  happiness  fade? 
Or  can  it  be 
That  hope  is  brighter 
Than  memory? 


To  Dock  at  Stars 

If  I could  use  my  wasted  years  once  more. 

How  slow,  how  sweet,  would  be  the  gentle  hours 
With  youl  Waves  that  climb  the  silent  shore 
Of  night  to  touch  the  gray  cathedral  towers 
Of  dawn  must  seek  for  treasures  they  attain; 

And  so  must  I for  keys  that  lock  the  past 
In  velvet  vaults  of  memory  in  vain. 

A hope  still  sails  with  ever-swaying  mast 
And  billowed  sail  across  the  evening  sky 
Of  time.  When  waves  have  stopped  to  taste  the 
sands. 

And  dreams  have  docked  at  stars,  shall  / ask  why 
The  anchor  drop  sends  ripples  from  my  hands 
To  shores  that  rim  the  silver  seas  of  sleep? 

How  bright,  how  real,  the  memories  I keepi 

JOHN  RANSOM  LEWIS,  M.D. 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia’s  Poet  Laureate. 


'Dedicated  to  all  the  "diuerticuli"  in  the  world. 
lOHN  P.  WILSON,  M.D. 


Dr.  Wilson  practices  general  surgery  in  Atlanta. 
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Of  Time  And  The  New  Year 


i every  thing  there  is  a 

£ season,  and  a time  to 
every  purpose  under  heaven;  A 
time  to  be  born,  and  a time  to 
die;  and  a time  to  plant,  and  a 
time  to  pluck  up  that  which  is 
planted.  ” 

ECCLESSIATES  3:1-2 


“Although  our  methods  of  keeping 
time  are  highly  advanced,  our 
methods  of  reckoning  time  are 
archaic,  illogical  and  complex. 

The  minutes  in  an  hour,  the  hours 
in  a day,  and  the  days  in  a week 
are  all  counted  according  to 
different  number  systems,  none  of 
which  fully  utilizes  the 
advantages  of  decimal  notation. 
This  sin  against  reason  is 
compounded  by  the  needlessly 
irregular  lengths  of  our  months. 
Measured  time,  which  should 
possess  the  clarity  and  symmetry 
of  metric  space,  is  instead  a 
jumble  of  dissimilar  and  irregular 
forms.  Our  own  universally- 
accepted  method  blinds  us  to  the 
natural  coherence  of  time,  turning 
the  simplest  calculations  into 
difficult  and  painful  problems. 

We  commonly  conceive  of  time 
as  something  external  to 
ourselves.  Modern  physics  has 
established  time  and  space  as 
parts  of  the  same  continuum  and 
thus  by  implication  integrated 
time  into  the  heart  of  all  things 
perceived;  but  modern  language, 
common  sense  and  humanistic 
inquiry  lag  far  behind.  We  still 


think  and  speak  in  cliches  which 
suggest  that  time  is  outside  of  us, 
something  which  “passes,  ” 
something  we  can  “spend,  ” 
“serve”,  or  “kill”;  something 
which,  though  admittedly  a part 
of  the  natural  order,  runs  a 
course  of  its  own.  While  natural 
science  has  attained  a temporal 
understanding  which  is  not  only 
realistic  but  strangely  beautiful 
and  evocative,  our  own  more 
general  awareness  of  time  has 
changed  little  since  the  days 
when  Galileo  was  hauled  before 
the  Inquisition.  Our  world  of  time 
is  as  flat  and  exclusive  as  some 
medieval  map.  ” 

ROBERT  GRUDIN, 

Time  and  the  Art  of  Living 


i < ^ I ^oday  scientists  describe 
£ the  universe  in  terms  of 
two  basic  partial  theories  — the 
general  theory  of  relativity  and 
quantum  mechanics.  They  are  the 
great  intellectual  achievements  of 
the  first  half  of  this  century.  The 
general  theory  of  relativity 
describes  the  force  of  gravity  and 
the  large-scale  structure  of  the 
universe,  that  is  the  structure  on 
scales  from  only  a few  miles  to 
as  large  as  a million  million 
million  million  (1  with  twenty 
four  zeros  after  it)  miles,  the  size 
of  the  observable  universe. 
Quantum  mechanics,  on  the  other 
hand,  deals  with  phenomena  on 
extremely  small  scales,  such  as  a 


millionth  of  a millionth  of  an 
inch.  Unfortunately,  however, 
these  two  theories  are  known  . 
be  inconsistent  with  each  othe 
— they  cannot  both  be  correct. 
One  of  the  major  endeavors  in 
physics  today,  and  the  major 
theme  of  this  book,  is  the  sean 
for  a new  theory  that  will 
incorporate  them  both  — a 
quantum  theory  of  gravity. 

Einstein 's  general  theory  of 
relativity,  on  its  own,  predicted ^ 
that  space  — time  began  at  thi 
big  bang  singularity  and  woulc 
come  to  an  end  at  the  big  crun 
singularity  (if  the  whole  univer 
recollapsed),  or  at  a singularity 
inside  a black  hole  (if  a local 
region,  such  as  a star,  were  to 
collapse).  Any  matter  that  fell  i. 
the  hole  would  be  destroyed  at 
the  singularity,  and  only  the 
gravitational  effect  of  its  mass 
continue  to  be  felt  outside.  On 
other  hand,  when  quantum  efk 
were  taken  into  account,  it 
seemed  that  the  mass  or  energ 
of  the  matter  would  eventually 
returned  to  the  rest  of  the 
universe,  and  that  the  black  ho 
along  with  any  singularity  insid 
it,  would  evaporate  away  and 
finally  disappear.  Could  quantil 
mechanics  have  an  equally 
dramatic  effect  on  the  big  bang 
and  big  crunch  singularities? 
What  really  happens  during  th^ 
very  early  or  very  late  stages  o/j 
the  universe,  when  gravitations 
fields  are  so  strong  that  quantu^^ 
effects  cannot  be  ignored?  Does 
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I?  Universe  in  fact  have  a 
'^ginning  or  an  end?  And  if  so, 
nat  are  they  like?” 

I STEPHEN  W.  HAWKING, 

■ A Brief  History  of  Time 

I ou;  sour  sweet  music  is  when 
\ie  is  broke,  and  no  proportion 
bt! 

L is  it  in  the  music  of  men ’s 

h 

*^d  here  have  I the  daintiness  of 
\r 


• Should  our  lives,  our 
pursuit  of  the  practice 
of  medicine,  be  as  a 
symphony  orchestra, 
and  in  a sense  it  is 
such,  then  we  must 
play  homage  to  our 
timing,  y 


('  check  time  broke  in  a 
prdered  string; 

It  for  the  concord  of  my  state 
vd  time 

hd  not  an  ear  to  hear  my  true 
Ine  broke. 

wasted  time,  and  now  doth  time 
\iste  me.” 

SHAKESPEARE,  Richard  II, 
|!  Act  5,  scene  5 


I' HE  HAS  COME  to  US  again. 
^January.  The  “New  Year.”  It 
2ms  no  “time”  at  all  since  we 
jre  making  plans,  “resolving,” 
1990.  It  was  to  be  a 
)mentous  year  you  will  recall, 
e entrance  year  to  the  last 
Icade  of  the  nineteen  hundreds, 
le  countdown  to  2000. 
mehow,  though,  she  is  gone, 

!90  is.  A bright  new  infant  year 
ckons  us.  Smiles  alluringly  at 
’.  Winks  voluptuously  and 
j/ites  us  to  “plan”  the  manner  in 
iiich  we  shall  use  her.  We  have 
!fore  us  a neatly  wrapped  parcel 
I “time”  with  a beginning  and  an 
'd.  Beyond  the  mandate  that  we 
bst  do  something,  or  nothing, 
th  this  segment  of  “time”  is  that 
ually  important  matter  of  when 
2 exercise  our  action.  We  must 
2al  with  “time”  and  with 
ming.”  It  is  a matter  studied  by 
ir  “thinkers”  through  the  years, 
le  cosmologists,  and  in  addition 
his  stature  as  a theoretical 


physicist  Stephen  Hawking  is 
such,  have  pondered  the 
impenetrables  of  “time”  and 
“space”  coining  phrases  such  as 
“Big  Bang”  — “Big  Crunch”  — 
and  “Singularity”  in  order  to  give 
substance,  understanding,  to  their 
concepts.  But  we  physicians  also 
live  in  “time”  and  in  “space.” 
Nineteen  hundred  ninety-one  sits 
on  our  doorstep,  and  we  must  do 
something  with  her. 

I sat  one  evening  recently  in  a 
great  symphony  hall  listening  to 
the  Concerto  for  Piano  and 
Orchestra  written  by  John 
Corigliano.  Not  exactly  a 
household  word,  “Corigliano,”  at 
least  not  so  to  this  musical 
amateur.  He  is  “American,”  I 
found  out  in  the  program  notes. 
Born  in  New  York  City  the  son  of 
a violinist  and  one  time 
concertmaster  of  the  New  York 
Philharmonic.  His  musical 
education  was  also  “American” 
which  itself  strikes  a welcome 
chord  in  these  days  of  fervent 
patriotism.  The  Concerto  is 
“brilliant  and  theatrical”  I was 
told  and  so  found  it.  Other 
adjectives  might  also  serve, 
exciting,  bold,  brash,  even 
melodic.  But  what  I found  equally 
interesting  was  John  Corigliano’s 
approach  to  his  audience  — to 
his  patrons  — to  his  “patients.” 
John  Corigliano  said,  “I  care 
deeply  about  communicating  with 
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my  audiences.  For  quite  a while 
now,  too  many  composers  have 
seemed  not  much  interested  in 
communication,  particularly  with 
large  audiences  and  this  has 
tended  to  give  modern  music  a 
bad  name.  . . . The  pose  of  the 
misunderstood  artist  has  been 
fashionable  for  quite  a while,  and 
it  is  tiresome  and  old  fashioned.  I 
wish  to  be  understood,  and  I 
think  it  is  the  job  of  every 
composer  to  reach  out  to  his 
audience  with  all  means  at  his 
disposal.”  Oh,  how  we  as 
physicians  need  to  think  about 
that.  Oh,  to  be  “understood”  by 
each  of  my  patients  — by  my 
third  party  payors  — by  my 
government  — even  by  my  legal 
counsel  and  sometime  adversary. 

Symphonic  musicians  are 
interesting  to  watch,  as  well  as  to 
listen  to,  providing  one  takes  to 
the  concert  a decent  pair  of 
binoculars.  Long  periods  of 
inactivity,  or  so  it  seems,  passes 
for  some  of  them  while  their 
fellow  musicians  carry  on  the 
music.  At  such  times  one  can 
imagine  their  thoughts  or 
whispered  conversations.  “Can 
you  imagine  him  missing  that 
high  C?”  “One  more  step  back 
and  Shaw  is  going  off  that 
podium  on  his  butt.”  “God  help 
me,  I burned  the  beans  trying  to 
get  here  before  he  lifts  that 
damned  baton.” 

While  Corigliano  works  his  way 
through  the  symphony,  I found 
myself  on  this  particular  night 
watching  the  percussionists  and 
in  particular  Billy  Wilder.  We  had 
known  Billy  Wilder  since  high 
school  when  he  taught  the 
youngest  off  spring  percussion  — 
drums  — loud  drums  to  be  exact. 
One  must  attempt  sleep  between 
the  staccato  of  a snare  drum  and 
the  deep  melodious  rumble  of  the 
kettle  to  claim  any  reasonable 
degree  of  competence  in 
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appreciating  the  percussion 
section  of  a symphony  orchestra. 
But  on  this  particular  night,  our 
Billy,  he  whose  instructions  and 
admonitions  to  our  child  had  led 
to  so  many  restless  hours  of 
disturbed  repose,  stood  poised 
before  his  array  of  percussion 
equipment  holding  a triangle, 
gentlest  of  his  armamentarium. 
The  Corigliano  concerto  crashed 
ahead,  the  brass  blaring  and  the 
strings  rising  to  a crescendo. 
Suddenly,  with  rapt  attention  to 
timing  and  coordination  with  his 
musical  peers,  Billy  struck  that 
triangle  a single  soft  but  delicate 
blow.  That  lonely  note  — sound 
— lost  itself  to  my  untrained  ear 
as  the  brass  and  the  strings 
thundered  on.  Not  so  for  the 
percussionist.  The  written  score, 
the  years  of  training,  the  finely 
tuned  ear,  the  perfect  sense  of 
timing  bought  him  to  that  point  in 
“time”  when  the  triangle  must  be 
struck.  What  to  me  had  been  but 
a lone  note  lost  in  the  thunder  of 
a symphony  was  to  him  and  his 
fellow  musicians  an  integral  part 
of  the  composition  placed 
precisely  at  a point  in  time.  Billy 
Wilder  sat  again  upon  his  stool,  a 
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bright  new  infant 
year  beckons  us.  Smiles 
alluringly  at  us.  Winks 
voluptuously  and 
invites  us  to  ‘*plan**  the 
manner  in  which  we 
shall  use  her.  y 

comfortable  and  confident 
expression  upon  his  solemn  face. 

The  “1991  Symphony”  is  about 
to  raise  the  baton  and  launch 
the  music.  Many  things  will  be 
asked  of  us  who  sit  as  musicians 
and  those  of  us  who  reside  in  the 
audience.  In  the  symphonic 
sense,  we  will  be  asked  to  play  a 
variety  of  instruments.  Play  them 
we  cannot  avoid  and  play  them 
well  we  must.  At  times  the 
smooth  harmonious  blending  of 
melody  will  be  needed  to  bring  a 
cooperative  and  successful  effort 
to  the  issues  confronting  us.  At 
other  times  only  the  crashing  of 
cymbals  will  call  attention  to  the 
importance  and  depth  of  our 
resolve  to  stand  firm  on  a 


particular  belief.  And  then  surel 
perhaps  on  many  occasions,  w€' 
will  be  called  upon  to  await  tha. 
one  significant  moment  when  tf 
bare  touch  of  a triangle  must 
satisfy  the  need  for  our  help  am 
our  desire  to  give  help. 

“Time”  flows  by  us  as  a quiet 
moving  river  or  a smoothly  craft' 
symphony.  It  will  not  await  i 
inattention  or  indecision  but 
rather  moves  relentlessly  on.  Oi, 
yesterdays  become  our  todays 
and  our  todays  our  tomorrows.  ; 
Should  our  lives,  our  pursuit  of 
the  practice  of  medicine,  be  as  ' 
symphony  orchestra,  and  in  a I 
sense  it  is  such,  then  we  must 
pay  homage  to  our  timing.  We  ; 
must  look  for  and  await  that 
proper  interval  both  in  our 
healing  efforts  and  in  our 
organizational  efforts  when  we 
most  needed  and  when  we  are  | 
most  likely  to  gain  our  ends.  “T; 
everything  there  is  a season,  an<| 
a time  to  every  purpose  under  tl 
heavens:  a time  to  be  born,  andt 
time  to  die;  a time  to  plant,  and' 
time  to  pluck  up  that  which  is 
planted.”  A time  for  triangles  an 
a time  for  crashing  drums. 

Cl  I 
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CALENDAR 


, FEBRUARY  1991 

i9  — Steamboat  Springs,  CO: 
ew  Horizons  in 
nesthesiology.  Category  1 
itedit.  Contact  Office  of  CME, 
ilnnory  Univ.  Sch.  of  Med.,  1440 
jlifton  Rd.,  Atlanta  30322.  PH: 
|)4/72  7-5695. 

9 — Atlanta:  Pediatric 
Orthopaedic  Seminar.  Contact 
tarlene  Baugus,  Scottish  Rite 
ihildren’s  Medical  Center,  1001 
Dhnson  Ferry  Rd.,  N.E.,  Atlanta 
0363.  PH:  404/250-2138. 

\-\2  — Atlanta:  TC-99M 
lyocardial  Spect.  Category  1 
redit.  Contact  Office  of  CME, 
mory  Univ.  Sch.  of  Med.,  1440 
!lifton  Rd.,  Atlanta  30322.  PH: 
04/727-5695. 

1-15  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
'reating  Diabetes  Mellitus  and 
ts  Complications.  Category  1 
redit.  Contact  Office  of  CME, 
:!mory  Univ.  Sch.  of  Med.,  1440 
I'lifton  Rd.,  Atlanta  30322.  PH: 
:04/727-5695. 

5-16  — Atlanta:  Retina 
;^onference.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Jniv.  Sch.  of  Med.,  1440  Clifton 
i^d.,  Atlanta  30322.  PH:  404/727- 
15695. 

I 

12-23  — Atlanta:  28th  Annual 
Ophthalmology  Conference. 

Category  1 credit.  Contact  Office 
Df  CME,  Emory  Univ.  Sch.  of 
Vied.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

25-1  Mar.  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
iFreating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


MARCH  1991 

1 -2  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

2-9  — Snowmass,  CO:  Sixteenth 
Annual  Snow  Job  in  Gynecology 
and  Obstetrics.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

11-15  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

11-16  — Augusta:  26th  Annual 
Family  Practice  Symposium. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

22  — Macon:  1991  Cherry 
Blossom  Psychiatric  Symposium. 

Category  1 credit.  Contact  Robert 
Fore,  Ed.D.,  Division  of  CME,  777 
Hemlock  St.,  Macon  31201.  PH: 
912/744-1061. 

22-23  — Augusta: 

Ophthalmology.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

25-26  — Atlanta:  Quantitative 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

25-29  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


APRIL  1991 

5-6  — Atlanta:  Pharmacology  for 
the  Anesthesiologist.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

7-10  — Atlanta:  Advanced 
Demonstrations  in  Percutaneous 
Transluminal  Angioplasty  XXV. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

15-16  —Atlanta:  TC-99M 
Myocardial  Spect.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

15-19  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

17-19  — Atlanta:  Nutrition  and 
Cancer.  Category  1 credit.  Contact 
Office  of  CME,  Emory  Univ.  Sch. 
of  Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

20-21  — Augusta:  Current 
Concepts  in  Carnitine  Research. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

26- 28  — Augusta:  Frontiers  in 
Nutrition.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

27- 28  — Augusta:  Pathology 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 
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Dear  Editor, 

1 have  read  the  article  by  Dr. 
Doug  Skelton,  “Quality 
Predoctoral  Training  in  the 
Ambulatory  Setting,”  (Dec.  90) 
and  believe  that  it  represents  the 
thoughtful  opinion  of  the  author 
based  on,  his  experience  and  that 
of  others  gleaned  from  the 
literature. 

Dr.  Skelton,  of  course,  defines 
problems  which  include  those  of 
decreasing  emphasis  on  inpatient 
education,  lack  of  preparation  of 
the  practicing  physician  to 
function  effectively  in  the 
outpatient  setting,  need  for  greater 
exposure  to  ambulatory  care  by 
the  students,  the  lack  of 
popularity  associated  with  a less 
than  ideal  perceived  image  of  the 
ambulatory  care  setting  for 
education,  etc. 

Dr.  Skelton  further  defines 
attempts  to  improve  education  in 
the  ambulatory  setting  and  the 
failure  of  those  attempts 
secondary  to  a lack  of 
departmental  ownership  and  a 
loss  of  faculty  through  financial 
lures  in  areas  other  than 
ambulatory  care,  the  latter  being 
under  funded  from  all  sources. 

His  suggestions  for  solution  are 
broad  based,  indeed,  and 
predominantly  philosophic.  They, 
of  course,  include  design  of  the 
curriculum  to  meet  specific  goals, 
evaluation  of  outcome  and 
evaluation  of  the  product, 
curricular  problems  which  would 
require  change  and  those  changes 
would  include  timing,  length  of 
experience,  and  mix  of  faculty 
resources,  etc.  Dr.  Skelton  defines 
Family  Practice  as  the  model  for 
the  delivery  of  ambulatory  care 
and  in  doing  so  cites  other 
disciplines  in  primary  care  which 
he  feels  would  be  less  effective. 

He  discusses  the  need  for  a 
reward  system  for  the  faculty  who 
are  involved  in  the  ambulatory 


education  settings  as  well  as  the 
residents  role  as  a teacher.  He 
comes  to  the  conclusion  that 
there  is  a need,  that  that  need 
must  be  recognized  and 
commitment  to  solution  be 
foremost  in  the  dedication  of  the 
top  echelon  of  administration, 
that  individual  institutional 
support  as  well  as  the  suggestion 
of  federal  support  would  be 
necessary  and  that  curriculum 
change  and  faculty  reward 
systems  would  require  attention. 
He,  in  addition,  states  that  space, 
time,  and  costs  need  to  be 
assessed  prior  to  the  institution  of 
this  suggested  change. 

In  summary,  1 believe  that  Dr. 
Skelton’s  thoughts  are 
commendable.  He  recognizes  a 
major  problem  and  problems 
within  that  major  setting  and 
suggests  broad  approaches  to 
solution. 

Sincerely, 

Arlie  R.  Mansberger,  Jr.,  M.D. 

Professor  and  Chairman 

Department  of  Surgery 

Medical  College  of  Georgia 


Dear  Editor, 

Reading  for  understanding  calls 
for  much  reading  between  the 
lines.  The  November  issue  left  me 
wondering  just  what  is  afoot  in 
the  leadership  councils  of  MAG. 
And  whether  1 should  laugh  or 
cry. 

Ethics  is  certainly  a pervasive 
matter  for  any  professional. 
Essential  principles  must  serve  as 
the  ground  for  ethical  thinking 
and  action.  When  the  ground 
begins  to  shift,  serious 
disruptions  follow  close  on.  Any 
profession  which  will  sell  out  its 
principles  for  money  or  politics 
becomes  a mere  trade.  Are  we 
about  to  do  that? 


If  the  decision  is  left  to 
academics  and  newspaper  men, 
we  have  a foregone  conclusion  a 
regards  national  government 
control  of  medicine.  Eugene 
Patterson  begs  the  question,  to  b 
sure.  Why  was  he  asked  for  his 
statist  totalitarian  views,  stale 
leftovers  from  the  Great  Society? 
Medicare,  supported  by  him  as  h 
said  and  enacted  over  the 
“snarls”  of  a potent  opposition,  i: 
now  bankrupt  in  nearly  every  waj' 
Wise  men  predicted  this.  But  for 
Patterson,  the  answer  is  now  tota' 
government  control,  more  of  the 
same  bad  medicine.  Such  a 
system  would  be  administered  by 
dollar  and  vote-driven  politicians 
and  bureaucrats.  If  we  seek  a 
fundamental  change  in  medical  ; 
care,  Patterson’s  proposal  for 
payment  for  “virtually  all  medical 
bills  with  tax  money”  is  not  that.  ■ 
The  media,  including  some  of  ou 
own  medical  press,  are  having  a ■ 
love  affair  with  the  Canadian  plar 
This  is  just  another  of  those  end-' 
of-the-rainbow  phenomena  from  i 
the  cloudy  minds  of  dreamers.  In 
practice,  any  totalitarian  federal 
program  for  medicine  will 
become  a prison  for  doctors  and ' 
patients  alike.  Every  aspect  of 
such  a system  tends  to  be 
paralyzed  by  bureaucratic 
attempts  to  make  it  work  and 
fosters  that  spiritual  disease  from 
which  the  people  of  Russia  and 
eastern  Europe  are  trying  to 
recover. 

None  of  us  really  likes  the  mes' 
we  have  today,  but  Eugene 
Patterson’s  sclerotic  ideas  won’t 
work.  His  super-Medicare  paid  b\' 
tax  dollars  does  not  face  the  real 
problem  at  all. 

An  expensive,  valuable,  labor- 
intensive  service  offered  at  no 
direct  cost  to  the  person  served 
will  break  every  budget.  Congress 
and  the  insurance  companies  try 
now  to  fix  blame  on  doctors  and 
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.ospitals,  assuming  the  answer  to 
jiedical  costs  is  to  keep  prices 
|own.  Both  have  obligated 
pemselves  to  pay  for  services 
^hich  are  valuable  and  the 
emand  for  which  is  unlimited, 
b offer  such  services  with  no 
ost  to  the  person  served  at  the 
me  of  service  removes  an 
ssential  mechanism  which  must 
perate  in  human  life:  individual 
ssponsibility.  Payment  at  the 
me  of  service  is  not  high  enough 
3 force  the  user  to  (1)  think  hard; 
2)  plan  ahead;  (3)  bargain  on 
ost;  (4)  defer  unnecessary  care; 

5)  terminate  service  as  soon  as 
'Ossible;  (6)  seek  alternative 
olutions;  (7)  use  consistent 
preventive  measures  to  avoid 
lisease.  The  most  fundamental 
principle  on  which  this  whole 
natter  of  medical  care  hinges  is 
/hether  a person  is  responsible 
Dr  his  health  and  repairs  to  it,  or 
lot.  If  he  is  not,  who  is?  The 
politicians,  the  Eugene  Pattersons, 
,nd  a lot  of  the  medical 
profession  have  answered  that 
verybody  is  responsible.  If  so, 
lobody  is  responsible,  a situation 
v^hich  is  totally  amoral  and 
lisastrous.  Such  fosters  every 
orm  of  irresponsible  behavior. 

Were  the  government  to  take  on 
dmilar  efforts  to  build  equitable 
lousing  for  everyone  and  pay  for 
t through  taxes,  and  to  provide 
|ood  for  everyone  and  pay  for  it 
hrough  taxes,  these  industries 
'vould  soon  be  utterly  destroyed 
^nd  the  essentials  they  provide  in 
:'ery  short  supply.  Thank  God 
hese  areas  of  life  remain 
esponsive  to  market  forces.  In 
)ur  profession,  the  myth  of  the 
omnipotent  servant  has  been 
grafted  on  to  medical  services 
ind  the  profession  faces  disaster, 
i Government  should  get  out  of 
;nedical  services.  We  physicians 
jihould  serve  our  patients  and  our 
joatients  only.  We  cannot  serve 


two  masters  and  will  inevitably 
come  to  serve  government  under 
a national  health  program.  He 
who  pays  the  piper  will  call  the 
tune. 

Hamlet’s  dilemma  is  reflective 
of  ours  as  physicians:  to  be  or  not 
to  be.  Are  our  MAG  leaders 
readying  us  for  a sell-out  to 
national  health?  I hope  not,  but 
fear  so.  We  have  helped  weave  a 
rope  for  many  years  which  will 
hang  our  profession  and  those  we 
serve  if  it  is  not  cut. 

Very  truly  yours, 

Stephen  W.  Edmondson,  M.D. 

Psychiatrist,  Atlanta 

Dear  Editor, 

This  is  to  express  thanks  and  to 
congratulate  you  on  the  outstand- 
ing new  MAG  Directory. 

It  is  very  informative  and  has  an 
excellent  format.  Keep  up  the  good 
work. 

Best  wishes  for  a Happy  Holiday 
Season. 

Sincerely  yours, 

Milton  /.  Johnson,  M.D. 
Family  Practitioner, 

Macon 

Dear  Editor, 

I have  been  quite  disappointed 
since  the  Georgia  Legislature  or- 
dered the  double  line  prescription. 
I thought  double  line  prescription 
pads  was  an  efficient  way  for  the 
physician  to  designate  whether  ge- 
neric or  brand  name  medications 
could  be  given. 

I recently  discussed  this  with  the 
State  Board  of  Pharmacology  and 
have  found  that  although  we  have 
a single  line  for  our  name  it  is  also 
appropriate  that  we  have  an  addi- 
tional line  for  brand  necessary.  I 
have  had  my  printer  do  this  for  my 
prescriptions  and  would  recom- 
mend this  for  other  physicians. 
Sincerely  yours, 

John  A.  Goldman,  M.D. 

Internist,  Atlanta 


QUOTES 

It  is  the  hardest  thing  in  the  world 
to  put  feeling,  and  deep  feeling, 
into  words.  From  the  standpoint 
of  expression,  it  is  easier  to  write 
a “Das  Kapital”  in  four  volumes 
than  a simple  lyric  of  as  many 
stanzas. 

JACK  LONDON: 

To  Anna  Strunsky  Walling,  Dec. 

27,  1899 


I ran  from  grief;  grief  ran  and 
overtook  me. 

FRANCIS  QUARLES:  Emblems,  II,  1635 

Nature  has  given  us  life  at 
interest  like  money,  with  no  day 
fixed  for  repayment. 

CICERO: 

Tusculanoe  disputationes,  I,  45  b.c. 


It  is  not  the  object  of  war  to 
annihilate  those  who  have  given 
provocation  for  it,  but  to  cause 
them  to  mend  their  ways;  not  to 
ruin  the  innocent  and  guilty  alike, 
but  to  save  both. 

POLYBIUS:  Histories,  v 


The  sinews  of  war  are  infinite 
money. 

CICERO.-  Orationes  Philippicoe,  v,  c. 

60  B.c. 


Life,  to  be  worthy  of  a rational 
being,  must  be  always  in 
progression;  we  must  always 
purpose  to  do  more  or  better  than 
in  time  past.  The  mind  is 
enlarged  and  elevated  by  mere 
purposes,  though  they  end  as  they 
begin  by  airy  contemplation. 

SAMUEL  JOHNSON: 

To  Hester  Thrale,  Nov.  29,  1 783 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF 

HEALTH  PROFESSIONS 
TOLL  FREE 
1-800-423-USAF 
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Cure  For  Hepatitis? 

“Physician,  Heal  Thyself,  ” And  He  Did 

Carson  B.  Burgstiner,  M.D. 


rHis  IS  A TALE  of  tragedy  and 
triumph  and  the  discovery  of 
in  apparent  cure  for  a disease  of 
lational  and  international 
mportance. 

[ In  1983,  at  the  height  of  my 
:areer  as  an  obstetrician- 
^necologist,  I contracted 
Tepatitis  B.  I had  stuck  my  finger 
vhile  operating  on  an  infected 
)atient  with  a dermoid  cyst  of  the 
wary.  Neither  of  us  knew  she  had 
lepatitis.  After  I was  diagnosed,  1 
lotified  the  Centers  for  Disease 
Control  (CDC)  and  the  State 
Board  of  Medical  Examiners  that  I 
vas  a Hepatitis  B,  E-Antigen 
zarrier.  I was  given  guidelines  to 
bllow  and  subsequently 
/olunteered  to  have 
spidemiologic  studies  done  on 
Tiy  patients. 

A comedy  of  disasters  followed: 
Front  page  headlines  in  the 
Savannah  Morning  News  that 
‘source  of  local  hepatitis 
outbreak  discovered.” 
Subsequently,  the  CDC  and  local 
Health  Department  proved  that 
none  of  the  26  cases  of  hepatitis 
in  Chatham  County  were  patients 
of  mine,  and  I was  exonerated 
(on  the  back  page)  by  the 
newspapers.  After  26  years  of 
medical  practice  without  a 
lawsuit,  suddenly  1 had  two  who 
claimed  that  exposure  by  surgery 
had  caused  their  Hepatitis  B.  Both 
patients  had  other  sources  of 
exposure,  nonetheless,  both  suits 
were  settled  by  the  insurance 


• The  impact  of  thymic 
hormonal  replacement 
has  enormous  potential 
in  immune  system 
diseases,  from  single 
allergies  and  hay  fever 
to  rheumatoid  arthritis, 
lupus,  cancer,  and 
AIDS,  y 


company  without  a fight  — no 
futher  adverse  publicity  was 
needed.  I then  discontinued 
obstetrics  and  major  surgery, 
bought  out  my  malpractice  tail 
coverage,  and  limited  my  practice 
to  minor  surgery  and  office 
gynecology.  The  economic  and 
emotional  impact  was  truly 
devastating.  A highly  trained, 
motivated  and  skilled 
microsurgeon  with  a large 
surgical  practice  suddenly 
sending  all  of  his  patients  to 
colleagues  for  obstetrics  and 
major  surgery. 


Dr.  Burgstiner  is  a Board  certified  Obstetrician- 
Gynecologist,  who  now  limits  his  practice  to 
Gynecology,  in  Savannah,  Georgia.  He  is  a past 
president  of  the  Medical  Association  of  Georgia 
and  is  Vice-Chairman  of  the  Georgia  delegation 
to  the  AMA.  Dr.  Burgstiner  is  a fellow  of  the 
American  College  of  Surgeons  and  a Fellow  of 
the  American  College  of  Preventative  Medicine. 

His  address  is  5354  Reynolds  St.,  Ste.  304, 
Savannah,  GA  31405. 


The  real  tragedy,  however,  is 
that  a chronic  Hepatitis  B 
carrier  in  the  United  States  has  a 
25%  chance  of  dying  of  liver 
cancer.  The  incidence  is  much 
higher  in  the  undeveloped 
nations. 

The  best  current  treatment  for 
Hepatitis  B is  prevention. 

Vaccines  have  been  available 
since  1982  and  are  both  safe  and 
effective.  Tragically,  health  care 
personnel  are  not  using  the 
vaccines.  The  vaccines  are  truly 
the  first  anti-cancer  vaccines  ever 
developed.  In  addition  to  plasma- 
derived  vaccines  (seldom  used  in 
this  country),  there  are  several 
vaccines  manufactured  by 
recombinant  DNA  technology. 
Hepatitis  immune  globulin  is  also 
of  use  in  exposed  cases. 

There  is  clearly  an  epidemic  of 
both  AIDS  and  Hepatitis  B in  the 
United  States,  with  some  25,000 
Americans  diagnosed  with  AIDS 
to  date  and  over  300,000  new 
cases  of  Hepatitis  B diagnosed 
yearly.  AIDS  and  Hepatitis  B are 
spread  by  exactly  the  same 
mechanisms  — blood  and  body 
fluids,  sex,  infected  newborns, 
and  the  sharing  of  contaminated 
needles.  Hepatitis  B is  by  far  the 
most  important  chronic  viremia  in 
the  world,  with  more  than  300 
million  chronic  carriers  and  1.5 
million  people  dying  each  year 
globally  from  the  main  effect  of 
Hepatitis  B,  namely  liver  cancer. 

A minority  of  health  care 
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workers  have  been  vaccinated 
and  shockingly  only  24%  of 
physicians.  The  infection  rate  in 
China,  Southeast  Asia,  and 
tropical  Africa  with  Hepatitis  A is 
70-90%,  Hepatitis  B is  15-20% 
with  primary  Hepato-Carcinoma 
as  the  most  common  cancer  in 
these  areas. 

Now,  the  Good  News 

My  professor  of  pathology  in 
medical  school  was  W.A.D. 
Anderson,  M.D.,  the  noted  author 
of  the  pathology  textbook  still 
used  in  most  medical  schools  in 
this  country.  W.A.D.  said  that  “if 
you  maintain  normal  physiology 
you  prevent  disease  and 
pathology.” 

This  has  always  been  the  basis 
of  my  medical  practice.  1 have 
believed  for  the  last  29  years  in 
preventive  medicine,  nutrition, 
exercise,  and  hormonal 
replacement.  If  a gland  drys  up, 
replace  it.  Physicians  have  always 
treated  hormone  deficiencies 
involving  the  thyroid  gland, 
pancreas  gland,  adrenal  gland, 
etc.  with  physiologic  hormone 
replacement.  For  some  reason, 
hormone  replacement  for  the 
thymus  gland  has  been  largely 
ignored,  although  the  thymus 
gland  has  always  been  credited 
with  controlling  the  immune 
system. 

Last  year  at  the  age  of  56,  and 
in  otherwise  excellent 
physical  condition,  1 reasoned 
that  my  thymus  gland  had  indeed 
atrophied  and  was  no  longer 
functioning.  1 had  always  been 
taught  that  the  thymus  gland 
(within  the  chest)  was  large  in 
infants  and  children  but  atrophied 
from  approximately  age  20  on. 

1 began  taking  Immunoplex  402 
A with  Beta  Carotene  and  within  3 
weeks,  the  E-Antigen  became 


ysicians  have 
always  treated 
hormone  deficiencies 
involving  the  thyroid 
gland,  pancreas  gland, 
adreal  gland,  etc,  with 
physiologic  homone 
replacement.  For  some 
reason,  hormone 
replacement  for  the 
thymus  gland  has  been 
largely  ignored.  • • 

weakly  positive  and  the  SGPT  and 
SCOT  liver  studies  became 
normal.  1 then  took  two 
Immunoplex  daily  and  three 
weeks  later  became  E-Antigen 
negative  and  antibody  positive.  1 
notified  the  CDC  and  had  blood 
drawn  at  Candler  Hospital  and 
sent  to  Mass  General  (Harvard) 
and  Scripps  Institute  in  California. 
Many  studies  including  PCRs, 

DNA,  etc.  were  done,  all  negative 
with  no  trace  of  virus  in  my 
system  and  Scripps  Institute  in 
California. 

1 had  been  communicating  with 
a gastroenterologist-hepatologist 
researcher.  Dr.  Milton  G. 
Mutchnick,  at  Wayne  State 
University,  Detroit,  Michigan.  He 
had  published  controlled  studies 
of  converting  9 out  of  12  (75%)  of 
patients  who  were  carriers  of 
Hepatitis  B.  The  patients  were 
treated  with  thymosin  injections 
and  responded  to  treatment, 
cleared  the  Hepatitis  B virus  DNA 
from  the  serum,  and  normalized 
their  liver  function  studies.  Only  2 
out  of  8 (25%)  treated  with 
placebo,  had  a spontaneous 
conversion.  1 had  planned  on 
getting  in  his  next  treatment 


group  this  year.  When  1 
converted,  1 called  him  and  he 
asked,  “What  in  the  world  did  y 
take?”  1 told  him  oral  thymus.  } 
Then  he  said,  “Thymus  injectior 
are  what  1 use  to  convert  my 
patients.” 

The  NIH  and  FDA  will  not 
support  a study  with  the 
Immunoplex  402  A,  since  it  is  a 
combination  of  drugs  including 
thymus  enzymatic  polypeptide 
fractions,  crude  thymus  extract, 
thymosin,  thymopoietin  and 
thymus  humoral  factor,  other  i 
nutrients,  herbs,  vitamins  and 
enzymes. 

The  impact  of  thymic  hormon 
replacement  has  enormous 
potential  in  immune  system 
diseases,  from  simple  allergies 
and  hay  fever  to  rheumatoid 
arthritis,  lupus,  cancer,  and  AIDF 
This  simple  glandular  hormone 
could  be  the  answer  to  a lot  of 
prayers.  A multi-center  study  in 
several  medical  centers  across  tlf 
country  is  now  in  progress  with 
the  answer  on  efficacy  to  be 
released  within  2 years. 

Thymus,  in  the  form  of 
Immunoplex  402  A or  Thymic  ' 
Fractions  1402 A,  has  no  known  ( 
side  effects  and  can  be  bought  j 
over  the  counter  at  health  food  i ! 
stores  and  pharmacies.  i 

i 

For  Pharmacies  and  Physicim: 

Thymic  Fractions  1402  A 

Biotherapeutics  (1  b.i.d.) 

Green  Bay,  Wisconsin  54305  ' 
1-800-553-2370  ■ 

Health  Food  Stores 

Immunoplex  402  A (1  b.i.d.) 
Green  Bay,  Wisconsin  54305 
414-437-1061 

Beta  Carotene  25,000  u (1  b.i.d.); 
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Doctors  in  the  Political  Arena 

! Facing  Challenges  in  the  1990  Georgia  General  Assembly 


\ 

i 


Cynthia  Haney 


r HE  1991  Session  of  the  Georgia 
General  Assembly  will  mark 
ome  of  the  most  critical  political 
hanges  witnessed  in  many  years 
inder  the  Gold  Dome.  We  have  the 
irst  new  Governor  in  8 years,  Zell 
/liller,  a man  who  has  promised  to 
imit  himself  to  one  term  so  that  he 
night  shrug  off  the  political  pres- 
ures  of  reelection.  Georgia’s  new 
lieutenant  Governor,  Pierre  How- 
ird,  enters  office  after  having  served 
jis  chairman  of  the  Senate  Human 
■Resources  Committee  for  12  years 
a committee  which  hears  most 
important  health  care  issues  that 
■each  the  Georgia  Senate.  Fifteen  of 
ihe  56  members  of  the  Senate  are 
.reshmen,  although  many  have  seen 
i^ervice  in  the  Georgia  House;  in  the 
l-louse,  38  of  the  180  members  are 
iiew.  That’s  a changeover  of  one- 
jiuarter  of  the  Senate  and  one-fifth 
bf  the  House  membership.  We  have 
n lot  of  educating  to  do. 
i!  The  year  1991  also  marks  a fresh 
|;tart  for  legislation,  as  it  is  the  first 
ipession  of  the  2-year  term.  There 
jire  no  “carry  over”  bills  from  the 


MAG  has  put  forward 
a 5>point  plan  to 
address  the  problem  of 
inadequate  policing  of 
the  medical  profession. 


1990  Session,  although  some  of  the 
issues  will  look  familiar  to  you.  A 
key  to  your  participation  in  this  new 
political  landscape  is  focusing  on 
these  issues  that  will  continue  to 
involve  medicine  and  the  delivery 
of  quality  health  care. 

Policing  the  Medical  Profession 

Under  the  leadership  of  our  Pres- 
ident, William  C.  Collins,  M.D.,  MAG 
has  put  forward  a 5-point  proposal 
to  address  the  problem  of  inade- 
quate policing  of  the  medical 
profession.  Physicians  throughout 
the  state  are  ready  and  willing  to 
deal  effectively  with  incompetent  or 
impaired  physicians,  but  are  ham- 

Ms.  Haney  is  MAG’s  Assistant  to  the  General  Coun- 
sel. 
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Strung  by  a legal  and  regulatory  sys- 
tem which  make  it  almost  impos- 
sible to  do  so  without  suffering 
significant  consequences  for  their 
“whistleblowing.”  The  threat  of  a 
libel  or  slander  suit  from  the  ac- 
cused physician  makes  for  a cli- 
mate of  mistrust  such  that  practi- 
tioners are  reluctant  to  share  their 
apprehensions  about  a fellow  phy- 
sician’s ability  to  practice.  In  ad- 
dition, the  Federal  Trade  Commis- 
sion’s campaign  against  health  care 
providers  makes  us  all  leery  of  the 
charge  of  illegally  restraining  trade. 


The  five  points  meant  to  resolve 
this  uncertainty  and  concern 
are  as  follows: 

1 . Establish  a separate  state 


Medical  Board  of  Examiners  for 


physicians.  At  present,  the  Com- 
posite State  Board  of  Medical  Ex- 
aminers has  to  share  attorneys,  in- 
vestigators, and  other  staff  with 
other  state  boards,  such  as  the  Cos- 
metology or  Used  Car  Dealers 
Boards.  MAG  wants  a separate 
board  to  work  full-time  on  policing 
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only  the  medical  profession. 

2 . Support  a designation  of  phy- 
sician licensure  fees  (even  if  an  in- 
crease in  this  fee  is  necessary)  to 
hire  investigators  trained  and  re- 
sponsible for  investigating  only 
physicians. 

3.  Create  a legal  bond  between 
the  State  Board  and  MAG’s  Im- 
paired Physicians  Program  SO  that 
legal  immunities  from  certain  kinds 
of  suit  presently  enjoyed  by  the  state 
could  be  extended  to  MAG’s  Pro- 
gram. 

4.  Assure  immunity  to  peer  re- 
view groups  in  hospitals,  medical 
societies,  and  specialty  societies 
that  report  suspected  incompetent 
or  impaired  physicians,  thereby 
lessening  the  threat  of  suit  against 
reporting  parties. 

5.  Provide  for  MAG’s  ability  to 
contract  with  the  state  board  as  an 
adjunct  peer  review  organization 
so  that  review  of  physicians  by  phy- 
sicians can  be  expanded. 

Tort  Reform 

Despite  our  many  advances  in  the 
field  of  tort  reform,  there  is  still 
much  that  remains  to  be  done.  Why 
is  tort  reform  so  important?  Be- 
cause physicians  are  operating  in  a 
climate  of  fear  and  stress  . . . stress 
that  is  driving  them  out  of  practice. 

“Well,  don’t  business  people  live 
with  that  same  stress  of  being  sued 
every  day?”  asked  one  Georgia  leg- 
islator, a businessman  himself. 

“It’s  different  in  medicine,”  re- 
plied an  Albany  physician.  “It’s  a 
personal  and  profound  attack  on 
your  professional  judgment  and 
training.  A store  owner  may  be  con- 
cerned that  a customer  is  going  to 
slip  on  an  oil  spill  in  aisle  six.  A 
physician  knows  that  one  day  a pa- 
tient will  walk  in  the  door  looking 
for  an  oil  spill,  or  even  a tiny  drop 
of  oil.” 

The  most  critical  problem  is  faced 
by  obstetricians  and  family  practi- 
tioners who  deliver  babies.  An  in- 
creasing number  of  ob-gyns  now 


MAG  has  proposed  an 
alternative  for 
obstetrical  claims:  a 
special  consideration 
jury”  which  would  be 
composed  of 
gubernatorially 
appointed  persons  who 
regularly  examine  and 
resolve  these  claims. 


provide  only  gynecologic  care,  and 
many  family  practitioners  have 
stopped  delivering  babies  alto- 
gether. Over  95  of  Georgia’s  159 
counties  do  not  have  obstetrical 
care  available  for  pregnant  women. 
The  trauma  and  stress  driving  phy- 
sicians away  from  delivering  babies 
comes  from  the  unfortunate  prob- 
ability that,  at  some  point  in  their 
career,  the  physician  will  be  tossed 
in  to  the  casino  “justice”system  this 
state  presently  endorses  as  a way 
of  settling  its  medical  malpractice 
claims. 

MAG  has  proposed  an  alternative 
for  obstetrical  claims:  a “special 
consideration  jury”  which  would  be 
composed  of  gubernatorially  ap- 
pointed persons  (doctors,  lawyers, 
nurses,  and  citizens)  who  regularly 
examine  and  resolve  these  claims. 
Basing  their  deliberations  on  sci- 
entific evidence,  rather  than  on  well- 
intended  but  misguided  sympathy 
for  an  injured  plaintiff,  this  jury 
would  hear  cases  in  much  the  man- 
ner of  an  expedited  civil  case. 
Money  damages,  including  puni- 
tives,  would  not  be  limited;  how- 
ever, lawyers  would  be  compen- 
sated on  an  hourly  basis,  taking  their 
seniority  and  the  complexity  of  the 
case  into  account,  rather  than  on  a 
contingency  basis.  It  isn’t  difficult 
to  imagine  the  heat  of  their  oppo- 
sition to  our  proposal. 

A second  element  to  MAG’s  tort 


reform  efforts  in  1991  will  be  a bii 
calling  for  expert  witnesses  in  mec 
ical  malpractice  cases  to  have  prac! 
ticed  for  3 of  the  last  5 years  in  thi 
specialty  in  which  they  profess  e>i 
pertise  on  the  stand.  Two  element; 
are  at  work  here:  First,  the  expeij 
witness  must  be  of  the  same  spe 
cialty  as  the  physician  on  trial,  si 
that  a general  practitioner  will  nc 
be  testifying  in  a neurosurgery  cas 
(as  happened  not  too  long  ago) 
Second,  the  expert  witness  mu‘ 
have  practiced  — treated  patient 
— for  at  least  3 of  the  last  5 years 
so  we  do  not  end  up  with  “profes 
sional  experts”  telling  juries  how  t 
handle  a patient.  \ 

Regulatory  Proposals 

MAG  is  looking  at  two  1990  Housi 
of  Delegates  Actions  which  addres' 
the  regulation  of  business  practice 
which  are  potentially  harmful  to  th 
health  of  Georgian  consumers.  Th 
first  calls  for  the  regulation  of  tar 
ning  salons  and  equipment.  At 
tempted  last  year,  but  impeded  b, 
the  Department  of  Human  Re 
sources,  this  bill  will  call  for  safet; 
requirements  such  as  mandator! 
goggles,  posted  warning,  and  iri 
spection  of  equipment  and  facil 
ties.  The  second  of  these  regulator, 
proposals  goes  to  the  oversight  c! 
“quick  weight  loss”  programs, 
Overweight  consumers  are  partic 
ularly  vulnerable  to  the  insuppoh 
able  promises  of  hucksters  preyin; 
on  a sure  dollar,  and  MAG  is  com. 
mitted  to  bringing  an  end  to  thi^ 
unscrupulous  practice. 

Certificate  of  Need 

Whenever  the  state’s  Certificat 
of  Need  (CON)  program  hits  th 
floor  of  the  General  Assembly,  po 
litical  warfare  seems  inevitable; 
MAG  will  not  be  reluctant,  however 
to  oppose  aggressively  the  pre 
dieted  introduction  of  a bill  whic: 
will  call  for  the  extension  of  the  COI, 
law  to  include  privately  owned  ph>. 
sician  outpatient  diagnostic  an< 
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reatment  services.  CON  is  a pat- 
ntly  political  process  that  is  inef- 
ective  in  its  stated  goal  of  efficient 
esource  distribution.  Despite  the 
act  that  many  states  have  repealed 
)r  reduced  the  scope  of  their  anti- 
luated  CON  laws,  Georgia’s  Access 
0 Health  Care  Commission  will  be 
jndorsing  its  expansion  in  Georgia, 
nanipulating  the  market  place  ac- 
:ordingly  to  shut  out  physicians. 

A re  you  one  of  those  misin- 
rm  formed  physicians  who  says, 
don’t  want  to  get  involved  in  pol- 
tics”?  Hear  this!  If  you  are  practic- 
ng  medicine  in  Georgia,  you  are 


A second  element  of 
MAG’s  tort  reform 
efforts  in  1991  will  be 
a bill  calling  for  expert 
witnesses  in  medical 
malpractice  cases  to 
have  practiced  for  3 of 
the  last  5 years  in  the 
specialty  in  which  they 
profess  expertise  on 
the  stand. 


already  involved  in  politics.  If  you 
do  not  represent  the  concerns  and 
needs  of  your  profession  to  the 
Georgia  General  Assembly  and  your 
local  legislators,  who  will?  The  trial 
lawyers?  Please,  call  MAG  today  to 
let  our  Legislative  Team  — Paul 
Shanor,  Richard  Greene,  Joe  Wood, 
and  Cynthia  Haney  — know  that 
you  are  ready  to  contribute  to  the 
effort.  It’s  so  easy,  we  even  give  you 
a toll  free  number:  1-800-282-0224. 


PHYSICIANS 

Monthly  Stipend  for  Physicians  in  training  leading  to  qualification  as 
General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

*Promotion  Opportunities 
‘Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow,  You  are  Navy. 
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.there  may  be  bronchitis 


Pumites 
250  mg 


“Recent  research 
has  delineated 
early,  more  subtle 
changes  in  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  Infection.’ 

Am  Fam  Rhys  1987;36:133-140 


Established  therapy 
for  today’s  patients 

For  respiratory  tract  intections  due  to 
susceptible  strains  of  indicated  organisms 


Brief  Suffinary. 

Consdt  tte  package  Itteratore  fer  prescrttitog  taformatioi). 
iRtflcatlOfl:  lower  respifatofv  infections,  including 
pneumonia,  caused  by  Streptococcus  pmmoniae, 
Hamophitus  Infhmme,  and  Streptococcus  pyogenes 
(group  A p-bemoiytfc  streptococci). 

ConbaMitlcatios;  Known  allergy  to  cephalosporins. 
Warnings:  CECIOR  SHOULD  BE  ADMINISTERED 
CAUTIOUSLY  TO  PENICILLIN-SENSITIVE  PATIENTS. 
PENICILUNS  AND  CEPHALOSPORINS  SHOW  PARTIAL 
GfiOSS-ALLERBENICITY.  POSSIBLE  REACTIONS 
INCLUDE  ANAWYLAXIS. 

Administer  caobousty  to  allergic  patients. 
Pseudomembranous  colitis  has  been  reported  with 
virtually  alt  broad-spectrum  antibiotics.  It  must  be  con- 
sidered in  differential  diagnosis  of  antibiotic-associated 
diarrhea.  Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment  possibly  resulting  in  antibiotic- 
associated  coiitis. 

PiBcautions: 

• Discfflitinue  Cecior  in  the  event  of  allergic  reactions  to  it, 

• Proio^ed  use  may  result  in  overgrowth  of  non- 
susceptiWe  organisms. 

• Positive  direct  Coombs’  tests  have  been  reported 
during  treatment  with  cephaiosportns. 

• Cecior  should  be  administered  with  caution  in  the 
presence  of  markedly  impaired  renal  function.  Although 
dosage  adjustments  in  moderate  to  severe  renal 
impairment  are  usuaily  not  repired,  careful  clinical 
obprvation  and  laboratory  studies  should  be  made. 

• Broad-spectrum  antibiotics  should  be  prescribed  with 
caution  in  individuals  with  a history  of  gastrointestinal 
disease,  particularly  colitis. 

• Safety  and  effectiimness  have  not  been  determined  in 
prepancy,  lactation,  and  Infents  less  than  one  month 
old.  Cecior  penetrates  mother’s  milk.  Exercise  caution 
in  preprtblng  for  these  patients. 


Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are  uncommon. 
Those  reported  Include: 

• Hypersensitivity  reactions  have  been  reported  in  about 
1.5%  of  patients  and  include  morbilliform  eruptions 
(1  in  100).  Pruritus,  urticaria,  and  positive  Coombs’ 
tests  each  occur  in  less  than  1 in  200  patients.  Gases 
of  semm-sickness-iike  reactions  have  been  reported 
wife  fee  use  of  Cecior.  These  are  characterized  ^ 
findings  of  erythema  multiforme,  rashes,  and  ofeer  skin 
manifestations  accom^ed  by  arferitis/arthralgia,  with 
or  without  fever,  and  differ  from  classic  senrm  sickness 
in  that  there  is  tefreguently  associated  lyrntfeadenopathy 
and  proteinuria,  no  circulating  immune  complexes,  and 
no  evidence  to  date  of  sequelae  of  the  reaction.  While 
further  investigation  is  ongoing,  serum-srckness-ilke 
reactions  appear  to  be  due  to  hypersensitivity  and  more 
often  occur  during  or  following  a second  (or  subsequent) 
course  of  therapy  wife  Cecior.  Such  reactions  have  been 
reported  more  frequently  in  children  than  in  adults  with 
an  overall  occurrence  ranging  from  1 in  2(K1  (0.5%)  in 
one  focused  trial  to  2 in  8,346  (0.024%)  in  overall 
clinical  trials  (wife  an  incidence  in  children  in  clinical 
trials  of  0.055%)  to  1 in  38,000  (0.003%)  in  spon- 
taneous event  reports.  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  thera^  and  subside 
within  a few  days  after  cessation  of  therapy;  occasion- 
ally these  reactions  have  resulted  in  hospitalization, 
usually  of  short  duration  (median  hospitalization = two 
to  three  days,  based  on  postmarketing  surveillance 
studies).  In  those  requiring  hospitalization,  the  symp- 
toms have  ranged  from  mild  to  severe  at  the  time  of 
admission  with  more  of  fee  severe  reactions  occurring 
in  children.  Antihistamines  and  glucocorticoids  appear 
to  enhance  resolution  of  the  signs  and  symptoms.  No 
serious  sequelae  have  been  reported. 

• Stevens-Johnson  syndrome,  toxic  epidermai  necrolysis. 


anti  anaphylaxis  have  been  reported  rarely.  Anaphylaxis 
may  be  more  common  in  patients  with  a history  of 
penicillin  allergy. 

• Gastrointestinal  (mostly  diarrhea):  2.5% 

• Symptoms  of  pseudomembranous  colitis  may  appear 
either  during  or  after  amibiotic  treatment. 

• As  wife  some  penicillins  and  some  other  cephato- 
sporins,  transient  hepatitis  and  cholestatic  jaundice 
have  been  repr^  rarely. 

• BareN,  revebfele  hyperactivity,  nervousness,  msomnia. 
confusion,  hypertonia,  dizziness,  anti  sornnmmwe  hmre 
been  reported. 

• Other:  eosinophHia,  2%;  genital  pruritus  or  va^tis, 
less  than  1%  and,  rarely,  thrombocyttmaria  atd  reversase 
interstitial  nej^is. 

ACTOtmalities  in  laboratory  results  of  tmeertam  etiology. 

• Slight  elevaticms  in  hepatic  enzymes. 

• Transient  lymphocytosis,  leukopenia,  and,  rarely, 
hemolytic  anemia  and  revmsible  neutnmmiia. 

• Rare  rep^  of  increasmJ  protlironfein  time  with  or 
without  clfflical  bleedif®  in  patients  receiving  Cador 
anti  Coumalin  crmcomitantly. 

• Abnormal  urinalysis;  elevations  in  BUN  or  serum 
creatinine. 

• Positive  ferect  Ccmmbs'  test 

• Faiseitositive  t^  for  urinaty  giucrse  wfei  tenoSctS 
or  FehlingS  sofution  and  Clirttest*  tabiete  bat  nm  wife 
Tes-Tape*  (glucose  enzymatic  test  strip,  Lilly). 

PA  8791  AMP  {(S1490U81 

AdrUtional  mformation  avaiiable  to  the  profyssim 
on  r&iimst  from  Ell  Uly  and  Compare,  Mian^rol^ 
Miam  46285. 

^ Lffiy  Isdustriss,  Inc 
Carolina.  Puerto  Rico 
A Subsitjiary  of  Eli  Lilly  and  Conmathr 
Wianapmis,  Indiana  46285 
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The  Challen^:  How  to  Succeed  in 

the  Legislature 


James  A.  Kaufmann,  M.D.,  FA.C.C. 


Ever  hear  the  story  about  the 
sign  posted  on  the  water  pipes 
that  were  on  the  side  of  a street  in 
a small  town?  The  sign  said:  “Take 
me  back  to  town  boys,  the  election 
is  over.” 

That  story  goes  back  to  the  days 
when  politicians  promised  every- 
thing before  the  election  and  forgot 
about  the  voters  immediately  after- 
ward. Elections  are  never  really  over 
today.  Candidates  must  start  run- 
ning almost  as  soon  as  the  last  votes 
are  tallied.  For  us,  as  physicians, 
that  means  we  must  continue  our 
interest  in  what  is  happening  in  pol- 
itics. 

Keeping  a weather  eye  out  for 
what  is  happening  is  interesting  for 
me.  When  1 was  8 years  old  1 fell 
in  love  with  politics.  1 well  remem- 
ber sitting  glued  to  the  radio  en- 
grossed in  the  strategy  of  the  1932 
national  conventions. 

1 know  that  politics,  like  all  other 
professions,  has  its  good  people 
and  its  bad,  but  on  balance,  most 
of  those  who  run  for  office  do  so 
for  idealistic  reasons.  Each  one 


Physicians  have  been 
trained  in  the  scientific 
and  human  approach  to 
all  problems  and  have 
never  been  forced  to 
deal  with  the  onslaught 
of  political  interference 
that  has  increased 
during  the  last  25 
years. 


honestly  believes  he  or  she  can 
make  the  world  a better  place.  I 
think  that  gives  politicians  some- 
thing very  much  in  common  with 
us  because  that  is  why  we  practice 
medicine. 

Politicians  have  taught  me  a great 
deal  over  the  years.  Once,  1 hesi- 


Dr.  Kaufmann,  an  internist  in  Atlanta,  is  the  Chair- 
man of  MAG’s  Legislative  Council  and  Speaker  of 
the  House  of  Delegates.  His  address  is  565  West 
Peachtree  St.,  Atlanta,  GA  30308. 


tated  to  strike  up  conversations.  In 
short,  1 suffered  from  shyness.  Pol- 
iticians, however,  overcome  any 
feelings  of  shyness.  They  don’t  hang 
back  in  a crowd  and  wait  for  others 
to  talk  to  them:  they  dive  in  and  start 
talking  to  people.  That’s  a valuable 
lesson  for  all  of  us  to  learn:  don’t 
hang  back,  go  up  and  let  others 
know  that  you  are  there. 


One  of  our  major  problems  with 
government  today  is  that 
while  many  of  us  wait  for  others  to 
ask  our  opinions  and  advice,  poli- 
ticians and  bureaucrats  are  getting 
deeply  involved  in  medicine.  My 
belief  is  that  physicians  should  get 
involved  in  politics,  and  politicians 
should  stay  out  of  medicine. 

The  medical  profession  is  prob- 
ably more  infested  with  outside  po- 
litical interference  than  any  other 
group.  The  reason  is  the  political 
naivety  of  most  physicians.  Physi- 
cians have  been  trained  in  the  sci 
entific  and  human  approach  to  all 
problems  and  have  never  been 
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forced  to  deal  with  the  onslaught 
of  political  interference  that  has  in- 
creased during  the  last  25  years. 

We  now  face  the  sad  fact  that 
only  one  member  of  the  Georgia 
General  Assembly  is  a physician, 
although  happily  Ann  Purcell,  a 
physician’s  wife,  will  be  joining  that 
august  body  in  January. 

On  the  other  hand,  lawyers  make 
great  politicians  and  are  often  ad- 
visors and  offer  assistance  even 
when  they  are  not  in  office.  Not  sur- 
prisingly, the  legal  profession  has 
less  outside  political  interference 
than  any  occupation  in  this  land. 
They  have  political  savvy  that  has 
been  an  integral  part  of  their  train- 
ing and  work  since  the  inception  of 
the  Republic. 


They  are  deeply  involved  in  pol- 
itics, but  they  KEEP  POLITICIANS 
OUT  OF  THEIR  PROFESSION.  Who 
are  the  regulators  of  the  legal 
profession?  Lawyers. 

The  Georgia  Bar  Association  and 
ultimately  the  state  Supreme  Court 
regulate  lawyers.  Who  makes  up  the 
Supreme  Court?  Lawyers. 

“The  legal  profession  is  the  only 
profession  in  Georgia  that  has  full 
due  process  rights  in  the  conduct 
of  its  work.”  That  statement  was 
made  by  Michael  Bowers,  the  cur- 
rent attorney  general  of  the  State  of 
Georgia  before  a large  group  of  phy- 
sicians. 

What  shall  we  do  about  this  sit- 
uation? 

Let’s  emulate  the  lawyers  — but 


only  in  the  political  arena.  : 

How  do  we  do  that? 

Physicians  must  become  politi 
cally  astute.  They  and  thei 
families  should  get  involved  in  pol 
itics.  We  may  never  catch  up  witf 
the  lawyers,  but  if  we  do  not  ge 
involved,  the  situation  will  get  worse 
and  worse.  OUR  PATIENTS  WILl 
SUFFER. 

Remember  to  take  heed  of  wise 
words  by  John  Donne:  “No  man  h, 
an  island,  entire  of  itself . . . there 
fore  never  send  to  know  for  whoir 
the  bell  tolls;  it  tolls  for  thee.” 


AIDS  and  your  life 

An  invaluable  program  for  health  professionals  responsible 
for  one-on-one  or  community  AIDS  education  activities. 

AIDS  and  your  life  addresses  the  concerns  of  men  and 
women,  of  teens  and  adults,  of  heterosexuals,  gays,  and 
bisexuals,  of  drug  users,  of  whites,  blacks  and  Hispanics. 

Based  on  an  award-winning  video  for  physicians,  AIDS  and 
your  life  features  national  experts  in  the  battle  against  AIDS 
and  deals  with  such  important  topics  as: 


A • AIDS  prevention 

• who  needs  to  know  about  AIDS 

• the  AIDS  virus 

V • the  HIV  antibody  test  and  who  should  take  it 

■ • the  impact  of  AIDS  on  unborn  children 

^ • recognizing  the  risks. 

For  more  information,  contact 
Medical  Video  Productions,  Dept.  290,  859  Vistavia  Circle, 
Decatur,  GA  30033-3409.  Telephone  (404)  634-9955. 
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Chronic  Asjroptcmatic  Chlamydia 
trachomatis  Cofonizatfon  of  tfie 
Falfopian  Tubes  During  the 
Peripartum  Fferbd 

Ran  Neiger,  M.D.,  Christopher  S.  Groom,  M.D. 


Introduction 

CHLAMYDIA  TRA- 
CHOMATIS (C. 
hachomatis)  is  the 
most  common 
ause  of  sexually 
transmitted  dis- 
ease.' It  is  one  of  the 


organisms  respon- 
sible for  salpingitis 
and  its  known  se- 
quelae. Chlamydial 
infection  of  the  fal- 
lopian tubes  may  be 
asymptomatic  and  of 
chronic  nature.^  Chlamydial  infec- 
tion during  pregnancy  may  lead  to 
perinatal  complications,  such  as 
preterm  rupture  of  the  membranes,^ 
low  birthweight,'*  prematurity,  and 
increased  rate  of  perinatal  mortal- 
ity.^ C.  trachomatis  was  isolated 
from  patients  with  chorioamnio- 
nitis®  and  from  25%  of  patients  with 
postpartum  endometritis.''  This  in- 


Abstract 

Antepartum  cervical  Chlamydia  trachomatis  in- 
fection is  associated  with  an  increased  risk  of 
peripartum  maternal  and  neonatal  morbidity.  Chronic 
chlamydial  salpingitis  has  been  described  in  asymp- 
tomatic women.  We  studied  the  incidence  of  asymp- 
tomatic chlamydial  colonization  of  the  fallopian  tubes 
during  pregnancy,  and  the  influence  of  such  infection 
on  the  patients’  clinical  course,  by  culturing  the  fal- 
lopian tubes  of  53  asymptomatic  women  who  under- 
went tubal  ligation  in  the  immediate  postpartum  pe- 
riod. One  patient  had  a positive  chlamydial  culture  in 
one  of  her  tubes,  and  two  others  had  histologic  evi- 
dence of  acute  and  chronic  salpingitis.  These  patients 
had  no  infectious  morbidity  during  the  antepartum,  in- 
trapartum, or  postpartum  periods.  Our  findings  suggest 
that  asymptomatic  chlamydial  colonization  and  inflam- 
matory processes  may  exist  in  the  fallopian  tubes  dur- 
ing the  peripartum  period. 


fection  may  also  be  transmitted  to 
the  newborn,  causing  pneumonia 
or  conjunctivitis.® 


At  the  time  of  this  study,  Drs,  Neiger  and  Croom 
were  with  the  Department  of  Obstetrics  and  Gyne- 
cology, Memorial  Medical  Center,  Inc.,  in  Savan- 
nah. Send  reprint  requests  to  Dr.  Neiger  at  Division 
of  Maternal  Fetal  Medicine,  Women  and  Infants’ 
Hospital,  101  Dudley  St.,  Providence,  Rl  02905- 
2401. 


Studying  the  asso- 
ciation between  per- 
ipartum chlamydial 
infection  and  peri- 
natal morbidity,  most 
authors  examined  the 
presence  of  chlamy- 
dia in  the  endocerv- 
ical  canal®'  ® or  in 
samples  of  the  en- 
dometrium.The 
purpose  of  our  study 
was  to  search  for  a 
chronic  chlamydial 
colonization  of  the 
fallopian  tubes  during  pregnancy  as 
a potential  reservoir  for  this  path- 
ogen, and  to  examine  the  clinical 
significance  of  such  “silent”  infec- 
tion on  the  outcome  of  the  preg- 
nancy and  the  postpartum  course. 

Materials  and  Methods 

Our  study  population  consisted 
of  asymptomatic  patients  who 
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underwent  tubal  ligation  in  the  im- 
mediate postpartum  period.  At  the 
time  of  surgery,  we  obtained  a chla- 
mydia culture  by  inserting  a dacron 
swab  through  each  of  the  freshly 
resected  tubal  segments.  The  swabs 
were  immersed  in  chlamydia  trans- 
port medium.  This  medium  con- 
tained MEM,  Fetal  bovine  serum, 
sucrose,  NaHcoS,  HEPES,  Genta- 
micin, Streptomycin,  Amphotericin 
B,  and  three  glass  beads.  Within  24 
hours  these  test  tubes  were  sent  in 
cold  storage  to  Roche  Laboratory, 
where  the  specimens  were  placed 
in  McCoy  shell  vials  and  centri- 
fuged for  1 hour  at  2700  RPMs.  The 
chlamydial  overlay  media  were  then 
incubated  for  48  hours,  and  the  cul- 
tures were  read  after  they  were 
stained  using  fluorescent  antibod- 
ies. 

In  order  to  verify  the  reliability  of 
our  culturing  method,  we  formed  a 
second  group  of  similar,  postpar- 
tum women  whom  we  cultured  dur- 
ing tubal  ligation  surgery  in  a sim- 
ilar manner.  In  this  group,  we  also 
sent  a short  segment  of  each  tube 
to  be  cultured  separately  for  chla- 
mydia. 

The  fallopian  tube  segments  from 
both  groups  were  examined  by  a 
pathologist  for  identification  of  the 
specimen  and  for  signs  of  inflam- 
matory process. 

Results 

Our  study  population  included  53 
patients.  The  majority  of  these  pa- 
tients were  unmarried  and  sup- 
ported by  federal  funds.  By  history 
obtained  upon  admission  to  the  La- 
bor and  Delivery  unit,  many  admit- 
ted to  early  age  of  first  intercourse, 
multiple  sexual  partners,  and  al- 
cohol and  drug  abuse.  Twelve  pa- 
tients had  documented  previous  in- 
fections with  a sexually  transmitted 
disease:  three  had  gonorrhea,  one 
had  syphilis,  one  had  cervical  chla- 
mydia, one  had  genital  herpes,  two 
had  condyloma  acuminata,  and  two 
were  tested  positive  for  HIV.  One 
patient  had  a history  of  pelvic  in- 


flammatory disease,  and  one  pa- 
tient had  Hepatitis  B during  her 
pregnancy. 

We  divided  the  patients  into  two 
groups.  The  first  group  included  33 
patients  who  underwent  vaginal  de- 
livery 10  to  58  hours  prior  to  the 
surgery  (average  27  hours).  Twenty- 
seven  were  black,  and  six  were 
white.  Their  mean  age  was  26.7 
years  (18-36),  mean  gravidity  was 
3.8  (2-8),  and  mean  parity  was  3.4 
(2-7).  Twenty-nine  patients  had  pre- 
natal care  at  various  clinics,  and 
four  had  no  prenatal  care.  Fourteen 


The  negative  results  of 
the  direct  fluorescent 
monoclonal  antibody 
studies  may  be 
explained  by  the  high 
false-negative  rate  of 
this  test. 


patients  had  a direct  fluorescent 
monoclonal  antibody  (DFA)  test  for 
cervical  chlamydia  during  their 
pregnancy,  and  all  tests  were  neg- 
ative. In  this  group  there  were  28 
term  deliveries  and  5 premature  de- 
liveries. Four  patients  presented 
with  premature  rupture  of  mem- 
branes. 

One  of  the  33  women  in  this  group 
had  a positive  chlamydia  culture 
taken  from  the  right  tube.  The  cul- 
ture from  the  left  tube  had  no 
growth.  This  multiparous  patient 
reported  no  previous  history  of 
chlamydia  infection,  pelvic  inflam- 
matory disease,  or  other  sexually 
transmitted  disease.  Although  she 
had  premature  rupture  of  the  mem- 
branes and  delivered  at  36'/2  weeks 
gestation,  she  was  asymptomatic 
before  and  after  the  surgery  and  had 
a benign  postoperative  course.  On 
pathologic  examination  of  this  pa- 
tient’s tubes,  she  had  normal  fal- 


lopian tubes  bilaterally,  as  did  H i: 
other  patients  in  this  group. 

Of  the  other  two  patients  in  th  I 
group,  one  patient  with  a norm 
left  tube  had  histologic  findings  • i 
considerable  chronic  inflammatic  i 
in  the  right  tube.  The  other  patie  ' 
had  a normal  right  tube  and  e\  . 
dence  of  acute  and  chronic  salpi:  ij 
gitis  in  the  left.  Both  patients  we|  jj 
asymptomatic  pre-  and  postoper;  ii 
tively  and  were  discharged  from  tf 
hospital  on  the  day  following  the  j 
surgery.  They  both  did  well  and  he!  j 
no  morbidity  when  seen  1 week  lat 
for  follow-up  exam. 

Thirty-two  patients,  including  tf^ 
one  with  the  positive  chlamyl 
ial  culture,  had  a benign  postpa^ 
turn  course  and  were  discharged  cl 
the  day  following  their  surgery.  Or! 
patient  who  developed  mild  e 
dometritis  and  urinary  tract  infe: 
tion  required  antibiotic  treatme, 
for  3 days.  Another  patient  wj* 
readmitted  3 days  after  her  surge'j 
due  to  acute  pelvic  inflammation 
The  second  group  included  2 
patients.  Ten  were  black,  nine  we:| 
white,  and  one  was  oriental.  The 
mean  age  was  25.5  (19-34),  mea 
gravidity  was  3.3  (2-6),  and  mee' 
parity  was  3 (2-6).  One  patient  hi 
no  prenatal  care,  and  the  othei 
were  followed  in  prenatal  clinic' 
Six  patients  had  antenatal  DFA  tes' 
for  cervical  chlamydia,  and  all  tes^ 
were  negative.  Five  patients  prj 
sented  with  premature  rupture  t, 
membranes,  and  two  delivered  prj 
maturely.  All  patients  had  a benig 
postpartum  course,  and  underwei 
tubal  ligation  5-63  hours  later  (a 
erage  30.8  hours).  They  were  c 
discharged  from  the  hospital  on  tf) 
first  postoperative  day.  | 

On  pathological  examination  ( 
the  fallopian  tube  segments  fror 
this  group,  one  patient  with  positKj 
serum  HIV,  RPR,  and  FTA  tests,  ar 
a positive  cervical  culture  for  goi 
orrhea,  had  evidence  of  microca 
cification  in  the  fallopian  tube 
stroma.  The  other  19  patients  in  th^ 
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I oup  had  normal  pathologic  find- 
|.  igs.  None  of  these  20  women  had 

I I positive  chlamydial  culture,  either 
i'  / the  endotubal  swab  method,  or 

I the  tissue  culture. 

I ’■ 

Discussion 

: C.  trachomatis  has  been  recog- 
' lized  as  one  of  the  most  prevalent 
^ enital  pathogens  in  pregnant 
I omen.’  The  maternal  morbidity 
isociated  with  chlamydial  infec- 
; an  during  pregnancy  has  been 

■ udied  extensively.  According  to 
' weral  studies,  women  who  harbor 
\ lis  pathogen  in  their  endocervix 
I ntenatally  have  a significantly 
I lorter  mean  duration  of  preg- 

ancy.’’'  ” Stillbirth  and  neonatal 
eath  occured  10  times  more  often 
mong  women  who  were  infected 
ith  chlamydia  than  among  unin- 
!Cted  controls.^  Antepartum  C.  tra- 
homatis  infection  was  associated 
ith  an  increased  risk  of  intrapar- 
Um  fever  and  late  postpartum  en- 
ometritis.'^' ^ Not  all  studies,  how- 
i ver,  found  an  association  between 

■ symptomatic  cervical  chlamydial 
ifection  during  pregnancy  and  in- 
reased  morbidity.  In  a study  of  pa- 

■ ents  with  positive  cervical  dila- 
lydial  cultures,  results  did  not 
weal  any  significant  difference  in 
le  rates  of  low  birthweight,  abor- 
on,  stillbirth,  prematurity  or  pre- 
mature rupture  of  membranes.’^ 
lowever,  C.  frac/zomohs-infected 
/omen  who  were  also  IgM  sero- 
ositive  had  a higher  rate  of  low 
irthweight  infants  and  a greater  in- 
idence  of  premature  rupture  of  the 
membranes  than  did  either  IgM 
egative,  C.  ^roc/?omaf/s-infected 
/omen,  or  those  with  negative 

‘ hlamydial  cultures. 

Our  study  population  exhibits  the 
ommon  characteristics  of  women 
/ho  most  often  have  chlamydia 
ervicitis.^  ® It  is  likely  that  many  of 
mese  women  were  exposed  and 
•ossibly  infected  with  C.  tracho- 
'latis  during  their  pregnancy.  The 
legative  results  of  the  direct  flu- 
•rescent  monoclonal  antibody 


studies  may  be  explained  by  the 
high  false-negative  rate  of  this  test. 
The  accuracy  of  this  test  depends 
on  many  factors,  including  ade- 
quate cleansing  of  the  endocervix, 
correct  collection  of  the  specimen, 
and  careful  assessment  by  an  ex- 
perienced interpreter.  In  our  clinic, 
cervical  DFA  tests  are  collected  by 
interns  from  various  services,  jun- 
ior medical  students,  and  by  nurs- 
ing students,  and  the  yield  of  pos- 
itive results  is  low.  We  did  not  obtain 
serologic  studies  to  confirm  expo- 
sure of  our  patients  to  chlamydia, 
since  we  felt  that  performing  these 
expensive  serologic  tests  would  not 
be  cost  effective.  Many  studies  show 
that  positive  serology  is  common 
and  is  not  diagnostic  of  active  in- 
fection. In  one  study  of  parous 
women  seeking  sterilization,  47.5% 
patients  were  found  to  have  spe- 
cies-specific antibodies  to  C.  tra- 
chomatis, as  were  46%  of  women 
admitted  for  termination  of  their 
pregnancies.'”  In  another  study,  58% 
of  women  with  normal  second 
trimester  intrauterine  pregnancies 
had  detectable  anticlamydia  IgG 
antibodies,  and  12%  had  IgM  anti- 
bodies.’'’ 

The  ascending  route  of  cervical 
chlamydial  infection  and  the 
role  of  this  pathogen  in  acute  and 
chronic  salpingitis  have  been  pre- 
viously described.’”’  ’®  It  is  unlikely, 
though,  that  cervical  chlamydia  as- 
cends to  the  upper  genital  tract  dur- 
ing late  pregnancy.  The  presence  of 
this  pathogen  in  the  fallopian  tubes 
shortly  after  delivery  probably  sug- 
gests a chronic,  asymptomatic 
colonization.  The  presence  of  a “si- 
lent” infection  and/or  an  inflam- 
matory process  has  been  demon- 
strated in  non-pregnant  women. 
Unsuspected  chronic  pelvic  inflam- 
matory disease  was  found  in 
asymptomatic  infertile  women.”’ 
Histologic  studies  confirmed  the 
presence  of  ongoing,  low-grade  sal- 
pingitis, or  post-inflammatory  en- 
dosalpingeal  disorganization,  in 


fallopian  tubes  that  grossly  ap- 
peared normal  during  previous 
laparoscopic  examinations.’”  In  a 
study  in  which  pathologists  evalu- 
ated fallopian  tube  segments  ob- 
tained from  asymptomatic  patients 
undergoing  tubal  ligation  following 
term  deliveries,  they  found  chronic 
inflammatory  disease  in  9%  of  these 
women. In  a recent  study,  C.  tra- 
chomatis was  cultured  from  two  of 
20  women  who  underwent  tubal  li- 
gation in  the  immediate  postpar- 
tum period,  representing  10%  cul- 
ture positivity.”” 

Our  findings  support  the  pre- 
vious reports  of  asymptomatic  in- 
flammation and  an  ongoing  chla- 
mydial infection  in  the  fallopian 
tubes.  The  incidence  of  peripartum 
chlamydial  colonization  of  the  fal- 
lopian tubes  in  our  study  popula- 
tion appears  to  be  lower  than  orig- 
inally reported.  This  “silent” 
infection  was  not  associated  with 
infectious  morbidity  in  the  ante- 
partum, intrapartum,  or  postpartum 
periods. 
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lescripttM:  Yoliimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbifte-IGa-car- 
oxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees, 
aso  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
ikaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
idorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
lydrochloride. 

icBofl;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
ction  on  peripheral  blood  vessels  resembles  titat  of  reserpine,  though  it  is 
i/eaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
ystem  effect  is  to  Increase  parasympathetic  (cholinergic)  and  decrease 
ympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
lerformance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
energic  blockade  which  may  theoretically  result  in  increased  penile  inflow, 
iecreased  penile  outflow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
mxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
ilthough  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
inti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
elease  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
ion  and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
iressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
0 quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

|Mttcations:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
[lave  activity  as  an  aphrodisiac. 

ifontraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
I'iew  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
-an  be  offered  of  additional  contraindications . 
farniiq;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
lust  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
ediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
istory.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
uch  as  antidepressants,  or  in  psychiatric  patients  in  general, 
idverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
omplex  pattern  of  responses  in  tower  doses  than  required  to  produce  periph- 
ral  a-adrenetgic  bloctede.  These  include,  anti-diuresis,  a general  picture  of 
entral  excitation  including  elevartion  of  blood  pre^ure  and  heart  rate,  in- 
reased  motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
re  common  after  parenteral  administration  of  the  drug.^'^  Also  dizziness, 
leadache,  skin  flushing  reported  when  used  orally.  i *3 
losage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
irectile  impotence , i -3.^  1 tablet  (5 .4  mg)  3 times  a day,  to  adult  males  taken 
irally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
ir  nervousness . In  die  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
imes  a day.  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
herapy  not  more  than  10  weeks.3 
tow  Siippiied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
lottles  of  100’s  NOC  53159-001-01  and  1000’s  NOC 
13159-001-10. 
totorences: 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


III  health' QUIP,lljlNC. 

“Liquidators  for  the  Medical  Professions  " 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


Ideal  Buckhead  Psychiatric  Location 

Now  Configured  for  Three-Doctor  Practice 
Available  March  1,  1991 

Check  these  Features! 

You'll  enjoy  a 
generous  1,000  sq.  ft.  in 
the  prestigious  Lenox 
Pointe  office  condomini- 
ums. 

Your  patients  will 
love  the  easy  access 
from  1-85,  Piedmont  Rd., 

Lenox  Rd.,  Cheshire  Bridge  Rd.,  Buford  Hwy.,  and 
Sidney  Marcus  Boulevard. 

You  and  your  patients  park  free  immediately  in 
front  or  rear  of  building. 

Three  separate  doctor's  offices  (each  with 
window),  group  therapy  room,  reception  area,  bath- 
room, kitchenette,  and  attic  storage.  You  have  your 
own  front  door  and  entrance  stairway.  . 

Confidentiality  protected  by  sound  barriers  on 
doctor's  office  doors  and  group  room  door. 

You  have  your  own  gas  and  electric  meters  and 
thermostat. 

Outside  security  lights  on  timer  guide  your  way  to 
your  car  in  the  evening. 

Only  3/1 0th  mile  to  1-85.  One  and  3/1 0th  miles 
to  MARTA  station  and  Lenox  Square.  One  and  8/1 0th 
miles  to  Phipps  Plaza. 

Call  owner  John  Ottley  at  404-261-5528. 


32  Lenox  Pointe 
Atlanta 
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The  Compleat  Speller 
(and  Grammarian) 

or  “This  is  she’,’  but  “That  is  him’.’ 

H.  Eugene  Brown,  M.D. 


For  the  last  20  years,  regular  patrons  of  the  Stein  Club,  joined  by  visitors  from 
neighboring  towns  and  states,  have  forgone  their  games  of  chess  and  bridge  to 
vie  for  prizes  and  prestige  in  a variant  of  that  peculiarly  American  contest,  the 
spelling  bee.  Shown  here  (L-R)  are  Ed  Martin,  a lawyer  from  Decatur,  who  won 
the  January  1990  meet;  Patty  Wallace,  a 2-time  winner;  and  Dyna  Kohler.  These 
women  serve  with  the  author  on  the  committee  that  plans  the  Atlanta  Open  Or- 
thographic Meet. 


Introductory  Comment 

My  first  knowledge  of  the  At- 
lanta Open  Orthographic 
Contest  occurred,  when  after  a pro- 
tracted committee  meeting  of  MAG, 
another  member  and  I went  to  the 
Stein  Club  across  the  street  for  con- 
tinued discussion.  One  is  struck  by 
the  ordinariness  of  this  institution 
until  the  chess  boards  are  spotted 
in  the  side  room  and  the  walls  are 


examined,  covered  with  “objets 
d’art,  ’’primarily  photographs,  from 
the  world  of  anything. 

The  thing  that  caught  my  eye  was 
a small  plaque  with  a few  names 
on  it  entitled  “The  Atlanta  Open  Or- 


Dr.  Brown  is  a retired  internist  who  now  works  for 
Social  Security  evaluating  disability  claims.  He  is 
the  only  3-time  winner  of  the  Atlanta  Open  Ortho- 
graphic Meet.  His  address  is  622  Park  Lane,  De- 
catur, GA  30033. 


thographic  Contest’’  and  adjacei] 
to  it  a clipping  from  a Philadelpht 
paper  indicating  that  a Ms.  Brow\ 
had  won  the  Atlanta  Orthographi\ 
Contest.  My  curiosity  piqued,  I the 
inquired  and  learned  that  it  wc 
held  the  last  Friday  (now  Saturday 
in  January  and  was  a no-contes 
ants-barred  competition  (if  yo 
could  squeeze  in). 

After  I had  spent  a couple  of  year 
of  trying  but  not  winning,  the  coi\ 
test  took  a different  turn.  Eugen 
Brown  entered  one  year  and  won 
then  won  two  more  to  become  th 
only  three-time  consecutive  neve, 
having-lost  winner.  He  then  grc 
ciously  retired  from  competition  an 
became  the  guiding  light  of  this  dt, 
lightful  event. 

At  my  insistence,  and  that  (•  \ 
Charles  Underwood,  Gene  has  wri  | 
ten  the  following  article,  a met  j 
peek  into  both  the  contest  and  th,  • 
very  talented  man. 

John  P.  Wilson,  M.D.,  Atlanta 
General  Surgeon 
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Journal  of 


’he  three  ‘‘sudden 
ieath’’  words  in  the 
ast  round  were 
pididymis,  scissile,  and 
lour  os. 


\N  EVENT  which  is  becoming  a 
popular  tradition*  is  The  At- 
mta  Open  Orthographic  Meet, 
ponsored  by  the  Stein  Club  in  Mid- 
pwn,  and  now  held  on  the  last  Sat- 
rday  in  January.  For  the  last  20 
ears,  the  club’s  regular  patrons, 
)ined  by  visitors  from  neighboring 
)wns  and  states,  have  forgone  their 
ames  of  chess  and  bridge  to  vie 
)r  prizes  and  prestige  in  a variant 
f that  peculiarly  American  contest, 
le  spelling  bee. 

We  want  to  say  at  the  outset  that 
1%  do  not  approve  of  making  a fe- 
sh  of  spelling  (or  grammar  or  pro- 
unciation).  After  all,  one  can  be 
lected  to  the  second  highest  office 
1 the  land  without  knowing  how 
3 spell  “beacon”  (in  all  fairness  it 
lust  be  said  that  it  might  have  been 
is  wife  — an  attorney  — who  was 
ssponsible  for  those  50,000  fa- 
lous  Christmas  cards).  And  the 
eventh  president  of  our  country 
aid  that  he  felt  sorry  for  anyone 
/ho  knew  only  one  way  to  spell  a 
/ord.  We  acknowledge  that  ideas 
re  more  important  than  words, 
lowever,  words  are  usually  nec- 
ssary  for  the  communication  of 
Jeas,  and  chaos  and  ambiguity 
-and  perhaps  even  trouble  with 
iwyers)  would  result  if  there  were 
o standards  of  correct  spelling  and 
sage  of  words.  We  should  all  learn 
a see  (and  note)  what  we  look  at, 
nd  should  decide  with  good  judg- 
aent  (“judgement”  if  we  are  Brit- 
sh)  when  to  use  rapid  reading 


I still  chuckle  when  I think  of  a special  meeting 
f an  organization  of  which  I was  a member  at 
toory,  called  for  the  purpose  of  establishing  some 
aditions  for  the  university. 


The  Stein  Club  in  Midtown  Atlanta  is  the  site  of  the  Atlanta  Open  Orthographic 
Meet.  By  the  end  of  the  evening,  many  patrons  have  a richer  vocabulary  than 
they  had  at  the  beginning  and  are  more  confident  about  pronunciation  of 
useful  words. 


techniques  and  when  not.** 
Knowing  how  to  spell  should  be 

**1  chuckle  also  when  I recall  seeing  a colleague 
on  the  elevator  at  Grady  Hospital  who  ( not  whom) , 
I knew,  was  teaching  classes  in  “dynamic  read- 
ing.” 1 asked  him  if  he  could  use  the  technique  in 
reading  poetry,  mathematics  and  medical  journals, 
where  missing  a “not”  or  a decimal  point  might 
lead  to  erroneous  conclusions.  He  said,  “Sure.  The 
other  night  my  wife  and  I were  going  to  see  ‘Mid- 
summer Night's  Dream'  at  Emory.  I got  ready  10 
minutes  before  she  did,  and  I read  the  whole  play.” 
I saw  the  play,  too.  It  was  “zts  You  Like  It." 


a by-product  of  having  an  extensive 
and  useful  vocabulary.  When  1 re- 
alized 1 was  studying  for  this  event 
(by  reading  in  an  unabridged 
dictionary  all  the  entries  beginning 
with  “aa,”  “ct,”  “dh,”  “kh,”  “mn,” 
“pt,”  “sf,”  “ts”),  1 withdrew  from 
competition  and  volunteered  to 
serve  on  the  committee  which  se- 
lects the  words  and  grades  the  pa- 
pers. 
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But  back  to  the  ground  rules  and 
procedures  of  the  orthographic 
meet.  Unlike  the  event  with  which 
most  of  us  became  familiar  in  grade 
and  high  school  in  which  partici- 
pants were  given  different  words  to 
spell  orally,  the  local  contestants 
must  spell  the  same  words,  thus 
eliminating  the  element  of  chance. 
In  order  to  facilitate  grading,  the  50 
words  are  called  out  in  four  rounds 
of  20,  15,  10,  and  5 words  of  in- 
creasing difficulty.  The  words  must 
be  printed,  and  no  erasures  are  al- 
lowed. Changes  may  be  made  by 
drawing  through  a word  and  print- 
ing it  again.  At  the  end  of  the  first 
round,  a committee  member  calls 
out  the  correct  spelling.  The  papers 
of  those  who  spelled  all  correctly 
are  taken  up  and  checked  by  the 
committee.  If  fewer  than  20  people 
got  all  correct,  those  with  only  one 
error  are  taken  up  also.  At  least  20 
participants  pass  on  to  the  second 
round.  From  here  on  the  committee 
grades  the  papers.  At  least  10  peo- 
ple pass  on  to  the  third  round,  and 
five  to  the  fourth.  A cumulative  score 
is  kept,  and  prizes  (which  may  be 
$50  bills,  engraved  pewter  mugs, 
pen  and  pencil  sets,  or  cases  of 
beer)  are  awarded  by  the  Stein  Club 
to  the  top  three.  In  the  event  of  a 
tie  an  extra  round  is  added.  This 
year  the  winner  was  an  attorney, 
who  spelled  45  words  correctly.  Two 
women,  both  previous  winners,  tied 
for  second  place.  The  three  “sud- 
den death”  words  for  them  were: 
epididymis,  scissile,  and  kouros. 
One  spelled  two  correctly,  the  other, 
one.  Winning  scores  in  the  past  have 
ranged  from  42  to  46. 

Of  the  17  winners  in  the  past  20 
years,  four  have  been  computer  ex- 
perts; two,  journalists;  two,  law- 
yers; three,  women  each  with  mas- 
ter’s degrees  in  English  literature, 
anthropology,  and  history  (sev- 
erally). The  1978  winner,  a woman 
from  New  Hampshire,  had  a Bach- 
elor’s degree  in  chemistry  and  a 
Master’s  in  fine  arts.  The  first  win- 
ner was  a court  reporter.  One 
woman  did  not  go  to  college,  but 


has  been  both  a legal  and  a medical 
secretary,  is  very  knowledgeable 
about  computers,  and  is  an  accom- 
plished ballroom  dancer.  She  has 
come  in  second  and  third  several 
times. 

Contrary  to  what  one  might  infer 
from  reading  the  words  in  the 
last  round,  the  committee  (now 
three  past  winners)  does  not  pore 
over  unabridged  dictionaries  to  find 
words  likely  to  stump  the  spellers. 
It  tries  to  present  a “mix”  of  words 
that  will  reward  the  omnivorous 
reader  who  keeps  a dictionary  at  his 
side.  From  the  beginning  it  has  been 
the  policy  not  to  use  the  same  words 
again  in  later  years.  However,  be- 
fore we  became  “computerized,”  a 
few  words  probably  were  inadvert- 
ently repeated.  Thus,  in  20  years 
about  1000  words  have  been  used. 
It  has  become  increasingly  difficult 
to  select  words  for  the  first  round 
which  are  not  too  hard.  Such  words 
of  high  school  difficulty  as  embar- 
rass, accommodate,  stationery, 
supersede,  and  abscess  were  long 
ago  used  up.  We  usually  manage 
to  include  several  words  {plagiar- 
ize, philander,  arbitrage,  lieuten- 
ant-colonel) which  have  recently 
been  in  the  news.  A wide  range  of 
professional  and  avocational  pur- 
suits has  been  represented.  For  ex- 
ample: Medicine:  anastomosis,  ci- 
catrix, diphtheria,  dyslexia;  Law: 
bankruptcy,  arbitrage,  venire, 
puisne  (1  missed  it),  aleatory  (also 
a muscial  term);  Art:  chiaroscuro, 
sfumato,  quattrocento;  Music:  vi- 
vace, obbligato,  fermata,  glocken- 
spiel, arpeggio;  Mathematics,  As- 
tronomy and  Engineering:  azimuth, 
syzygy,  asymptote,  entropy;  Theol- 
ogy: celebret,  eschatology,  hagiol- 
ogy,  minimifidian;  Philosophy:  ep- 
istemology, casuistry,  syllogism, 
solipsism,  heuristic;  Culinary  arts: 
couscous,  bouillon,  bouillabaise, 
broccoli. 

Contestants  are  told  that  they 
need  not  agonize  over  hyphens, 
diacritical  marks,  or  whether  an 
item  is  one  or  two  words  {cock-a- 


doodle-doo,  heebie-jeebies),  go  a 
bledegook  or  capitalized  {Machi  I 
vellian,  bechamel).  I 

The  committee  does  not  co 
sider  that  its  relationship  to  tl 
contestants  is  an  adversarial  one. 
hopes  that  at  the  end  of  the  ev 
ning,  Stein  Club  patrons  will  hav 
a richer  vocabulary  than  they  he 
at  the  beginning  and  will  not  be  i 
unsure  about  pronunciation  of  us 
ful  words.  (Why  do  so  many  ph 
sicians  pronounce  “flaccid”  as  if 
had  two  “s’s”?  Do  they  think  it  ' 
different  from  “occipital,”  “vacc 
nate,”  “eccentric,”  “accept”  an 
“accelerate”?  And  why  do  some  st; 
use  “temperature”  when  they  mea 
“fever”?  A chunk  of  ice  has  a ten 
perature.)  But  1 digress  from  nr 
digression. 

As  an  illustration  of  the  benevc! 
lence  of  the  committee,  they  somjj 
times  give  spelling  hints  (before  th 
event  starts).  Often,  thinking  of! 
related  word  will  help  in  a spellin' 
dilemma.  Thus,  “mandate”  help: 
will  “mandatory,”  “err”  with  “abe 
rant,”  “allegation”  with  “allege.} 
“botanical”  with  “botany.”  1 hav 
seen  “boteny.”  But  beware  d 
“spleen”  and  “splenic,”  “tonsil”  an 
“tonsillitis”  and  “-ectomy,”  “ter 
don”  and  “tendinitis,”  “explain”  an’ 
“explanation,”  “maintain”  an’ 
“maintenance.”  For  those  who  rc 
member  some  Latin,  knowin’ 
whether  the  infinitive  of  the  Latii 
root  ends  in  “-are”  or  “-ere”  wi 
help  with  words  ending  in  “-ant,| 
“-ent,”  “ance,”  and  “-ence.”  Theri 
are  only  four  common  Englis? 
words  which  end  in  “-efy.”  They  ar. 
“liquefy,”  “putrefy,”  “rarefy,”  ano 
“stupefy.” 

Permit  me  to  indulge  in  one  las 
diatribe  on  usage  before 
wind  up  the  matter  of  orthography 
There  must  be  millions  of  secre 
taries  (and  their  bosses)  who  sa; 
on  the  telephone,  “This  is  she  (he), 
and  a few  mintues  later,  “That'.- 
him.”  Does  the  correct  pronour 
sound  funny  or  stilted?  It  doesn't  i 
that’s  what  you  heard  at  home.  Am 


won’t  to  our  children  if  we  speak 
i)rrectly.  And  we  should  ask  the 
I jitient  to  lie  on  the  table,  not  lay. 
fhe  reason  is  because”  is  redun- 
, int.  Use  “that.”  But  don’t  use  “that” 

1 gain  in  a second  clause,  when  you 
I live  already  used  it  (“he  said  that, 
jl  take  my  medicine  and  avoid  salt, 
\at  my  blood  pressure  would  come 
)wn”). 

I Careful  speakers  and  writers  al- 
|ost  never  begin  a sentence  with 
luopefully.”  “Hopefully  the  plane 
'jill  arrive  on  time.”  Planes  don’t 
[ ope.  A few  authorities  (e.g.,  Wil- 
I im  Safire)  have  given  up  on  this, 
j side  with  The  American  Heritage 
1 ictionary,  Edwin  Newman,  and 
i[  gic.  Even  when  there  is  a sentient 
' oing  in  the  sentence  who  can 
!ppe,  “hopefully”  should  seldom 
is  used,  as  in  “hopefully,  our  team 
[ill  win.”  It  is  correct  to  say,  “I  am 
bing  to  New  York,  hopefully  to  get 
job.”  We  do  not  have  a word  im- 
ying  hope,  as  we  do  for  regret  in 
egrettably.” 

Our  opponents  in  this  matter  who 
jiow  a little  German,  sometimes 
Ite  the  frequent  use  by  Germans 
r “hoffentlich.”  But  this  does  mean, 

■ t is  to  be  hoped,”  and  it  is  “hoff- 
l|angsvoll,”  which  Germans  (and 
liustrians  and  some  Swiss)  use  as 
!|ii  adjective  and  do  not  abuse.  They 
i'3  not  have  the  comparable  ad- 
! srb,  since  they  do  not  need  it,  and 
I sldom  do  we. 

I The  matter  is  hardly  worth  all  this 
lime  and  space  (and  it  is  more  im- 
portant for  a physician  to  be  able 
|)  set  a fracture,  deliver  a baby,  or 
:|etect  early  congestive  heart  fail- 
jre),  but  to  many  people  it  is  an 
interesting  and  instructive  nicety, 
or  your  secretary’s  sake,  if  for  no 
ther  reason,  avoid  “at  this  point  in 
me”  when  “now”  would  suffice. 
>ne  hopes  that  “at  this  point  in 
lace”  will  never  supplant  plain  old 
here.” 

; In  my  post-retirement  job,  eval- 
ating  claims  of  disability  for  Social 
ecurity,  I read  many  histories  in 
yhich  the  physician  writes  that 
omething  began  on  Wednesday  or 


some  other  day  of  the  week.  The 
actual  date,  or  the  number  of  days 
ago,  would  be  so  much  more  in- 
formative. 

“The  rhythm  is  normal”  is  more 
precise  than  “the  rhythm  is  regu- 
lar.” Wenckebach  periods,  bige- 
minal rhythm  (and  other  abnormal 
rhythms)  may  be  regular  but  not 
normal. 

Do  not  use  “verbal”  as  equivalent 
to  “oral.”  Any  form  of  communi- 
cation which  uses  words,  spoken 
or  written,  is  verbal. 

Here  are  the  words  used  last 
January  27  (Mozart’s  birth- 
day). 

Round  One:  democratization,  bea- 
con, arbitrage,  chancellery,  rai- 
ment, prosody,  lizard,  gizzard, 
machete,  tassel,  alacrity,  effrontery, 
sherbet,  resuscitate,  integrated, 
umbrage,  overrule,  counterfeit,  gri- 
malkin, bourgeoisie. 

Round  Two:  sphygmomanometer, 
anadromous,  cerulean,  cockatrice, 
majolica,  cybernetics,  dulocracy, 
debridement,  xylem,  epigone,  far- 
rago, nunciature,  virago,  belletrist, 
sortilege. 

Round  Three:  popliteal,  quattro- 
cento, ullage,  vicinal,  quodlibet,  ci- 
cerone, fermata,  momus,  aleatory, 
assuetude. 

Round  Four:  boustrophedon,  us- 
quebaugh, arriccio,  assumpsit,  ge- 
nial (the  three  syllable  one,  with 
accent  on  the  second,  meaning 
“pertaining  to  the  chin”). 

I would  not  condemn  anyone, 
even  to  Dante’s  first  circle  of  in- 
ferno, who  missed  all  in  Round 
Four.  If  we  did  not  use  such  out- 
landish words  in  the  last  round,  we 
would  be  adding  extra  innings  to 
resolve  ties  until  long  into  the  night. 


Addendum 

By  John  P.  Wilson,  MD 

The  spelling,  the  meaning,  and 
the  use  of  words  are  closely  related 
and  all  are  necessary  for  proper 
communication.  It  is  difficult,  then, 


to  separate  spelling,  word  usage, 
definition,  etymology,  and  origins 
and  derivations  of  languages.  Every 
“word  person”  has  some  favorite 
books  to  which  he  refers,  most  spe- 
cifically for  spelling,  meaning,  and 
word  usage.  I would  like  to  list  a 
few  of  mine. 

For  the  art  of  spelling:  Modern 
American  Spelling,  by  Kottmeyer 
and  Claus,  published  by  Webster- 
McGraw-Hill  is  my  “best  spelling 
book.  ” It  includes  all  the  basic  prin- 
ciples from  elementary  to  the  so- 
phisticated, includes  all  the  tricks, 
and  is  highly  readable  (but  it  does 
misspell  “millennium”)  (although 
“millenary”  has  only  one  “n”). 

For  the  poor  speller:  The  Mis- 
speller’s  Dictionary  by  Peter  and 
Craig  Norback,  published  by  Times 
Books  lists  nothing  but  the  words 
and  how  they  are  spelled,  no  def- 
initions, but  the  incorrect  spellings 
are  placed  in  alphabetical  order 
along  with  the  correct  spelling, 
making  it  easy  to  find  what  you  are 
really  looking  for  but  can ’t  spell. 

Dictionaries:  Dictionaries  come 
in  all  sizes  and  shapes.  The  stand- 
ard reference  is  the  (Unabridged) 
Oxford  English  Dictionary.  Ex- 
tremely detailed,  very  expensive  in 
the  standard  printing,  but  available 
in  inexpensive  compact  version,  it 
is  a bit  hard  to  read  and  basically 
for  the  word  enthusiast.  I use  is  pri- 
marily for  an  occasional  article 
called  The  Lexicographer’s  Corner. 
The  basic  dictionary  in  most  li- 
braries is  the  Merriam  Webster 
Dictionary  (New  Unabridged).  The 
second  edition  has  been  replaced 
by  the  third  edition,  but  I prefer  the 
second.  The  American  Heritage 
Dictionary  of  English  Language,  as 
noted  elsewhere,  is  particularly 
useful  in  determining  precision  of 
word  usage.  The  Merriam  Webster 
Collegiate  (Eighth  Edition)  is  prob- 
ably the  most  widely  used 
dictionary.  It  is  comprehensive 
enough  to  contain  almost  any  word 
you  would  like  to  find,  and  small 
enough  that  you  can  have  one  in 
every  room  in  the  house. 
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(A  note  on  the  differences  in  dic- 
tionaries. /\s  Dr.  Brown  has  ob- 
served in  his  article,  the  difference 
in  “verbal”  and  “oral”  can  be  sig- 
nificant. In  The  American  Heritage 
Dictionary,  this  difference  is  noted 
specifically.  In  The  Merriam  Webs- 
ter Collegiate  Dictionary,  the  third 
definition  of  “verbal”  is  “spoken, 
rather  than  written,  ” and  in  the  Ox- 
ford English  Dictionary  . , con- 
veyed by  speech  instead  of  writing; 
conveyed  by  word  of  mouth;  oral.  ” 
— All  of  which  is  why  word  usage 
is  so  much  fun. 

Here  are  a few  books  which  / find 


either  informative,  entertaining,  or 
both:  The  New  York  Times  Everyday 
Reader’s  Dictionary  of  Misunder- 
stood, Misused,  and  Mispro- 
nounced Words  by  Laurence  Ur- 
dang,  published  by  Quadrangle, 
and  Mrs.  Byrnes’  Dictionary  by  Jo- 
sef H.  Byrnes,  published  by  Univer- 
sity Books. 

For  usage,  I find  Harper’s 
Dictionary  of  Contemporary  Usage, 
by  William  and  Mary  Morris,  and 
American  Heritage  Dictionary  of 
English  Language  helpful. 

For  word  and  phrase  origins.  The 
Dictionary  of  Word  and  Phrase 


Origins  (three  volumes),  by 
Ham  and  Mary  Morris,  published 
Harper  and  Rowe;  and  The  Brov-g 
er’s  Dictionary  and  The  Secol| 
Browser’s  Dictionary  by  John  Ciw  \ 
as  well  as  the  old  standard  Bre-| 
er’s  Dictionary  of  Phrase  and  Fab.ij 
For  fun  reading:  On  Language, 
William  Safire,  published  by  Tirr.X 
Books.  (You  may  disagree  with  hi\ 
but  he  is  lots  of  fun  to  read.)  Stric  t 
Speaking  and  A Civil  Tongue,  t»ci| 
by  Edward  Newman.  In  Praise  fl 
English  by  Joseph  T.  Shipley,  pi- 
lished  by  Times  Books,  and  Lip 
Refractions  by  Tom  Middleton. 
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is  responsible  for  the 
death  of  more  children  than  any  other  disease.  Twenty 
years  ago  there  was  no  effective  treatment  for  this 
dread  disease,  and  acute  types  usually  killed  within 
months.  Today,  thanks  to  research,  five-year  survival 
may  be  achieved  by  60  percent  of  young  patients  with 
the  most  common  childhood  leukemia. 

But,  leukemia  now  kills  more  adults  than  children — 
and  more  than  half  of  all  leukemia  cases  occur  in 
persons  over  60  years  of  age! 

Support  the  Leukemia  Society's  vital  programs, 
including  research,  patient  aid,  and  public  and  pro- 
fessional health  education.  Join  the  Society's  count- 
down to  cure.  It's  a matter  of  time. 


For  more  information,  including  the 
free  booklet  "What  Everyone  Should 
Know  About  Leukemia,"  write  to: 

leiKemia 

society  of  america,  inc. 

1447  Peachtree  Street  N.E. 
Suite  412 

Atlanta,  Georgia  30309 
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j MAG’s  Seventh  Annual 

I LEADERSHIP  CONFERENCE: 
I THE  FUTURE  IN  OUR  HANDS 


February  2-3, 1991 

Ritz-Carlton  Buckhead  Hotel 
Atlanta 

William  C.  Collins,  M.D. 


*ACH  YEAR,  for  all  our  members 
I — but  especially  for  those 
)rgia  physicians  holding  posi- 
jis  of  leadership  in  MAG,  their 
jinty  medical  societies,  specialty 
j ieties  or  hospitals  — the  Medi- 
I Association  of  Georgia  spon- 
Is  our  MAG  Leadership  Confer- 
ee, a major  update  on  all  the  late- 
aking  trends  in  medical  legis- 
on  and  socioeconomics.  It’s  an 
)ortant  meeting  — full  of  infor- 
tion,  pressing  topics,  and  stellar 
:akers.  This  year  our  MAG  Lead- 
hip  Conference  will  be  held  Feb- 
ry  2-3  (Saturday  and  Sunday),  in 
jinta  at  the  Ritz-Carlton  Buck- 
jid  Hotel. 

rhis  year,  we  attempt  to  look  at 
I “big  picture”  — what  lies  ahead 
I all  of  us  in  American  medicine. 
T focus,  of  course,  is  on  the  fu- 
?.  We  hope  to  lead  off  our  morn- 
i session,  “Defining  the  Future,” 
h the  preeminent  leader  of  the 
' te,  newly  elected  Governor  Zell 
' ler.  We  have  invited  the  Gover- 
I ' to  announce  his  goals  for  Geor- 
I ’s  health  care  delivery  system 
hing  the  Miller  administration. 

■ lowing  will  be  the  President  of 
Ij  American  Medical  Association, 
John  C.  Tupper,  describing  how 


the  AMA’s  much  publicized  “Health 
Access  America  Plan”  seeks  to  ad- 
dress the  nation’s  problems  of  in- 
creasing access  while  containing 
costs.  Pulitzer  Prize  winner  Paul 
Starr  of  Princeton  will  tell  us  how 
physicians  can  maintain  at  least  a 
share  of  our  profession’s  traditional 
autonomy  in  the  new  era  of  busi- 
ness and  government  control  — the 
age  which  he  calls  “the  coming  of 
the  corporation.” 

After  defining  the  future  for  med- 
icine in  the  morning,  our  afternoon 
session  will  present  some  of  the 
cutting-edge  ideas  being  presented 
around  the  country  as  to  how  phy- 
sicians may  influence  events.  We 
have  invited  our  newly  elected  Lieu- 
tenant Governor,  the  Honorable 
Pierre  Howard,  to  address  us  on  why 
we  must  seize  every  opportunity  to 
influence  discussion  for  the  best  in- 
terests of  our  patients.  In  a point- 
counterpoint  designed  to  offer  both 
“liberal”  and  “conservative”  view- 
points, Dr.  Nick  Davies  of  Atlanta 
will  face  Dr.  John  Goodman  of  Dal- 
las, offering  “Two  Visions  of  an  Ideal 
American  Health  Care  System.”  Dr. 
Ralph  Crawshaw,  of  Portland,  Or- 
egon, will  explain  the  premises  of 
the  controversial  “Oregon  Plan,” 


whereby  his  state’s  citizenry  have 
essentially  prioritized  whose  med- 
ical care  should  be  publicly  funded, 
and  whose  should  not.  Finally,  to 
show  how  the  Medical  Association 
of  Georgia  hopes  to  influence  the 
delivery  of  medical  care  in  our  State, 
Dr.  Robert  A.  Burns  of  Dalton  will 
announce  MAG’s  new  proposal  for 
action,  “Health  Access  Georgia.” 

On  Sunday  morning,  we  will  offer 
two  top-flight  optional  workshops, 
free  of  charge  to  all  Leadership 
Conference  registrants:  “Your  Prac- 
tice as  Small  Business,”  sponsored 
by  MAG  Mutual;  and  “Medicare 
Problems  in  Georgia,”  moderated 
by  our  Past  President,  Dr.  Joe  Bai- 
ley. 

Our  complete  Conference  Pro- 
gram is  presented  here,  along  with 
your  Leadership  Conference  regis- 
tration form.  If  you  haven’t  regis- 
tered yet,  we  invite  you  to  examine 
our  program  and  then  join  us  at  the 
meeting. 

Doctors,  the  future  is  in  our  hands 
now.  Let’s  reach  out  and  shape  it. 

Registration  for  the  Meeting 

To  register  for  the  1991  MAG 
Leadership  Conference  and  op- 
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tional  workshops,  please  complete 
the  registration  form  inserted  in  the 
Journal,  detach  it  from  the  hotel 
reservation  form,  and  mail  it  with 
your  registration  fee  to  the  MAG. 

Your  fee  covers  the  full  program 
and  reception  on  Saturday  plus  your 
choice  of  one  of  our  Sunday  sem- 
inars. Please  note  that  we  offer  a 
reduced  fee  for  registrations  mailed 
before  January  23. 

Hotel  Accommodations 

The  MAG  has  secured  an  attrac- 
tive guest  room  rate  at  the  Ritz-Carl- 
ton  Buckhead  Hotel.  The  rate  for 


February  2-3,  1991 

Before 

After 

January  23 

J2uiuary  2. 

Member  Physician 

$85 

$110 

Non-Member  Physician 

$125 

$150 

Auxilian/Spouse 

$25 

$40 

Other  Health  Professionals 

$25 

$40 

Retired  Physician/Life  Member 

No  fee 

Resident  Physician 

No  fee 

Student 

No  fee 

both  singles  and  doubles  is  $110. 

tachable  lower  portion  of  our  Lea 

To  make  your  reservations  at  the 

ership  Conference  registration  fon 

Ritz  Buckhead,  you  may  use  the  de- 

and  mail  it  directly  to  the  Hotel. 

FACULTY  HIGHLIGHTS  - 
MAG’S  1991  LEADERSHIP  CONFERENCE 

Maintaining  Physician  Autonomy  in  the 
Coming  of  the  Corporation” 

“As  large  corporations  have  risen  to  dominate  economic  life  in  thr 
20th  century,  medicine  has  been  the  heroic  exception  that  sustained  th( 
waning  tradition  of  independent  professionalism.  Emerging  develop 
ments  now  jeopardize  the  profession’s  control  of  markets,  organizations 
and  standards  of  judgment.  The  rise  of  a corporate  ethos  in  medical  can' 
is  a significant  consequence  of  the  changing  structure  of  medical  care 
It  permeates  voluntary  hospitals,  government  agencies,  and  academiij 
thought  as  well  as  profit-making  medical  care  organizations.  The  orga 
nizational  culture  of  medicine  used  to  be  dominated  by  the  ideals  o 
professionalism  and  voluntarism,  which  softened  the  underlying  acquis 
itive  activity.  The  restraint  exercised  by  those  ideals  now  grows  weaker. 
The  ‘health  center’  of  one  era  is  the  ‘profit  center’  of  the  next. 

“This  turn  of  events  is  the  fruit  of  history  of  accommodating  professiona 
and  institutional  interests,  failing  to  exercise  public  control  over  publiq 
programs,  then  adopting  piecemeal  regulation  to  control  the  inflationar; 
consequences,  and,  as  a final  resort,  cutting  back  programs  and  turning 
them  back  to  the  private  sector.  The  failure  to  rationalize  medical  service, 
under  public  control  meant  that  sooner  or  later  they  would  be  rationalizec  I 
under  private  control.  Instead  of  public  regulation,  there  will  be  privat' 
regulation,  and  instead  of  public  planning,  there  will  be  corporate  plan  I 
ning.  Instead  of  public  financing  for  prepaid  plans  that  might  be  managec  { 
by  the  subscribers’  chosen  representatives,  there  will  be  corporate  fi  ! 
nancing  for  private  plans  controlled  by  conglomerates  whose  interest 
will  be  determined  by  the  rate  of  return  on  investments.  That  is  the  futun 
toward  which  American  medicine  now  seems  to  be  headed.  But  a trenc  ! 
is  not  necessarily  fate.  Images  of  the  future  are  usually  only  caricature  [ 
of  the  present.  Perhaps  this  picture  of  the  future  of  medical  care  will  als( 
prove  to  be  a caricature.  Whether  it  does  depends  on  choices  that  Amei  [ 
icans  have  still  to  make.”  i 
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“Reform,  Not  Revolution: 

the  AMA’s  ‘Health  Access  America’  Plan” 


DR.  JOHN  C.  TUPPER 


DR.  JOHN  C.  GOODMAN 


“After  several  decades  of  scientific  and  technological  advances,  the 
United  States  has  become  the  premier  nation  in  providing  high  quality, 
comprehensive  medical  care  and  education.  No  health  care  system  in 
the  world  can  match  the  high  caliber  of  medicine  practiced  throughout 
this  country,  nor  the  widespread  availability  of  medical  procedures  and 
technology  now  considered  common  in  the  U.S. 

“However,  the  outstanding  level  of  care  found  in  our  system  has  not 
provided  solutions  to  serious  problems  that  leave  millions  of  Americans 
without  health  insurance  coverage.  And  rising  costs  trouble  many  Amer- 
icans. Public  opinion  polls  show  that  Americans  favor  a system  of  em- 
ployer-provided health  care  insurance  that  would  slow  rising  costs,  im- 
prove access  for  the  poor  and  elderly,  and  remove  the  bureaucratic 
paperwork  that  serves  only  to  complicate  and  stretch  the  resources  of 
the  system.  Clearly,  our  health  care  system  needs  substantive  revision  to 
provide  access  to  every  American,  but  it  would  be  counterproductive  to 
‘fix’  aspects  of  the  system  that  work  well.  After  an  extensive  review  of  the 
strengths  and  weaknesses  of  the  American  system,  the  AMA  has  devel- 
oped a 16-point  proposal  to  expand  access  to  health  care  coverage  to  all 
Americans,  while  controlling  inappropriate  cost  increases,  and  reducing 
paperwork  and  bureaucracy.  Strengthening  the  American  health  care  sys- 
tem through  the  elements  contained  in  this  proposal  will  present  an 
enormous  challenge  to  all  concerned.  For  its  part,  the  AMA  intends  to 
move  forward  vigorously  on  legislative  and  other  fronts,  as  well  as  en- 
couraging every  interested  party  to  join  in  the  dialogue  toward  this  goal. 
Our  common  objective  will  continue  to  be  providing  high  quality  care  at 
reasonable  cost,  and  access  for  every  American.” 


“Toward  An  Ideal  Health  Care  System: 

Solving  Problems  Through  Market-Based  Institutions” 

“The  secret  of  the  American  success  story  is  that  for  most  of  our  history, 
in  most  sectors  of  our  economy,  we  have  created  an  institutional  envi- 
ronment in  which  the  pursuit  of  individual  self-interest  promotes  the  well- 
being of  all  of  us.  That  is  not  true  in  the  health  care  sector.  But  it  can 
be.  The  market  for  medical  care  will  never  resemble  the  market  for  corn 
or  wheat.  Yet  there  is  no  reason  why  health  care  problems  cannot  be 
solved  through  market-based  institutions.  In  such  a system,  decisions 
would  be  made  by  individuals  rather  than  large  institutions.  Supply  and 
demand  and  competitive  forces  would  allocate  resources.  But  the  destiny 
of  our  health  care  system  would  be  determined  by  consumer  preference 
and  individual  choice. 

“Our  proposals  will  not  immediately  solve  all  of  America’s  health  care 
problems.  These  problems  will  empower  individuals,  however,  and  they 
will  create  market  institutions  through  which  problems  eventually  will  be 
solved  by  individuals’  pursuing  their  own  selhinterest.  They  give  individ- 
uals incentives  to  solve  problems  which  can  never  be  solved  through 
bureaucracies,  regulations  or  the  power  of  government.  The  enactment 
of  these  proposals  would  constitute  a national  commitment  to  avoid  the 
path  traveled  by  other  developed  countries  and  follow  a path  which  is 
distinctly  American  in  character  — one  which  relies  on  individual  choice 
and  the  efficiency  of  free  markets.” 
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DR.  NICHOLAS  E.  DAVIES 


DR.  RALPH  CRAWSHAW 


“Toward  An  Ideal  Health  Care  System: 

Developing  a National  Health  Policy” 

“We  believe  that  the  American  health  care  system,  especially  its  costs, 
is  out  of  control.  We  believe  that,  if  our  system  is  to  survive,  costs  must 
be  lowered  so  that  they  do  not  consume  more  than  the  current  approx- 
imately 1 1 % of  the  gross  national  product. 

“What  must  our  nation  do?  The  answer  seems  simple  enough.  We  must 
reduce  the  cost  of  our  health  care  system  while  maintaining  the  highest 
quality  of  care  that  is  possible.  We  must  set  national  priorities.  In  short, 
we  must  ration  health  care,  starting  with  the  simplest,  most  easily  ac- 
complished methods.  In  time,  reasonable  national  standards  or  guide- 
lines for  quality  care  will  be  agreed  upon.  Certainly,  setting  national 
standards  and  priorities  should  lead  to  a more  rational  allocation  of  our 
nation’s  resources. 

“Bold  action  is  needed  to  right  the  wrongs  and  equalize  the  inequities 
that  have  been  built  into  our  health  care  system  during  the  last  40  years. 
We  believe  that  significant  health  care  rationing  is  inevitable  in  the  future 
and  that  it  must  not  be  based  simply  on  the  ability  to  pay.  We  believe 
that  rationing  must  be  instituted  following  open  discussion  with  all  con- 
cerned, instituted  gracefully,  if  that  is  possible,  after  careful  planning. 
Quick  fixes,  patchwork  reforms,  and  short-term  solutions  must  not  be 
tolerated  by  the  American  people.” 


“The  Oregon  Plan: 

Reaching  Consensus,  Not  Rationing  Care” 

“Is  it  right  for  hospitals  to  offer  luxury  rooms  and  gourmet  meals  for 
some  patients  while  37  million  other  Americans  lack  adequate  health 
insurance?  Should  money  from  community  health  programs  be  diverted 
to  provide  expanded  medical  services  for  AIDS  patients?  Are  old  people 
entitled  to  organ  transplants? 

“In  a democratic  society,  value-laden  decisions  like  these  should  be 
made  by  the  people  or  by  their  elected  representatives.  Yet,  with  the 
notable  exception  of  abortion,  Americans  generally  have  had  little  to  say 
about  such  issues.  Large  social  issues  are  rarely  framed  in  a way  that! 
invites  public  discussion.  Most  citizens  lack  the  information  or  forum  to' 
grapple  with  these  questions,  much  less  to  help  decide  them. 

“Yet  citizens  can  get  involved  constructively.  Groups  in  Oregon  and 
several  other  states  have  begun  discussing  as  a community  many  of  the 
tough  decisions  that  burgeoning  medical  technology  has  forced  upon  us. 
In  some  cases,  they  have  affected  official  policy. 

“For  example,  Oregon  Health  Decisions,  a citizen-based  organization, 
held  300  meetings  across  our  state  for  citizens  to  talk  with  other  citizens 
about  such  issues  as  death  with  dignity  and  equitable  access  to  health' 
care. 

“One  result  has  been  that  Oregon  has  adopted  some  explicit  policies^ 
about  where  it  will  spend  its  resources;  prenatal  care,  for  example,  comes 
before  organ  transplants.  Some  critics  have  attacked  this  approach  as 
‘health  rationing’  and  called  it  a dangerous  departure  from  the  concept 
that  society  should  try  to  provide  optimal  health  care  for  everyone. 

“However,  I think  this  new  movement  is  welcome.  Choices  do  exist, 
even  if  we  prefer  to  pretend  otherwise.  We  need  to  confront  these  deci- 
sions squarely.” 
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lorning  Session: 
pfining  the  Future 

!00-9;10 

iielcome — Dr.  Collins 

j30-9:15 

itroduction  of  the  Governor 

jl  5-9:45 

jdy  Goals  for  Georgia’s  Health 
kre  in  the  90’s” 

le  Honorable  Zell  Miller, 
overnor  of  Georgia 
|vited  Guest  Speaker 

'145-1 0:00 

'uestions  and  Discussion 

1:00-10:10 

jssponse  of  the  Medical 
issociation  of  Georgia 

Collins 


>:  10-1 0:35 

laintaining  Physician  Autonomy 
“The  Coming  of  the 
orporation” 

!ml  Starr,  Ph.D. 
iinceton  University 
uthor  of  The  Social 
ansformation  of  American 
edicine 


:35-10:55 

uestions  and  Discussion 

):55-ll:15 

reak  — coffee  and  soft  drinks 

r 

i:15-ll:40 

eform,  Not  Revolution: 
jke  AMA’s  Prescription 
j'r  American  Health  Care 

,i)hn  C.  Tupper,  M.D.,  President 
sTierican  Medical  Association 

||:40-12:00 

[uestions  and  Discussion 

|l:00-l:30 

lunch  on  Your  Own 


Afternoon  Session: 

Our  Profession’s  Response 

1:30-1:40 

Introduction  to  Afternoon 
Session:  Working  Toward  an 
Ideal  Health  Care  System 

Dr.  Collins 

Point  — Counterpoint 
Two  Visions  of  an  Ideal 
American  Health  Care  System 

1:40-2:05 

Nicholas  E.  Davies,  M.D., 
President-Elect 

American  College  of  Physicians 
Atlanta 

2:05-2:25 

John  C.  Goodman,  Ph.D. 
President 

National  Center  for 
Policy  Analysis 
Dallas 

2:25-2:45 

Questions  and  Discussion 

2:45-3:05 

Break  — coffee  and  soft  drinks 

3:05-3:30 

The  Oregon  Plan:  Reaching 
Consensus,  Not  Rationing  Care 

Ralph  Crawshaw,  M.D. 

Founder,  Oregon 
Health  Decisions 
Portland,  Oregon 

3:30-3:45 

Questions  and  Discussion 

3:45-3:50 

Introduction  of  the 
Lieutenant  Governor 

Dr.  Collins 

3:50-4:15 

“Why  the  Future  is  in 
Your  Hands” 

The  Honorable  Pierre  Howard, 
Lieutenant  Governor  of  Georgia 
Invited  Guest  Speaker 


4:15-4:30 

Questions  and  Discussion 

4:30-4:50 

Conclusion:  MAG’s  Vision  of 
Health  Care  in  Georgia 

Dr.  Collins 

Robert  A.  Burns,  M.D. 

4:50-5:00 

Discussion 

5:00 

Adjourn 

5:00-6:00 

Reception 

Sunday,  February  3 

Optional  Seminars: 

9:00-10:30 

Your  Practice  As  Small 
Business:  Vital  Tips  You 
Need  to  Know 

Sponsored  by  MAG  Mutual 
Insurance  Company 

• How  Chapter  14  rules  now 
affect  buy-sell  agreements 

• Private  pension  — access  to 
money  before  59 '/2 

• Disability  income  — how  to 
increase  your  limits:  how  to  get 
two  years  for  the  price  of  one 

• How  the  Deficit  Resolution  Act 
affects  physicians 

Medicare  Problems  in  Georgia 
— Past,  Present  and  Future 
Joseph  P.  Bailey,  Jr.,  M.D., 
Moderator 

• OBRA  ’91:  the  new  Medicare 
changes  brought  by  the  latest 
Budget  Reconciliation  Act 

• AEtna’s  forcible  recoupment  of 
its  overpayments  to  physicians 

• Healthcare  COMPARE:  will  it 
get  a new  Georgia  contract? 

• Physician  audits  and 
postpayment  reviews 

• The  RBRVS  phase-in  — where 
we  are 
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Using  Nurse  Protocols  to  Delegate  Authority 
to  Order  Prescription  Drugs 

Robert  N.  Berg 


i 


IT  IS  A QUESTION  we  have  been 
asked  repeatedly  over  the  last 
;cade:  Ho\v  far  can  a physician 
|)  in  delegating,  to  nurses  and 
I her  non-physicians,  the 
.Tthority  to  prescribe,  order,  and 
spense  controlled  substances 
id  other  prescription  drugs?  Ten 
; ars  ago,  this  was  an 
ceedingly  difficult  question  to 
iiswer.  Various  statutes, 
icluding  those  regulating  the 

(escribing  and  dispensing  of 
•ntrolled  substances  and 
mgerous  drugs,  as  well  as  those 
vtting  out  the  scope  of  medical 
id  nursing  practice,  could  be 
•entified  alternatively  as 
ipporting  or  limiting  the  role 
hich  a non-physician  could  play 
dealing  with  controlled 
ibstances  and  dangerous  drugs, 
deed,  two  Opinions  issued  by 
e Attorney  General  of  the  State 
Georgia  in  1979  seemed  to 
Ighlight  the  difficulty  in  dealing 
iith  this  issue: 
j • In  one  Opinion,  the 
j Attorney  General  found  that 

j nurses  were  authorized  to 

I administer  medication, 

through  reference  to  a 
written  protocol. 
Significantly  limiting  this 
finding,  however,  was  the 
Attorney  General’s 
conclusion  that  authority 
did  not  extend  to 
administration  of 
! prescription  drugs.' 

j • Later  that  same  year,  the 
Attorney  General  also  ruled 


that  it  was  within  the  scope 
of  the  practice  of  nursing 
for  a nurse  to  call  in 
prescriptions  to  a 
an  order  from  a physician. 
Essentially,  the  Attorney 
General  found  that,  in  this 
process,  the  nurse  acted  as 
little  more  than  a 
communications  conduit, 
to  relay  information  from 
the  ordering  physician  to 
the  pharmacy.^ 

Nearly  10  years  later,  a third 
ruling  by  the  Attorney  General 
significantly  limited  participation 
of  nurses  in  the  prescription  drug 
process.  Specifically,  the  Attorney 
General  opined  that  nurses  were 
not  authorized  to  write  or 
telephone  in  prescriptions  by 
reference  to  a written  protocol.^ 
The  basis  for  this  ruling  was  the 
Attorney  General’s  determination 
that,  notwithstanding  the 
prevalence  of  the  practice  at  that 
time,  there  was  no  statutory 
authority  for  nurses  to  prescribe 
medications  by  reference  to  a 
written  protocol. 

As  a consequence  of  this  latest 
Attorney  General  Opinion,  the 
Georgia  General  Assembly  took 


* This  article  was  prepared  at  the  request  of  the 
Journat  Mr.  Berg  is  a principal  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Fell,  Suite  1700,  The 
Lenox  Building,  3399  Peachtree  Road,  NE, 
Atlanta,  Georgia  30326.  Send  reprint  requests  to 
Mr.  Berg. 


up  the  issue  of  the  delegation  of 
ordering  and  dispensing 
prescription  drugs  pursuant  to 
written  protocol  in  its  1989 
session.  The  result  of  the  General 
Assembly’s  deliberations,  codified 
at  O.C.G.A.  §43-34-26.1,  is  the 
subject  of  this  month’s  Legal 
Page. 

Who  Can  Prescribe  and 
Order  Drugs 

The  new  statute  draws  a clear 
distinction  between  the 
“prescribing”  of  drugs,  on  the  one 
hand,  and  the  “ordering”  of 
drugs,  on  the  other  hand.  (A 
“drug”  is  defined  to  include 
dangerous  drugs  and  controlled 
substances,  with  the  exception  of 
Schedule  1 controlled 
substances.'’)  “Prescribing”  a drug 
may  only  be  performed  by  a 
physician.  In  contrast,  “ordering” 
a drug  — defined  as  meaning  to 
select  a drug,  through  physician 
delegation  in  accordance  with  a 
nurse  protocol  or  a physician’s 
assistant’s  job  description  — may 
be  accomplished  by  a nurse  or 
physician’s  assistant.® 

How  Does  the  Delegation 
Process  Work? 

The  statutory  scheme 
contemplates  that  a physician 
delegates  the  authority  to  order 
prescription  drugs  through  the 
use  of  a written  document.  In  the 
case  of  a physician’s  assistant, 
that  document  is  the  “job 
description”  which  the  physician 
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prepares  for  the  physician’s 
assistant  and  files  with  the 
Composite  State  Board  of  Medical 
Examiners  (the  “Board”).  This 
“job  description”  describes  the 
duties  which  may  be  performed 
by  the  physician’s  assistant  and 
would  include  the  administering 
and  ordering  of  prescription 
drugs.®  For  nurses  (defined  in  the 
statute  as  registered  professional 
nurses^,  the  written  document  is 
known  as  a “nurse  protocol,” 
defined  as  a written  document 
mutually  agreed  upon  and  signed 
by  a nurse  and  a licensed 
physician,  by  which  the  physician 
delegates  to  that  nurse  the 
authority  to  perform  certain 
medical  acts,  including  the 
administering  and  ordering  of 
prescription  drugs.® 

What  Acts  May  Be  Delegated  to 

the  Nurse  Under  the  Statute? 

As  indicated  above,  the  statute 
deals  explicitly  with  the  ordering 
and  administering  of  prescription 
drugs  pursuant  to  a “job 
description”  (physician’s 
assistant)  or  “nurse  protocol.” 

The  statute  also  sets  out  the 
authority  for  a physician  to 
delegate  two  other  services:  The 
delegation  of  authority  to  order 
medical  treatments,  and  the 
delegation  of  authority  to  order 
diagnostic  studies.  Unfortunately, 
the  statute  does  not  go  further 
and  define  exactly  what 
constitutes  “medical  treatments” 
or  “diagnostic  studies.” 

The  primary  delegation 
authority,  encompassed  by  the 
statute,  is  the  authority  for  certain 
categories  of  nurses  to  order  and 
dispense  certain  controlled 
substances  (selected  from  a 
formulary  of  such  drugs 
established  by  the  Board),  and 
dangerous  drugs,  medical 
treatments,  and  diagnostic 
studies.  In  that  regard,  the 


• The  statute  creates  a 
multi-tiered  system  of 
delegation  authority, 
depending  on  the  type 
of  practitioner,  the  type 
of  drug,  and  the 
practice  setting,  y 


physician  may  delegate  these 
functions  only  to  what  are 
commonly  called  “advanced 
practice  nurses”  — that  is,  to  a 
nurse  recognized  by  the  Georgia 
Board  of  Nursing  as  a certified 
nurse  midwife,  certified  registered 
nurse  anesthetist,  certified  nurse 
practitioner,  or  a clinical  nurse 
specialist,  psychiatric/mental 
health. 3 Again,  the  specific 
delegation  authority  would  be 
contained  in  the  written  nurse 
protocol. 

Additionally,  a physician  may 
delegate  to  any  nurse  the 
authority  to  order  dangerous 
drugs,  medical  treatments,  and 
diagnostic  studies,  as  well  as  the 
authority  to  dispense  dangerous 
drugs,  if  the  nurse  is  acting  in  an 
“indigent  setting.”  This  is 
identified  by  the  statute  as  being 
those  cases  where  the  nurse  is 
acting  as  an  agent  or  employee  of 
the  Division  of  Public  Health  of 
the  Georgia  Department  of  Human 
Resources,  any  county  Board  of 
Health  or  certain  organizations 
authorized  under  the  Internal 
Revenue  Code  or  Federal  law  to 
provide  medical  services  and 
dangerous  drugs  at  no  cost  to  the 
patient  or  at  a cost  based  solely 
on  the  patient’s  ability  to  pay.'° 
This  same  delegation  may  be 
made  to  a nurse  in  hospital- 
owned  outpatient  clinics,  under 
certain  circumstances." 
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In  essence,  the  statute  create 
multi-tiered  system  of  delegati( 
authority,  depending  on  the  tyf 
of  practitioner,  the  type  of  drui^ 
and  the  practice  setting. 
Advanced  practice  nurses  may 
order  dangerous  drugs  and 
certain  controlled  substances, 
without  regard  to  practice  setti ; 
but  may  only  dispense  these 
drugs  in  an  indigent  or  hospitc; 
owned  clinic  setting;  other  nun 
are  limited  to  these  settings,  fc 
both  ordering  and  dispensing.'! 

Who  Regulates  the  Delegati 
by  Physicians  to  Nurses?  j 

Regulation  of  the  delegation 
process,  as  envisioned  under  t'l 
new  Code  section,  rests  not  or  i 
with  the  Board,  but  also  with  t i 
Georgia  Board  of  Pharmacy  an 
the  Georgia  Board  of  Nursing. 
While  the  Board  has  not  opted  : 
since  the  enactment  of  the 
statute,  to  promulgate  regulati(S^ 
both  the  Georgia  State  Board  c 
Pharmacy'®  and  the  Georgia  B(r( 
of  Nursing'"*  have  adopted  spe<io 
regulations  designed  to  goverr 
the  use  of  written  protocols  b\ 
registered  nurses.  Eventually,  ^ 
would  anticipate  that  the  Boar 
will  also  adopt  regulations,  me 
notably  in  light  of  the  statutory 
authorization  to  the  Board  “to 
require  that  protocols  not  fallii' 
within  [certain]  established  I 
criteria  and  standards  be 
submitted  to  the  Board  for  rev  v i 
and  approval  or  rejection.”'® 


Conclusion 

For  many  years,  physicians 
have  been  authorized  by  statu  to 
delegate  “to  a qualified  persoi 
other  than  a physician’s  assist  t 
(,)  any  acts,  duties,  or  functioi 
which  are  otherwise  permitted)' 
law  or  established  by 
custom.  . . .”'®  Historically,  thi 
broad  delegation  of  authoritv' 
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I sufficient  to  serve  as  the  sole, 
elusive  basis  for  allowing 
sicians  to  delegate  certain  acts 
written  protocol.  The  new 
lute,  resulting  from  heated 
ate  in  the  Georgia  General 
embly  and  significant 
ipromises  among  the  various 
jps  interested  in  the  issues 
j)lved,  will  serve  to  allow 
sicians,  under  certain 

Iitifiable  circumstances,  to 
Bgate  authority  to  nurses 
suant  to  written  protocols, 

1 the  assurance  that  those 
vities  will  not  be  construed  as 


• The  new  statute 
draws  a clear 
distinction  between  the 
** prescribing**  of  drugs, 
on  the  one  hand,  and 
the  ^‘ordering**  of 
drugs,  on  the  other 
hand,  y 

constituting  the  unauthorized 
practice  of  medicine. 
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1.  79-2  Op.  Att’y  Gen.  5 (1979). 

2.  79-32  Op.  Att'y  Gen.  66  (1979). 

3.  88-9  Op.  Att’y  Gen.  1 (1988). 

4.  O.C.G.A.  § 43-34-26. 1(a)(2),  (4)  and  (5). 

5.  O.C.G.A.  §43-34-26. 1(a)  (8). 

6.  O.C.G.A.  §43-34-26.1  (a)(5.1). 

7.  O.C.G.A.  §43-34-26.1  (a)(6). 

8.  O.C.G.A.  §43-34-26.1  (a)(7). 

9.  O.C.G.A.  §43-34-26.1  (b)(1). 

10.  O.C.G.A.  §43-34-26. 1(b)  (2). 

11.  O.C.G.A.  §43-34-26. 1(b)(3). 

12.  See,  generally.  Note,  6 Ga.  State  L.  Rev. 
304,  at  306-307  (1989). 

13.  Chapter  480-30,  Rules  of  the  Georgia  State 
Board  of  Pharmacy. 

14.  Chapter  410-13,  Rules  of  the  Georgia 
Board  of  Nursing. 

15.  O.C.G.A.  §43-34-26. 1(c). 

16.  O.C.G.A.  §43-34-26(b)(9). 
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f you  are  considering  automating 
your  practice  within  the  next 
12  months,  I will  send  you  a free  video 


of  other  practices  that  have  successfully 
automated.  And  you  can  do  this  in  the 
comfort  of  your  home  or  office  with  a 


tape,  which  will  enable  you  to  learn  the 
major  factors  contributing  to  the  success 
or  failure  of  a computer  system  in  a 
medical  practice.  This  tape  gives  you  the 
opportunity  to  draw  on  the  experience 


minimal  time  investment. 


EISEHF' 

Elcomp  Systems,  Inc. 

Foster  Plaza  VI,  681  Andersen  Drive,  Pittsburgh,  PA  15220 
1-800-441-8386 

With  a local  office  in  Atlanta. 


Practice  name 
Address 


iSy  Yes,  please  send  me  your  free  video. 


City,  State,  Zip 
Phone  


Specialty 


Number  of  Physicians 
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Needed: 

Better  Cancer  Education  in  Medical  Schools 

[i  Kamla  J.  Shah,  M.D. 


'^ANCER  IS  NOW  the  second 
^ biggest  killer  of  people  in 
lis  country.  The  overall  survival 
ite  from  cancer  is  now  about 
1%.  1 would  like  to  advance  the 
/pothesis  that  these  survival 
gures  could  be  significantly 
Improved  with  a more 
omprehensive  and  better 
rganized  exposure  of  medical 
udents  and  house  officers  to 
jancer  patients.  It  has  been  my 
bservation  that  a significant 
Topbrtion  of  American  medical 
;udents  and  residents  do  not 
jurrently  see  many  cancer 
atients,  in  part  because  cancer 
ducation  is  so  fragmented. 

The  first  physician  to  see  a 
atient  with  cancer  may  decide 
le  fate  and  outcome  for  that 
atient.  Yet,  medical  students, 
items,  residents,  and  even 
iculty  may  observe  particular 
'ancer  cases,  but  may  not  have 
jnough  knowledge  regarding  all 
jie  precise  treatment  options  for 
•uch  patients.  This  is  a serious 
ituation  which  is  not  uncommon 
' ecause  cancer  therapy  is  a 
iynamic  specialty  which  is 
ontinually  changing  and 
Improving. 

j Often,  an  attitude  of  pessimism 
iagarding  cancer  still  persists 
j mong  students  and  even  some  of 
jiieir  teachers.  This  relates  to  the 
act  that  traditionally,  most  cancer 
jiducation  comes  from  working 
|dth  inpatients,  many  of  whom 
lave  advanced  or  terminal 


disease  and  cannot  be 
successfully  treated  as 
outpatients.  When  the  greatest 
exposure  is  at  the  most  negative 
end  of  the  spectrum,  it  is  difficult 
for  students  to  develop  a positive 
attitude.  They  do  not  observe  the 
benefits  of  early  diagnosis,  since 
the  patients  with  small  curable 
cancers  are  often  seen  and 
treated  on  an  outpatient  basis. 
The  students  become  physicians 
who  believe  that  patients  who 
have  cancer  die  after  receiving 
very  toxic  treatments. 

^ It  has  been  my 
observation  that  a 
significant  proportion 
of  American  medical 
students  and  residents 
do  not  currently  see 
many  cancer  patients, 
in  part,  because  cancer 
education  is  so 
fragmented,  y 


Dr.  Shah  is  Professor,  Radiation  Oncology 
Medical  College  of  Georgia,  Augusta,  GA  30912. 
Send  reprint  requests  to  her. 


Several  specific  areas  of 

weakness  in  cancer  teaching 
in  medical  education  are 
noteworthy: 

1 .  There  is  a lack  of  an  organized 
comprehensive  core 
curriculum  in  cancer  for 
students. 

2.  Medical  economic 

considerations  have  made 
outpatient  medical  practice 
increasingly  more  important, 
but  student  rotations  in 
ambulatory  care  are  quite 
limited  and  do  not  allow  the 
student  to  see  enough  of  the 
long-term  cures  from  cancer  or 
the  long-term  side  effects  or 
how  patients  adjust  to  having 
cancer. 

3.  Treatment  and  care  of  patients 
with  cancer  in  community 
hospitals  is  increasing,  yet  we 
are  sending  young  physicians 
into  this  kind  of  practice  with 
very  limited  exposure  to  cancer 
patients.  Even  oncologists  are 
going  into  practice  in  surgical, 
medical,  and  radiation 
oncology  subspecialities  very 
soon  after  graduation  and 
sometimes  their  training,  as 
well,  does  not  provide  enough 
exposure  to  all  of  the  most 
updated  treatment  modalities. 
Unless  greater  effort  is  made  by 
our  teaching  institutions,  it  seems 
that  all  the  research,  millions  of 
dollars  and  man  hours  spent  to 
reduce  cancer  deaths,  will  not 
reach  the  patient. 
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The  ARRO  study'  regarding 
status  of  radiation  oncology 
in  the  curriculum  of  American 
medical  schools  reviewed  the 
current  role  of  radiation  therapy 
teaching  in  undergraduate 
medical  education.  This  study 
showed  that  only  48  of  1 16 
medical  schools  required 
radiation  oncology  as  part  of  the 
basic  science  curriculum.  Only  18 
of  48  schools  have  a 
comprehensive  introduction  to 
radiation  oncology.  The  number 
of  hours  devoted  to  radiation 
oncology  ranged  from  1 to  10 
hours,  with  an  average  of  3.9 
hours. 

In  our  center,  we  have  about 
120  patients  receiving  treatment 
every  day.  Approximately  5 to  8 
patients  are  seen  in  initial 
consultation,  and  another  10  to  15 
as  follow-up  visits  as  well.  Fifty  to 
sixty  percent  of  all  patients  with 
cancer  are  seen  in  radiotherapy 
for  curative  or  palliative  treatment. 
This  large  amount  of  clinical 
material  concentrated  in  one  area 
should  be  utilized  to  teach  the 
students  about  cancer.  If  these 
clinics  are  disease-site  oriented 
for  a given  day,  the  student  could 
benefit  from  seeing,  for  example, 
a large  number  of  patients  with 
breast  cancer  treated  primarily 
with  radiation  or  combined 
radiation  and  surgery  and 
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chemotherapy,  all  within  a 
reasonable  time  frame  for  the 
student.  In  the  follow-up  clinics,  a 
student  can  observe  patients  who 
have  had  cancer  and  are  now 
leading  a normal  life  for  long 
periods  of  time. 

Cancer  patients  help  students 
learn  to  be  sympathetic, 
considerate,  and  compassionate 
physicians.  They  learn  to  deal 
with  patients’  emotions.  This 
group  of  patients  encompasses  a 
wide  spectrum  of  physical  signs 
and  symptoms,  and  most  patients 
are  very  cooperative  in  allowing 
students  the  opportunity  to  do 
physical  examinations.  In  almost 
any  subsequent  choice  of  a 
medical  subspecialty  practice,  the 
future  physician  will  be  called 
upon  to  see,  consult,  and/or  make 
decisions  for  cancer  patients.  If 
an  early  diagnosis  is  missed  or 
treatment  option  overlooked,  the 
patient’s  prognosis  may  be 
compromised. 

Since  50  to  60%  of  cancer 
patients  receive  some  form  of 
radiation  treatment,  it  is  essential 
that  any  physician  dealing  with 
cancer  understands  the  role  of 
radiation  therapy.  Interns, 
residents,  and  fellows  in  other 
specialities  such  as  gynecology, 
surgery,  ENT,  medical  and 


pediatric  oncology  need  a rotatic 
in  radiation  oncology  as  part  of 
their  training  programs.  All  of  us 
as  undergraduate  medical 
students,  learn  something  about 
surgery  and  medicine,  but 
radiation  oncology  is  not  being 
included  in  most  undergraduate 
medical  school  curricula. 

The  valuable  resources  in 
radiation  oncology  combined  wit 
lectures  in  oncology  should  be 
utilized  to  teach  medical  student 
as  part  of  their  regular  third  or 
fourth  year  curriculum.  This  will 
also  encourage  radiation 
oncologists  to  become  more 
involved  with  teaching  and  will 
certainly  benefit  the  patients. 
“Ideal”  organization  might  be  to 
establish  a cancer  curriculum  in 
medical  schools  which  involves 
faculty  from  all  specialities  that 
deal  with  cancer  patients. 
Lectures  in  oncology  and  require, 
rotations  at  the  cancer  center  for 
third  or  fourth  year  students 
would  be  included  in  this 
curriculum.  The  future  of  cancer 
therapy  and  how  much  it  will 
benefit  our  patients  depends 
ultimately  on  how  well  we  teach 
our  medical  students  and 
residents. 

Reference 

1.  Wall  TJ.  Status  of  radiation  oncology  in  th' 
curriculum  of  American  medical  schools.  Int  J 
Radiat  Oncol  Biol  Phys  1987;13:1431. 
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:|lurse  Anesthetist  (CRNA)  — 
.Timediate  Opening  at  the 
ledical/Surgical  Center,  a 
jfogressive,  66-bed,  JCAHO- 
jccredited,  Medicare/Medicaid- 
iertified,  acute  care  facility 
3cated  at  Central  State  Hospital, 
lilledgeville,  Georgia. 

'lilledgeville  is  a beautiful  Middle 
leorgia  college  town  of 
pproximately  20,000,  only  two 
lOurs  from  Atlanta,  convenient  to 
nountains  and  beaches,  and 
namediately  accessible  to  Lake 
inclair  which  offers  excellent 
ecreational  facilities. 

itate  service  provides  excellent 
iringe  benefits  including:  Free 
nalpractice  and  administrative 
lability  insurance;  liberal  sick 
md  annual  leave;  12  paid 
holidays  annually;  flexible 
)enefits;  retirement.  Minimum 
Qualifications:  Requires 
:ertification  from  the  American 
association  of  Nurse  Anesthetists 
is  a Certified  Registered  Nurse 
mesthetist  (CRNA)  and  three 
'ears  experience  as  a CRNA. 

Qalary  range:  $48,3 12-$65, 796 
jinnually.  Contact:  Personnel 
bffice.  Central  State  Hospital, 
dilledgeville,  GA  31062-9989. 
Ifelephone  912-453-4094. 
Applications  accepted 
continuously  until  suitable 
ipplicants  located.  EOF. 

/irginia  — Richmond:  Seeking 
residency-trained  physicians  for 

ull-time  and  part-time  emergency 
lepartment  opportunities.  Two 
acilities  with  an  excellent 
nedical  and  surgical  back-up. 
double  coverage  provided  during 
i^eak  periods.  Excellent 
!-ompensation  and  paid 
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malpractice  insurance.  Benefit 
package  available  for  full-time 
physicians.  For  more  information, 
contact:  Stephanie  Boring, 
Emergency  Consultants,  Inc.,  2240 
S.  Airport  Rd.,  Room  62,  Traverse 
City,  Ml  49684;  800-253-1795,  or  in 
Michigan  800-632-3496. 

Georgia  ambulatory  care  practice 

— 16  offices  seek  BC/BE  Family 
Practitioners  for  rewarding 
primary  care  practice  in  well 
established  MedFirst  offices. 
Professionally  managed  with 
excellent  compensation,  flexible 
schedules,  and  exciting 
opportunities  for  professional 
growth.  Contact:  Valley  O’Neal, 
MedFirst,  2945  North  Druid  Hills 
Rd.,  Suite  1,  Atlanta  30329;  404- 
728-0746. 


Virginia:  Emergency  Department 
Directorship.  Full-time,  and  part- 
time  opportunities  available  at 
two  facilities  located  within  one 
hour  of  Richmond.  Excellent 
compensation,  full  malpractice 
insurance  coverage,  and  benefit 
package  offered  to  full-time  staff. 
Contact:  Emergency  Consultants, 
Inc.,  2240  South  Airport  Rd., 

Room  62,  Traverse  City,  Ml  49684; 
800-253-1795,  or  in  Michigan 
1-800-632-3496. 


Prestigious  National  Cosmetic 
Surgery  Group  specializing  in 
Hair  Restoration  requires  the 
services  of  and  will  provide 
complete  training  for  a Physician 
with  at  least  ten  years  experience 
in  private  practice  with  special 
training  in  a surgical  field  or  other 
hands  on  primary  field.  The  best 
candidate  will  have  a high 
aesthetic  sense  and  some 
experience  with  the  graphic  arts. 
Positions  to  be  available  in  New 
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York  City,  Atlanta,  Palm  Beach, 

San  Diego,  Los  Angeles  and  San 
Francisco.  No  nights  or 
weekends.  Pleasant  high  tech 
offices  with  upper  level  patient 
base  and  no  problems. 
Compensation  in  the  mid-six 
figures.  Send  C.V.  to:  The  Elliott- 
Thomas  Medical  Group,  Ltd.,  Attn: 
R.  Michael  Elliott,  President,  175 
East  Hawthorn  Parkway,  Suite 
120,  Vernon  Hills,  IL  60061. 

FOR  LEASE 

Marietta,  Georgia,  Medical 
office,  1300  to  2000  sq.  ft.  located 
in  medical  complex  one  block 
from  Kennestone  Hospital.  Carpet 
and  redecorating  allowance.  378- 
5256,  Pat  Gillentine. 

Professional  Office  Space  for 
Lease  — Lindbergh  Plaza 
Shopping  Center  located  at  Sidney 
Marcus  and  Piedmont  Rd., 

300  s.f.-2,500  s.f.  Call  Lola 
Erickson  at  404-231-9333. 
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YOUR  SPECIALTY  IS  WORTH 
AN  EXTRA  *8,000  A YEAR. 
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If  you’re  a resident  in  any  of  the  following  specialties: 

• Anesthesiology  • Cardiac/Thoracic  Surgery 

• Orthopedic  Surgery 

' 

i • General  Surgery 

i 

I • Neurosurgery 

• Colon/Rectal  Surgery 

You  could  he  eligible  for  an  over  $8,000  annual  stipend  in  the  Army 
hserve’s  Specialized  Training  Assistance  Program. 

You’ll  be  using  your  skills  in  a variety  of  challenging  settings,  from  major 
ledical  centers  to  field  hospitals,  and  there  are  opportunities  for  conferences 
ly  continuing  education. 

' We  know  your  time  is  valuable,  so  we’ll  be  flexible  about  the  time  you  serve, 
'pur  immediate  commitment  could  be  as  little  as  two  weeks  a year,  with  a small 
Jjlded  obligation  later  on.  If  you’d  like  to  talk  to  an  Army  Reserve  physician, 

<•  if  you’d  like  more  information  about  the  stipend  program  or  other  medical 
<!)portunities,  call  our  experienced  Army  Reserve  Medical  Counselor: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
Building  710,  First  Floor,  Ft  Gillem 

Forest  Park,  GA  30050-5000  BE  ALL  YOU  CAN  BE: 

(404)  362-3374  4RMY  RESERVE 

]■ 


• Pediatric  Surgery 

• PeripheralA^ascular  Surgery 

• Plastic  Surgery 
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RBRVS? 

Fraud  & Abuse? 
Marketing? 

Medical  practice  has  changed  in  the  last  20  years. 

But  one  thing  has  remained  constant— 

For  20  years  we  have  helped 
medical  practices  manage  change. 

Providing  reimbursement  and  fee  analyses, 
guidance  on  new  business  ventures, 
strategic  planning  and  marketing  services. 

We  prepare  practices  for  their  future. 

The  Health  Care  Group, 

for  20  years  the  nation's 

most  respected  consulting  firm 

for  physicians  and  medical  practices. 


1 
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Management  Consulting  • Physician  & Administrative  Recruitment 
Income  Division  • Buy-Ins  • Physician  Employment  Agreements 
Retirement  & Estate  Planning  • Joint  Ventures  • Marketing 
Coding  Reimbursements  * Fee  Analysis  • Office  Systems 

Health  Care  Group 


Meetinghouse  Business  Center 
140  W.  Germantown  Pike,  Suite  200 
Plymouth  Meeting,  PA  19462 
(215)  828-3888 


Eastside  Professional  Court 
4501  Old  Spartanburg  Road 
Taylors,  SC  29687 
(803)  268-2229 
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MRI  UPDATE 


Figure  1 

Clinical  history:  This  is  a 

26-year-old  male  with  back 
pain  and  right  lower  extremity 
radiation. 

Findings:  This  is  an 
example  of  a normal  study  on 
a young  adult.  COMMENT:  MRI 
is  the  screening  test  of  first 
choice  for  suspected  disorders 
of  the  lumbar  spine.  Notiee  the 
clear  depletion  of  the  normal 
L5-S1  dise  (figure  1,  crossed 
arrow).  The  dises  of  this 
patient  exhibit  high  signal 
intensity  refleeting  normal 
hydration  and  none  of  the  dises 
are  narrowed.  None  of  the  discs 
indent  the  theeal  sac  which  is 
of  intermediate  signal  intensity 
and  appears  as  the  gray  band 


Figure  2 


in  the  eenter  of  the  image.  The 
vertebral  bodies  au'e 
homogeneous  and  free  of 
destructive  lesions.  The  conus 
medullaris  (curow)  is  normal. 
This  sagittal  image 
demonstrates  the  advantages 
of  MRI  over  other  sereening 
modalities.  Routine  CT 
scanning  will  not  display  the 
conus  medullaris,  lesions  of 
whieh  may  masquerade  as 
dise  herniation.  The  general 
area  of  coverage  is  superior 
with  MRI.  Disc  detail  is  much 
better  displayed  with  MRI. 

The  axial  image  at  L5-S1 
(figure  2)  exhibits  delineation 
of  intraspinal  detail  far 
superior  to  that  of  CT.  The 
right  SI  nerve  root  is  elearly 


displayed  (arrow)  surrounded 
by  normal  perineural  fat  whieh 
is  the  bright  high  intensity 
material  in  the  periphery  of  the 
spinal  canal.  State-of-the-art 
MR  images  elearly  display  the 
bony  anatomy  of  the  lumbar 
spine  ineluding  the  facet  joints 
(erossed  arrow).  Degenerative 
diseases  and  bony  neoplasm 
are  routinely  deteetable. 

MRI  involves  no  ionizing 
radiation  and  no  intratheeal 
eontrast  material  is  needed.  It 
is  a patient-friendly  outpatient 
examination  well  suited  for 
sereening  purposes. 
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Atlanta 

Magnetic 

Imaging-South 


Athens 
Magnetic 
imaging,  Ltd. 


Augusta 

Magnetic 

Imaging 


800  Douglas  Road 
Atlanta,  GA  30342 
(404)  256-9296 


276  Medical  Way 
Riverdale,  GA  30274 
(404)  997-9313 

Coastal  I 

Magnetic 
Imaging  I 


2090-B  Prince  Avenue 
Athens,  GA  30606 
(404)  353-3873 


Columbus 

Magnetic 

Imaging 


Six  Wheeler  Court 
Savannah,  GA  31405 
(912)  355-5668 


2131  Comer  Avenue 
Columbus,  GA  31904 
(404)  323-7622 


2102  Central  Avenue 
Augusta,  GA  30904 
(404)  733-0551 

i Warner  Robins 
I Magnetic 
I Imaging 

3051  Watson  Blvd.,  Suite  100 
Warner  Robins,  GA  31088 
(912)  953-5880 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution 
head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 

Copyright  © 1990  Health  Images,  Inc.  All  Rights  Reserved. 
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SUSTAINED-RELEASE  CAPLETS 


Address  medical  inquiries  to: 
G.D.  Searle  & Co. 

Medical  & Scientific 
Information  Department 
4901  Searle  Parkway 
Skokie.  IL  60077 
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Heart  Topics  — A Special  Issue 
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r's  positive.  We're  going  to  hove 
Q hospital.  The  Gwinnett  Wonnen's  Povilion. 

Devoted  totally  to  the  healthcare  needs  and  concerns  of  wonnen, 
fronn  nnoternity  to  nnonnnnography.  The  only  free-standing  facility  of  its  kind 
in  metro  Atlanta,  it's  the  hospitol  you  always  dreamed  of  having.  It's  changing  th 
shape  of  the  Gwinnett  Medical  Center  campus  in  Lowrenceville.  And  the  bigg-r 
it  gets,  the  more  it  promises  to  improve  the  shape  of  women's  healthcare  i 
Gwinnett  and  beyond.  Yes,  we're  expecting.  And  you're  going  to  love  it! 


QP  Gwinnett  Women’s  Pavilion 

\r  GWINNETT  HOSPITAL  SYSTEM 

700  Medical  Center  Boulevard,  Lowrenceville,  GA 

DUE  SPRING  1991 


Investment  Management 


Private  Clients 
Corporations 
Employee  Benefit  Plans 
Foundations 


City  Capital  Counseling,  Inc. 

One  Midtown  Plaza,  Suite  1110 
1360  Peachtree  Street 
Atlanta,  Georgia  30309 
(404)874-1110 


Hunter  W.  Groton 
Allen  W.  Post,  Jr. 
Willis  Dobbs,  Jr. 


'As  A Specialist, 
I'm  Not  Heavily 
Equipped  To 
Manage  Billings 
Or  Follow  Up  On 
Pending  Claims" 


Your  billing  process  requires  a 
specialist  too.  Because  we 
understand  the  unique  aspects  of 
your  speciality,  we  can  offer  you 
billing  service  that's  tailor-made  t 
your  practice — ensuring  fewer 
problems  in  settling  insurance 
claims. 

We'll  assist  you  in  coding  youi 
procedures  accurately  in  order  fo 
you  to  receive  maximum  reimbui ' 
ment  and  weTl  set  up  a billing 
system  that's  as  specialized  and 
effective  as  your  own  practice. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  thei 
is  a built-in  incentive  to  maximizi 
collection  and  eliminate  errors. 

Call  us  today  to  discuss 
improving  the  condition  of  your 
billings,  bookkeeping  and 
collections. 


PRACTICE 

MANAGEMENT 

SERVICES 


Your  Practice  Made  Perfect 

340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 
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THE  COVER 

A ceramic  heart  sculpted  and  painted  by  Michael  Lucero  is  featured  on  the  cover  of  this 
Special  Heart  Issue.  Read  about  this  heart-  and  thought-provoking  artist  on  page  62. 
Cover  design  by  Hank  Richardson,  Richardson  Design,  Inc.,  Atlanta. 
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About  the  Cover  Artist 

Michael  Lucero 


i i ¥ ¥ EART  (plaza)”  on  the  cover 
n of  this  month’s  Journal  is 
part  of  the  latest  works  of  ceramic 
sculpture  by  California  artist,  Mi- 
chael Lucero.  This  body  of  work  was 
created  by  Mr.  Lucero  during  his 
tenure  as  a visiting  artist  at  Hum- 
boldt State  University  in  Areata,  Cal- 
ifornia. For  Lucero,  this  marked  a 
return  to  the  California  redwood 
forests  of  his  undergraduate  years. 
The  plaza  in  the  heart  on  the  cover 
is  in  Areata. 

The  landscapes  Lucero  depicted 
while  at  Humboldt  contains  the  fa- 
miliar features  of  the  Northwest:  tall 
trees,  clouds,  and  fish.  Lucero 
shares  every  child’s  sense  of  ad- 
venture and  discovery,  whether  the 
frontier  be  outer  space,  reachable 
by  rocket  ship,  or  the  infinitesimal 
world  of  science,  invisible  to  the 
naked  eye.  In  Lucero’s  work,  we 
look  at  the  world  as  through  a pow- 
erful lens.  Like  the  child’s  world, 
Lucero’s  is  larger  than  life.  It  is  alive 
with  fantastic  rock  formations,  wa- 
terfalls, and  eddying  streams,  giant 
beetles,  moths,  and  fish. 

While  the  heart  is  the  main  theme 
for  this  new  work,  it  is  not  solely  a 
heart  of  passion,  a vessel  or  con- 
tainer for  our  elations,  our  depres- 
sions, our  loves,  or  our  lives.  The 
heart,  as  a “muscle  of  life”  is  a uni- 
versal symbol  that  transcends  global 
barriers.  As  a metaphor  for  human- 
ity’s capacity  for  love,  pain,  sorrow, 
and  happiness,  the  heart  is  made 
of  clay,  the  most  symbolic  material. 
These  are  hearts  of  clay;  clay  of 
earth. 


Just  as  the  heart  is  a support  for 
life,  Lucero’s  hearts  are  sup- 
ports for  his  own  personal  imager- 
ies, made  alive  by  the  viewer’s  per- 
sonal interpretation  of  the  artist’s 
metaphors.  These  whole  and  dis- 
sected then  reassembled  organs  are 
etched  with  the  stories  of  history 
such  as  totems  of  the  Northwest 
primitives,  shown  in  the  photo  on 
this  page,  or  the  figurines  of  Pre- 
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Columbian  times.  Also  represented 
are  the  continuous  cycles  of  the 
moth,  the  salmon,  and  the  forests 
of  Lucero’s  own  past.  Through  the 
image  of  the  moth  and  its  meta- 
morphosis, he  speaks  of  his  own 
life’s  cycle,  inner  changes,  and 
strivings.  His  moth  also  signifies 
nature’s  enduring  and  continual 
cycle  of  renewal.  The  salmon  im- 
agery suggests  the  indefatiguable 
human  spirit  that  is  ever  striving  to 
change  and  progress  in  spite  of 
oftentimes  overwhelming  odds.  The 
land,  natural  and  alien,  hosts  the 
clay  with  which  this  artist  interacts. 


resulting  in  these  magnific  t 
works. 

Michael  Lucero’s  work  was  • 
cently  acquired  by  The  Hirshh  i 
Museum  in  Washington,  D.C.  s 
work  is  also  represented  in  the  [ ■ 
manent  collections  of  The  Me  - 
politan  Museum  of  Art  in  New  Y ' 
City  and  The  San  Francisco  l[- 
seum  of  Modern  Art,  as  well  as  ot  r 
public  collections. 

ucero  is  represented  in  Atla  J | 
by  Fay  Gold  Gallery,  247  Bl  ■ j 
head  Ave.,  Atlanta,  GA  30305;  ' ! 
404-233-3843.  ; 
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Introducing  This  Issue 


'i 

I 

I 


This  February  issue  of  the  Journal  of  the  Medical  Association 
of  Georgia  is  dedicated  to  cardiology.  This  is  appropriate 
since  February  is  “Heart  Month”  for  the  American  Heart 
Association  and  St.  Valentine’s  Day  is  February  14. 

For  this  issue,  we  have  4 articles  dealing  with  important 
aspects  of  cardiovascular  function  and  disease.  Dr.  Hall 
succinctly  reviews  what’s  new  in  systemic  arterial  hypertension, 
a field  in  which  there  is  now  an  exponential  increase  not  only  in 
knowledge  of  the  basic  physiology  of  blood  vessels  and  the 
changes  associated  with  hypertension  but  also  in  our  knowledge 
of  the  effects  of  different  types  of  therapy  in  different  groups  of 
patients.  Drs.  Cooper  and  Myers  discuss  the  importance  of 
knowing  what  causes  variations  in  serum  total  cholesterol  levels 
when  obtaining  and  analyzing  blood  samples.  Dr.  Fletcher 
summarizes  important  new  material  developed  by  the  American 
Heart  Association,  and  I have  summarized  important  new 
recommendations  for  prophylaxis  against  bacterial  endocarditis. 

Each  of  these  articles  carries  practical  information  that  is 

directly  applicable  to  the  daily  management  of  patients  with 
known  or  suspected  cardiovascular  disease.  We  welcome 
suggestions  of  future  topics  and  authors  for  your  monthly 
“Heart  Section”  article. 

Robert  C.  Schlant,  M.D. 
Heart  Section  Editor 
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LEADERSHIP  CONFERENCE 

February  2-3,  1991  • Ritz  Carlton/'Buckhead  • Atlanta,  Georgia 


1 

Past  Presidents’  Praise.*  s 


A MUST  for  intelligent  survival!  We 
are  entering  into  the  most 
critical  period  of  negotiations  and 
development  of  a new  system  of  de- 
livery of  health  care  and  reimburse- 
ment for  same  that  most  of  us  have 
ever  faced.  We  are  seeing  the  de- 
velopment of  “Standards  of  Care” 
which  will,  to  a great  degree,  dic- 
tate how  we  will  diagnose  and  treat 
illnesses.  This  will  also  determine 
which  tests  and  procedures  will  be 
reimbursed  for  illnesses,  and  the 
Relative  Value  Scales  will  deter- 
mine the  level  of  reimbursement. 
These  two  developments  can  radi- 
cally change  the  face  of  medical 
practice.  How  we  negotiate  these 
developments  will  be  paramount  to 
the  practice  of  Medicine  as  we  know 
it. 

Then  we  have  the  large  number 
of  our  citizens  who  are  not  covered 
by  any  insurance  plan.  Shall  we  see 
the  institution  of  a National  Health 
Plan  for  these  individuals?  Shall  we 
see  the  mandating  of  care  for  these 
people  and  a markedly  reduced 
reimbursement  plan  to  make  the 
program  affordable?  Is  this  not 
enough  to  convince  one  that  each 
of  us  needs  to  know  as  much  as 
possible  about  the  issues  and  the 
options? 

The  Leadership  Conference  might 
better  be  called  the  Medical  Sur- 
vival Conference.  It  is  not  just  a pro- 
gram for  leaders  but  rather  a pro- 
gram of  information  to  allow  you  to 
make  the  intelligent  judgments  that 
will  befall  you.  This  conference  is 
for  your  leaders  to  report  to  you  and 
advise  you  concerning  the  major 
developments  occurring  in  Medi- 
cine. Ignorance  of  these  issues  de- 
notes no  safety,  but  much  peril.  Your 
future  is  the  issue  — is  it  important 
to  you???? 

John  D.  Watson,  Jr.,  M.D. 
Past  President,  MAG 


I’m  pleased  to  support  the  MAG 
effort  to  involve  more  leaders  of 
our  profession  in  this  state  in  the 
February  Leadership  Conference.  I 
have  been  involved  with  the  Lead- 
ership Conference  at  the  state  level 
and  also  at  the  A.M.A.  for  several 
years  and  am  consistently  im- 
pressed with  the  favorable  reaction 
of  everyone  in  attendance  after  these 
meetings.  The  leadership  of  medi- 
cine in  Georgia  absolutely  must 
keep  up  with  legislative,  regulatory, 
and  political  changes  which  effect 
us  and  our  patients.  We  all  under- 
stand the  value  of  keeping  up  with 
our  professional  education,  and  I 
urge  everyone  in  leadership  posi- 
tions in  medicine  to  keep  up  with 
the  socioeconomic  changes  that  are 
occuring. 

The  Leadership  Conference  is  a 
condensed,  “sure  fire”  way  to  keep 
up  with  these  changes  and  enable 
each  of  us  to  be  more  effective  as 
we  protect  the  profession  and  our 
patients.  I hope  to  see  each  of  you 
in  February  at  the  MAG  Leadership 
Conference! 

Harrison  L.  Rogers,  Jr.,  M.D. 
Past  President,  AMA 

Last  YEAR  during  my  stint  as  MAG 
President,  I initially  had  am- 
bivalent feelings  about  proceeding 
with  a Leadership  Conference.  After 
several  outstanding  Leadership 
Conferences  over  the  past  few  years, 
I thought  it  might  be  wise  to  pause, 
reflect,  and  skip  a year.  When  I 
voiced  that  opinion  to  some  of  my 
colleagues,  I was  met  with  surprise 
and  disappointment.  I was  re- 
minded that  we  face  more  pressing 
issues  than  ever  before  and  have 
more  new  members  who  are  anx- 
ious to  play  an  active  part  in  shap- 
ing the  future  of  America’s  medi- 
cine. So  I quickly  reconsidered,  and 
with  the  aid  of  Steve  Davis  and  other 
MAG  staff,  an  outstanding  program 


was  arranged.  We  had  an  outstaj- 
ing  turn-out  from  all  across  the  st , 
and  in  general  the  meeting  was  qi|j 
a success.  We  may  not  have  sol’ I 
all  of  the  problems  that  we  face,  l 
at  least  we  are  better  equipped  i 
fact,  the  AMA  has  borrowed  so» 
of  our  ideas  for  its  own  annual  le  - 
ership  conference. 

This  year  Bill  Collins  has  worl! 
long  and  hard  to  put  together  * 
most  successful  Leadership  C-| 
ference  in  our  history.  In  ordepi 
successfully  cope  with  the  myri ; | 
of  problems  facing  medicine  ni|. 
we  need  to  keep  abreast  of  the  • 
est  changes  and  threats  to  the  • 
ditional  practice  of  good  medicip 

Joe  L.  Nettles,  Ai. 

Past  President,  Ai; 

As  THE  TIME  APPROACHES  for  ?| 
1991  MAG  Leadership  C'- 
ference,  we  all  need  to  be  remin^  1 
of  its  importance.  The  purpose'! 
the  Conference  is  to  present  to  ? 
physician  leaders  of  Georgia  ^ 
overview  of  National  and  Sl|? 
problems  surrounding  the  delL'v 
of  health  care. 

Over  the  years,  I have  found  3 
be  a very  useful  Conference  t 
serves  in  part  as  a forecast|i! 
changes  and  events  that  are  corr  § 
our  way.  It  also  serves  as  a foi  n 
for  those  whose  views  are  uns3- 
pathetic  to  the  majority  of  the 
sicians  in  this  State.  (There  Le 
been  several  speakers  that  I ha^  o 
resist  the  urge  to  step  up  to  the  >• 
dium  and  strangle). 

If  you  have  attended  before,  u 
know  the  worth  of  our  MAG  Lt  L 
ership  Conference.  If  you  have  I 
1 invite  you  to  come  to  the  l l 
Conference.  I’m  sure  that  you  H 
find  it  informative  and  well  w h 
your  time. 

Jack  F.  Menendez.  ^ 
Past  President  ? J 
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Panacea  or  Pandora ’s  Box? 


William  C.  Collins,  M.D. 


^HE  GREEK  influence  on  things 
medical  is  so  great  that  one 
st  constantly  renew  his 
juaintance  with  the  classical 
rid.  Both  the  historical  and 
thical  Aesculapius,  the  god  of 
dicine  and  of  healing,  is  a well 
Dwn  reference  in  many  oaths  and 
such  has  related  to  our 
p)fession  through  the  ages.  A less 
Dwn  fact  is  that  he  had  two 
djghters.  Panacea  and  Hygeia,  the 
idesses  of  heaiing  and  health, 
pectively.  Having  been  carefully 
tructed  by  Apollo,  his  father, 
/sculapius  became  so  great  in  his 
faling  abilities  that  he  could  even 
c‘l  the  dead  back  to  life.  Jupiter, 
seing  this  and  fearing  that  the 
pbple  of  the  world  would  forget 
f|n  and  worship  their  physician, 
tj)k  a thunderbolt  and  ended 
/jsculapius’  brilliant  medical 
C'^eer. 

Mthough  some  physicians  are 
used  of  becoming  so  fascinated 
th  their  skills  that  they  attempt  to 
ay  God,”  few  of  us  ordinary 
irtals  will  ever  pose  such  a threat 
tja  higher  being  that  we  will  be 
‘iuck  down  by  lightning  out  of 


^ Let  us  not  lose  sight  of 
the  costs  of  the  searches 
(for  perfect  public 
health  and  universal 
remedy)  and  allow  a 
thunderbolt  of  cost 
containment,  in  the 
guise  of  a bureaucratic 
universal  health  scheme, 
to  pierce  the  heart  of 
American  medicine,  y 


jealousy.  However,  Medicine  as  a 
whole  can  become  so  absorbed  in 
its  search  for  Hygeia  (perfect  public 
health)  and  Panacea  (all  healing 
and  universal  remedy)  that  we  lose 
sight  of  the  costs  of  the  searches 
and  allow  a thunderbolt  of  cost 
containment,  in  the  guise  of  a 
bureaucratic  universal  health 
scheme,  to  pierce  the  heart  of 
American  medicine. 


As  you  may  recall.  Pandora  was 
the  first  woman  sent  to  Earth 
by  Zeus  to  punish  mortal  men  for 
stealing  fire  from  the  gods.  A huge 
box  was  left  in  her  keeping  by 
Mercury.  She  became  enchanted 
with  the  box,  and  her  curiosity  got 
the  best  of  her.  She  untied  the 
golden  cord  surrounding  the  box 
and  raised  the  lid  for  one  little 
peep.  Just  as  Zeus  planned,  she 
released  all  the  diseases,  sorrows, 
vices,  and  crimes  that  could  afflict 
humanity. 

So,  Pandora’s  box  has  become  a 
global  symbol  of  a very  valuable, 
appealing  present  which,  in  reality, 
may  be  a curse  and  upon  its 
opening  unleash  untold  suffering. 

Needless  to  say,  physicians, 
legislators,  and  citizens  alike  who 
are  turning  every  stone  looking  for 
a Panacea  for  our  medical  care 
delivery  problems  must  make  sure 
that  the  vessel  they  select  is  a true 
Panacea  and  not  a Pandora’s  Box. 
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NEW  MEMBERS 

Allan,  Michael  A.,  Internal 
Medicine  — Blue  Ridge  — 
(Active  N2)  40  North  Main  St., 
P.O.  Box  E,  Ellijay  30540 

Beard,  Robert  W.,  Internal 
Medicine  — Georgia  Medical  — 
(Active)  34  Medical  Arts, 
Savannah  31405 

Benjamin,  Nancy,  Family  Practice 
— Floyd-Polk-Chattooga  — 
(Active)  216  East  Ninth  St., 

Rome  30161 

Blake,  Thomas  B.,  Ill,  General  & 
Vascular  Surgery  — Barrow  — 
(Active  N2)  P.O.  Box  1629, 
Winder  30680 

Brannen,  Alfred  L.,  II  Pulmonary 
— Richmond  — (Active)  3623 
J.  Dewey  Gray  Circle,  #100, 
Augusta  30910 

Brannon,  James  E.  Anesthesiology 
— MAA  — (Active)  Georgia 
Baptist  Medical  Center  Depart, 
of  Anesthesiology,  300 
Boulevard,  N.D.,  Atlanta  30312 

Canlas,  Danilo  O.,  Family  Practice 
— Muscogee  — (Resident)  582 
Hamilton  Station,  Columbus 
31909 

Connell,  John  A.,  Child  Psychiatry 
— Hall  — (Active  N2)  4949  Red 
Oak  Drive,  Gainesville  30506 

Coralli,  Richard  J.,  Internal  Med./ 
Cardiovascular  Diseases  — 
DeKalb  — (Active)  2810 
Briarglen  Drive,  Doraville  30340 

Carlucci,  Joseph  M.,  Family 
Practice  — (Resident)  540 
Hamilton  Station,  Columbus 
31909 

Connell,  John  A.,  Child  Psychiatry 
— Hall  — (Active  N2)  4949  Red 
Oak  Drive,  Gainesville  30506 


I O N N E W S 


Coralli,  Richard  J.,  Internal 
Medicine/Cardiovascular 
Diseases  — DeKalb  — (Active) 
2810  Briarglen  Drive,  Doraville 
30340 

Fernando,  Marylou  D.,  Pediatrics 
— Richmond  — (Active)  41 1 
Shortleaf  Trail,  Martinex  30907 

Harris,  David  F.,  Pathology  — 
Upson  — (Active)  Box  1115, 
Thomaston  30286 

Jackson,  James  G.,  Ill, 
Orthopaedic  Surgery  — 
Richmond  — (Active)  1 52 1 
Anthony  Road,  Augusta  30910 

Krebs,  Henry  J.,  II,  Radiology  — 
DeKalb  — (Active)  1 503 
Sheridan  Walk,  Atlanta  30324 

McCluskey,  George  M.,  Ill, 
Orthopaedic  Surgery  — 
Muscogee  — (Active  N2),  6262 
Hamilton  Road,  P.O.  Box  9517, 
Columbus  31995 

Mirfield,  Stephen  P.,  Family 
Practice  — Muscogee  — 
(Resident)  The  Medical  Center, 
P.O.  Box  951,  Columbus  31994 

Murro,  Anthony  M.,  Neurology  — 
Richmond  — (Active) 
Department  of  Neurology,  BI 
W-338,  Medical  College  of 
Georgia,  Augusta  30912 

Obsusin,  Alisa  N.,  Internal 
Medicine  — MAA  — (Active 
Nl)  3193  Howell  Mill  Road,  Ste. 
317,  Atlanta  30327 

Patel,  Yashvant  D.,  Family 
Practice  — Muscogee  — 
(Resident)  The  Medical  Center, 
P.O.  Box  951,  Columbus  31994 

Rendon-Garcia,  Jose  M.,  Family 
Practice  — Muscogee  — 
(Resident)  6029  Flat  Rock 
Road,  #188,  Columbus  31907 


Rivenbark,  Judy  S.,  Psychiatry  - ■ 
DeKalb  — (Active  N2)  2150  I 
Peachford  Road,  Atlanta  3033  | 

Sharp,  Cecil  G.,  Neonatology — . \ 
Richmond  — (Active)  3318  } 

Wheeler  Road,  Augusta  3090S  ) 

Short,  Sydney  G.,  Cardiology/  I 
Internal  Medicine  — Whitfielc  I 
Murray — (Active  Nl)  1243  a 
Broadridge  Drive,  Dalton  3072*  I 

Silverstein,  Judith  L.,  Dermatolo  I 
— MAA  — (Active)  993-D  i 
Johnson  Ferry  Road,  Atlanta 
30342 

Snodgrass,  Timothy  J.,  Family 
Practice  — Muscogee  — 
(Resident)  The  Medical  Cente 
P.O.  Box  951,  Columbus  3199 

Spurrie,  Daniel  R.,  Neurosurgery 
— Richmond  — (Active)  P.O 
Box  3726,  Augusta  30914-372( 

Tsai,  Yung-Chun,  Obstetrics/ 
Gynecology  — Dougherty  — 
(Active)  421  Fourth  Avenue, 
Albany  31701 

Walker,  Gail  H.,  Pathology  — 
DeKalb  — (Active  N2)  3300  i 
Buckeye  Road,  #178,  Atlanta  I 
30341 

Wilde,  Stephen  W.,  Internal 
Medicine/Gastroenterology  — 
Crawford  W.  Long  — (Active) 
700  Oglethorpe  Avenue,  Athei, 
30606 

Wimberly,  Clayton  B.,  Obstetrici' 
— Floyd-Polk-Chattooga  — 
(Active  N2)  311  E.  Fourth  Ave 
Rome  30161 


QUOTES 

If  February  give  much  snow 
A fine  Summer  it  doth  foreshow 
ENGUSH  Rm 
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A S S O C I A T 


RSONALS 

Irnal  Staff 

jhe  Managing  Editor  of  this 
tnal  known  in  years  past 
j/2,  actually)  as  Ms.  Susan  J. 
ijDn  has  for  reasons  of  a 
:5onal  nature  proceeded  with 
i!  assumption  of  her  original 
Bie  and  will  henceforth  be 
iwn  as  Ms.  Susan  T.  Johnson. 

■ has  not  changed  her  marital 
.Lis,  her  social  or  recreational 
Bits  nor  her  always  creative  and 
r Juctive  work  with  this 
Lilication.  Your  Editor  would 
rv  observe  that  we  all  need  a 
ror  shake  up  now  and  then  in 
L lives  to  disrupt  the  doldrums 
f'lur  existence.  The  above  is 
r way  of  accomplishing  this, 
liough  1 have  been  threatened 
■u  justifiable  homicide  by  my 
:!  should  such  a notion  enter 
1 own  mind. 

(f  CMS 

.llis  Keener,  M.D.,  a 

(rosurgeon  in  Gainesville,  was 
1 :ted  Secretary  of  the  Board  of 
I'  ernors  of  the  American 
(lege  of  Surgeons  at  the  annual 
liical  Congress  in  San 
ncisco  last  October  10.  Dr. 

.<  ner  was  also  appointed 
1 irman  of  the  Governor’s 
mmittee  to  study  the  fiscal 
f irs  of  the  College. 

l iical  Association  of  Atlanta 
Ians  E.  Grossniklaus,  M.D., 

c been  named  the  initial  holder 
the  Walthour-DeLaPerriere 
rjfessorship  in  ophthalmology  at 
■lory  University. 

I'r.  Grossniklaus  is  director  of 
^jL.F.  Montgomery  Ophthalmic 
’Jliology  Laboratory,  assistant 
•ijfessor  of  ophthalmology,  and 
iijassistant  professor  of 
>'  lology  at  Emory.  He  received 
'ij  bachelor’s  cum  laude  in 
'I  logy  and  chemistry  from 


Miami  University  of  Ohio  in  1976 
and  his  M.D.  at  Ohio  State 
University.  He  completed  his 
ophthalmology  residency  at  Case 
Western  Reserve  University,  a 
residency  in  anatomic  pathology 
at  Case  Western  Reserve,  and  a 
fellowship  in  ophthalmic 
pathology  at  the  Armed  Forces 
Institute  of  Pathology  in  1989. 

Among  Dr.  Grossniklaus’s 
honors  are  Phi  Beta  Kappa,  a 
travel  fellowship  from  the 
Association  for  Research  in  Vision 
and  Ophthalmology,  the  George 
K.  Smelser  Award  for  best  paper 
in  the  journal  Cornea  in  1987,  and 
a Heed  Foundation  Fellowship. 

The  Walthour-DeLaPerriere 
Professorship  was  funded  in  1978 
with  gifts  made  by  Lena  Stanton 
DeLaPerriere  and  Lilia  Mae 
Stanton  Walthour  of  Social  Circle. 
The  sisters  were  patients  of 
Dr.  F.  Phinizy  Calhoun  Jr.,  former 
ophthalmology  chairman. 

FAMILY  PRACTICE 
TEACHER’S  AWARDS 

Charles  Bagley,  M.D.,  of  Alma; 
Howard  McMzdian,  M.D.,  Robert 
Morgan,  and  Dennis  Thomas, 
M.D.,  of  Adel;  and  Jesse  Ray 
Grant,  M.D.,  and  Patton  Smith, 
M.D.,  of  Forsyth  received  Family 
Practice  Teacher’s  Awards  from 
the  American  Academy  of  Family 
Physicians.  The  awards  were 
presented  during  the  Georgia 
Academy  of  Family  Physicians’ 
42nd  Annual  Scientific  Assembly 
held  in  Atlanta. 

These  awards  are  presented 
annually  by  the  AAFP  in 
recognition  of  family  physicians 
who  have  volunteered  75  hours  or 
more  of  their  time  teaching  in  any 
area  of  family  practice  medicine 
during  1989.  These  physicians 
served  as  volunteer  teachers 
through  preceptorships. 
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undergraduate  departments  or 
divisions,  or  other  contact  with 
medical  students  or  residents  for 
the  furtherance  of  family  practice. 


DEATHS 

Boaz  Harris,  M.D.,  of  Atlanta, 
the  psychiatrist  who 
founded  Peachford  Psychiatric 
Hospital  and  was  its  medical 
director  for  7 years,  died  last 
December.  He  was  64. 

Dr.  Harris  graduated  from  Yale 
University  in  1946  and  Yale 
Medical  School  in  1949.  He 
interned  at  Grace-New  Haven 
Community  Hospital  and  was 
commissioned  in  the  Army, 
completing  residency  in  the  Army 
Hospital. 

Dr.  Harris  became  chief  of 
neuropsychiatry  at  Fort  Rucker, 
Alabama,  and  underwent  training 
to  fly  Army  helicotpers,  helping 
design  the  craft  used  in  air  rescue 
missions.  He  was  trained  as  an 
Air  Force  flight  surgeon  at 
Randolph  Air  Force  Base  in 
Texas. 

He  resigned  with  the  rank  of 
major  in  1958  and  began 
psychiatric  practice  in  Atlanta.  He 
was  a former  assistant  clinical 
professor  of  psychiatry  at  Emory 
University  School  of  Medicine, 
and  former  chief  of  staff  at 
Peachtree  Hospital  and  Peachford 
Hospital. 

Dr.  Harris  served  on  a panel  of 
medical  consultants  for  the 
Federal  Aviation  Administration 
from  1966  to  1980,  working  on 
skyjacking  cases  and  management 
and  morale  problems  related  to 
air  traffic  controllers.  He  was  also 
a consultant  to  the  chief 
psychiatrist  of  the  State 
Department  during  the  Iranian 
hostage  crisis. 
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Financially  Distressed 
Hospitals  Increasing 

Approximately  one  out  of  eight 
U.S.  hospitals  is  coping  with  severe 
financial  stress,  according  to  a re- 
cent report  by  the  Baltimore-based 
Health  Care  Investment  Analysts  Inc. 
(HCIA).  Some  704  hospitals  nation- 
wide have  been  identified  as  “dis- 
tressed,” representing  a more  than 
30%  increase  since  July,  1990,  when 
538  hospitals  were  characterized  as 
distressed. 

HCIA  defines  a distressed  hos- 
pital as  one  that  has  experienced 
substantial  changes  in  utilization, 
payer  mix,  profitability,  capital 
structure  and/or  liquidity. 

The  majority  of  the  distressed 
hospitals  are  not-for-profit  facili- 
ties, and  63%  of  them  are  located 
in  urban  areas.  HCIA  President 
George  Pillari  said  most  of  the  hos- 
pitals added  to  the  distressed  list 
since  July  are  experiencing  notice- 
able declines  in  inpatient  utiliza- 
tion. 

“When  a hospital  experiences  a 
24%  decline  in  utilization  over  a 3- 
year  period,  that’s  something  that 
will  trigger  much  more  than  a weak 
performance  for  1 year,”  he  said. 
Pillari  estimated  that  one-half  of  the 
distressed  hospitals  may  be  forced 
to  close  within  4 years. 

“There  is  going  to  be  a class  of 
hospitals  that  will  access  the  cap- 
ital markets  and  a class  that  simply 
won’t  be  able  to,”  he  said.  “And 
those  with  no  access  to  capital  will 
eventually  close.”  HCIA  found  that: 

• Hospitals  on  the  list  have  a total 
of  $11.1  billion  in  long-term  debt 
outstanding;  107  of  the  facilities  with 
current  credit  ratings  accounted  for 
more  than  $4.2  billion  of  debt. 

• States  with  the  highest  concen- 
tration of  distressed  hospitals  in- 
clude Florida,  Oklahoma,  and 
Texas. 

• States  with  the  lowest  concentra- 
tion of  distressed  hospitals  include 


Maryland,  Utah,  North  Carolina,  and 
New  Hampshire. 

• Nearly  one-half  of  the  distressed 
hospitals  operate  between  25  and 
99  beds;  37%  have  between  100  and 
249  beds. 

• Twenty-four  percent  of  the  dis- 
tressed facilities  are  investor-owned; 
21%  are  owned  by  the  government. 

Consumers  “Desensitized” 
To  High  Cost  of 
Health  Care 

According  to  HHS  Secretary  Louis 
W.  Sullivan,  M.D.,  employer-pro- 
vided health  insurance  has  “desen- 
sitized” consumers  to  the  cost  of 
providing  care. 

During  a speech  at  Stanford  Uni- 
versity, Sullivan  said  that  spiraling 
health  care  costs  result  from  the  tax 
status  of  employer-based  health 
care:  Company-provided  insurance 
is  excluded  from  each  worker’s  tax- 
able income. 

“Because  insurance  is  bought 
with  untaxed  dollars,  it  is  econom- 
ically reasonable  for  those  who 
benefit  most  from  the  tax  exclusion 
to  buy  more  of  it  than  something 
for  which  payment  must  be  made 
in  after-tax  dollars,”  he  said. 

He  added  that  this  tendency  leads 
employees  to  seek  more  and  cost- 
lier coverage,  which  will  result  in  a 
federal  government  subsidy  total- 
ing $58.6  billion  for  1990. 

HHS  officials  described  Sulli- 
van’s speech  as  part  of  a “national 
dialogue”  on  health  care  policy  that 
will  help  to  shape  HHS  policy  rec- 
ommendations on  changing  the  na- 
tion’s health  care  system. 

Utilization  Management 
Data  Studied 

Four  utilization  management 
programs  used  by  Blue  Cross  and 
Blue  Shield  plans  since  1980 
trimmed  hospital  payments  in  1988 


by  nearly  $53  per  patient,  reducr 
admissions  by  20%,  and  cut  lengtl 
of  stay  by  nearly  one-quarter,  a ne 
study  found. 

The  study,  conducted  by  the  Cl 
cago-based  Blue  Cross  and  Bli 
Shield  Association  (BCBSA),  e 
amined  hospital  data  from  1980 
1988  provided  by  56  of  the  Blue 
74  plans  after  they  adopted  prea 
mission  certification,  concurre 
review,  retrospective  review  wi 
denial  of  payment,  and  case  ma 
agement.  1 

“This  is  the  first  major  study  th  , 
proves  conclusively  that  certain  u 
lization  management  prograrr  | 
generate  tangible  reductions  ! 
hospital  payments,  admissions,  ar  , 
days,”  said  Douglas  S.  Peters,  i 
BCBSA  senior  vice  president. 

The  BCBSA  attributed  the  effe  ; 
tiveness  of  the  four  measures  to  tl  ' 
increasing  prevalence  of  the  pro  , 
grams  and  to  changes  in  physicic;  I 
practice  patterns  and  patient  edi| : 
cation.  f 


Recovery  Room  Stays  Art 
Longer  For  Smokers 

Smokers  tend  to  remain  in  pos 
surgery  recovery  rooms  longer  the' 
do  non-smokers,  according  to  da 
from  a recent  study  conducted 
Monmouth  Medical  Center  in  Lor 
Branch,  N.J. 

The  study  of  327  patients  foun 
that  38%  of  non-smokers  were  ab 
to  leave  the  recovery  room  withi' 
an  hour,  but  only  23%  of  smokeii 
were  able  to  do  so. 

In  addition,  nearly  one-fifth  of  tL 
smokers  required  recovery  roor. 
stays  greater  than  2 hours,  con 
pared  with  only  one  out  of  14  noii 
smokers. 

“The  idea  that  you  can  be 
healthy  smoker  is  not  true,”  sai' 
David  S.  Handlin,  M.D.,  of  Moi 
mouth’s  Department  of  Anesth( 
siology.  “If  you’re  smoking,  it  ii 
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ireases  the  amount  of  time  you’ll 
Ipend  in  recovery.” 

, Although  the  study  did  not  high- 
light specific  causes  for  the  differ- 
snces  in  lengths  of  stay,  post-study 
jinterviews  with  recovery  room 
nurses  found  that  smokers  tend  to 
have  more  respiratory  and  cardio- 
Ipulmonary  problems,  he  said. 

Handlin  said  the  study’s  finding 
may  prompt  hospitals  and  insurers 
to  encourage  patients  to  stop  smok- 
ing before  surgery  to  reduce  expen- 
sive recovery  room  costs.  Further 
study,  he  added,  is  needed  to  de- 
termine whether  stopping  smoking 
several  weeks  before  surgery  can 
speed  up  recovery  time. 


Safe  Devices  Measure  Gets 
High  Marks 

: The  new  Safe  Medical  Devices  Act 
Vill  protect  patients  and  help  to 
hield  hospitals  from  civil  liability 
ictions,  American  Hospitals  Asso- 
nation  officials  said. 

The  measure  tightens  standards 
or  approving  medical  devices  used 
n hospitals  and  for  reporting  faulty 
:)nes  to  the  Food  and  Drug  Admin- 
istration (FDA)  and  to  manufactur- 
:rs. 

Within  10  days  of  becoming 
iiware  of  a death  due  to  a faulty 
levice,  hospitals  must  submit  a 
confidential  report  to  the  FDA.  Hos- 
|)itals  then  are  required  to  notify  the 
jnanufacturer  about  any  serious  in- 
jury or  illness  that  is  caused  by  a 
jnedical  device. 

The  measure  shields  hospitals 
Irom  civil  liability  actions  related  to 
'he  content  of  such  reports  unless 
, hey  knew  the  information  was  false. 

' AHA  Executive  Vice  President 
^aul  Rettig  said  the  AHA  strongly 
supports  the  bill’s  goal  of  protect- 
ing patients  by  tracking  problem 
ijTiedical  devices.  “Although  this  new 
[legislation  will  mean  additional  re- 
joorting  by  hospitals,  the  final  bill 
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attempts  to  ameliorate  the  burden 
and  extends  necessary  confiden- 
tiality protections  to  hospitals,”  he 
said. 

The  legislation  stemmed  from  a 
1986  General  Accounting  Office  re- 
port that  found  that  hospitals  report 
less  than  1 percent  of  problems  with 
medical  devices  directly  to  the  FDA, 
and  they  report  only  about  one  half 
of  all  problems  connected  with 
faulty  devices  to  the  manufacturer. 

(This  page  is  sponsored  by  the 
Georgia  Hospital  Association.) 


QUOTES 

The  February  born  will  find 
Sincerity  and  peace  of  mind; 
Freedom  from  passion  and  from 
care 

If  they  the  amethyst  will  wear. 

AUTHOR  UNIDENTIFIED 

Start  every  day  off  with  a smile 
and  get  it  over  with. 

W.C.  FIELDS 

/ like  long  walks,  especially  when 
they  are  taken  by  people  who 
annoy  me. 

NOEL  COWARD 

If  / only  had  a little  humility,  Fd 
be  perfect. 

TED  TURNER 

Jealousy  is  all  the  fun  you  think 
they  had. 

ERICA  JONG 

Examine  each  opinion:  if  it  seems 
true,  embrace  it;  if  false,  gird  up 
thy  mind  to  withstand  it. 

LUCRETIUS:  De  rerum  natura,  II,  57 

B.C. 


I shall  adopt  new  views  as  fast 
as  they  shall  appear  to  be  true 
views. 

ABRAHAM  LINCOLN!  Letter  tO 
Horace  Greeley,  Aug.  22,  1862 

It’s  just  as  unpleasant  to  get  more 
than  you  bargain  for  as  to  get 
less. 

GEORGE  BERNARD  SHAW 

Ours  are  a sort  of  modest, 
inoffensive  people,  who  neither 
have  sense  nor  pretend  to  any, 
but  enjoy  a jovial  sort  of  dullness; 
they  are  commonly  known  in  the 
world  by  the  name  of  honest,  civil 
gentlemen. 

ALEXANDER  POPE: 

Letter  to  William  Wycherley,  Oct. 

26,  1705 

/ thank  God  I am  as  honest  as 
any  man  living  that  is  an  old 
man  and  no  honester  than  I. 

SHAKESPEARE: 

Much  Ado  About  Nothing,  iii,  c. 

1599 

The  natural  man  has  a difficult 
time  getting  along  in  this  world. 
Half  the  people  think  he  is  a 
scoundrel  because  he  is  not  a 
hypocrite. 

E.  w.  HOWE:  Sinner  Sermons,  1926 

Some  feelings  are  to  mortals 
given. 

With  less  of  earth  in  them  than 
Heaven. 

WALTER  SCOTT:  The  Lady  of  the 

Lake,  11,  1810 

Speech  is  silver;  silence  is  golden. 

GERMAN  PROVERB 

The  art  of  silence  is  a great  as 
that  of  speech. 

IBID. 

The  god  of  the  lucky  is  silence. 

IBID. 
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U Envoi  of  a Minor  Poet 

When  / am  poet  to  the  courts  of  sleep 
I hope  some  mortal  bard  will  say  of  me: 

He  wrote  with  zest  but  with  humility. 

His  pen  knew  not  the  words  to  make  us  weep, 
Nor  yet  to  make  us  laugh  aloud  or  long, 

But  simple  words  that  give  the  heart  a song 
And  send  us  softly  smiling  to  our  sleep. 

To  a Dark  Day 

There  is  beauty  in  the  darkest  day 
For  hills  can  never  hide  their  very  being. 

One  can  sense,  almost  without  the  seeing, 

A sunset  wrapped  in  subtle  shades  of  gray. 

There  is  a subtlety  of  subdued  light. 

That  brilliance  hides  in  muted  overt  tones. 

(As  hard  bequeaths  its  final  self  to  stones 
So  dark  fulfills  itself  only  in  night.) 

Without  the  blatant  freshness  of  the  spring. 
Without  the  brilliancy  full  moons  display. 

Without  the  satiate  feel  of  righted  wrongs 
Or  all  the  juvenescence  new  loves  bring. 

There  is  more  grandeur  in  one  dreary  day 
Than  in  half  the  rainbows,  all  the  songs! 

JOHN  RANSOM  LEWIS,  M.D. 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia’s  Poet  Laureate. 
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“Of  Agendas  and  Priorities” 


EDITOR’S  COMMENT 
j:ONCERNING  MENCKEN: 
if  our  Editor  places  the  following 
j emarks  of  Henry  Augustus 
Mencken  in  this  Journal  not 
iiecause  he  agrees  with  them,  far 
rom  it,  and  surely  not  to  offer 
i nsult  to  the  highly  motivated 
juid  intelligent  individuals  who 
iiave  with  personal  sacrifice  of 
jpime  and  finances  reached  a 
Position  of  decision  making  in 
jjur  State  legislative  body.  They 
ire  placed  here  simply  because 
Mencken  was  an  individual 
i nterested  in  the  American 
j}olitical  system,  knew  it,  and 
krote  of  it  extensively  and 
aecause  of  the  feeling  that  we  all 
'leed  to  hear  and  hopefully  with 
j'easonable  judgment  and 
Intelligence  understand  those 
l/iews  and  voices  different  from 
aur  own.  That  capacity  to  hear 
1 ‘other  voices”  leads  one  in  this 
political  system  of  ours  to 
jnderstanding,  to  compromise, 
ind  thus  to  workable  and 
sffective  resolution  of  difficult 
issues.  I beg,  gentle  reader,  take 
lo  offense  at  one  who  is  simply 
saying  what  we  all  must  know, 
|ihat  “politics”  is  but  “the  art  of 
he  attainable.”) 

I 

I 


^ ^ Oo  much  for  the  evidence. 

O The  deduction  I propose  to 
make  from  it  is  simply  this:  that  a 
like  increase  would  follow  if  the 
American  people  could  only  rid 
themselves  of  another  and  worse 
false  assumption  that  still  rides 
them  — one  that  corrupts  all  their 
thinking  about  the  great  business 
of  politics,  and  vastly  augments 
their  discontent  and  unhappiness 
— the  assumption,  that  is,  that 
politicians  are  divided  into  two 
classes  and  that  one  of  those 
classes  is  made  up  of  good  ones. 

/ need  not  argue,  I hope,  that  this 
assumption  is  almost  universally 
held  among  us.  Our  whole 
politics,  indeed,  is  based  upon  it, 
and  has  been  based  upon  it  since 
the  earliest  days.  What  is  any 
political  campaign  save  a 
concerted  effort  to  turn  out  a set 
of  politicians  who  are  admittedly 
bad  and  put  in  a set  who  are 
thought  to  be  better?  The  former 
assumption,  / believe,  is  always 
sound;  the  latter  is  just  as 
certainly  false.  For  if  experience 
teaches  us  anything  at  all  it  is 
this:  that  a good  politician,  under 
democracy,  is  quite  as 
unthinkable  as  an  honest  burglar. 
His  very  existence,  indeed,  is  a 
standing  subversion  of  the  public 
good  in  every  rational  sense.  He 
is  not  one  who  serves  the 
common  weal;  he  is  simply  one 
who  preys  upon  the 
commonwealth.  It  is  to  the 
interest  of  all  the  rest  of  us  to 


hold  down  his  powers  to  an 
irreducible  minimum,  and  to 
reduce  his  compensation  to 
nothing;  it  is  to  his  interest  to 
augment  his  powers  at  all 
hazards,  and  to  make  his 
compensation  all  the  traffic  will 
bear.  To  argue  that  these  aims 
are  identical  is  to  argue  palpable 
nonsense.  The  politician,  at  his 
ideal  best,  never  even  remotely 
approximated  in  practice,  is  a 
necessary  evil;  at  his  worst  he  is 
an  almost  intolerable  nuisance.  ” 


“The  Politician,” 

Prejudices,  Fourth  Series,  1924 

H.L.  MENCKEN 


“One  of  the  merits  of  democracy 
is  quite  obvious:  it  is  perhaps  the 
most  charming  form  of 
government  ever  devised  by  man. 
The  reason  is  not  far  to  seek.  It  is 
based  upon  propositions  that  are 
palpably  not  true  — and  what  is 
not  true,  as  everyone  knows,  is 
always  immensely  more 
fascinating  than  what  is  true. 
Truth  has  a harshness  that 
alarms  them,  and  an  air  of 
finality  that  collides  with  their 
incurable  romanticism.  They  turn, 
in  all  the  great  emergencies  of 
life,  to  the  ancient  promises, 
transparently  false  but  immensely 
comforting,  and  of  all  those 
ancient  promises  there  is  none 
more  comforting  than  the  one  to 
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the  effect  that  the  lowly  shall 
inherit  the  earth.  It  is  at  the 
bottom  of  the  dominant  religious 
system  of  the  modern  world,  and 
it  is  at  the  bottom  of  the 
dominant  political  system. 
Democracy  gives  it  a certain 
appearance  of  objective  and 
demonstrable  truth.  The  mob 
man,  functioning  as  citizen,  gets  a 
feeling  that  he  is  really  important 
to  the  world  — that  he  is 
genuinely  running  things.  Out  of 
his  maudlin  herding  after  rogues 
and  mountebanks  there  comes  to 
him  a sense  of  vast  and 
mysterious  power  — which  is 
what  makes  archbishops,  police 
sergeants,  and  other  such 
magnificoes  happy.  And  out  of  it 
there  comes,  too,  a conviction 
that  he  is  somehow  wise,  that  his 
views  are  taken  seriously  by  his 
betters  — which  is  what  makes 
the  United  States  Senators,  fortune 
tellers,  and  Young  Intellectuals 
happy.  Finally,  there  comes  out  of 
it  a glowing  consciousness  of  a 
high  duty  triumphantly  done  — 
which  is  what  makes  hangmen 
and  husbands  happy.  ” 

“Last  Words,” 

Notes  on  Democracy,  1926 

H.L.  MENCKEN 

IT  SEEMS  TO  ME  that  no  time,  no 
time  at  all,  has  passed  by  us, 
or  us  by  it,  since  we  physicians 
last  trudged  along  the  highways 
and  byways  leading  from  hamlets 
large  and  small  to  our  State 
Capitol  — to  the  “center  of 
power”  — there  to  present  to  our 
legislative  leaders  those  views  of 
ours,  those  “positions,”  which  as 
we  saw  the  matter  of  concern 
would  lead  us  all  to  a more 
perfect  “health  care  system.”  We 
have  done  so  for  years.  Rather, 
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some  of  us  have  done  so,  for 
others,  far  too  many,  have  chosen 
to  comment  on  the  results  of 
legislative  sessions  rather  than 
participate  in  the  solutions. 
Certainly,  “trudging”  to  the 
Capitol,  there  to  cajole  and  rub 
elbows  and  express  opinions,  is 
not  the  only  way  to  accomplish 
the  task.  Nothing  wrong  with 
phone  calls  and  letters  and 
friendly  chats  with  the  local 
salon.  But  being  there,  on  the 
premises,  seems  to  make  the 
most  difference.  It  is  the  old  and 
tried  way,  you  see.  It  is  much  as 
Henry  Fonda  said  in  a Broadway 
play  1 saw  in  years  past  when  he 
spoke  of  “making  love.”  “There  is 
nothing  wrong  with  the  old  way,” 
Henry  said.  Nonetheless,  the  time 
has  indeed  come  when  decisions 
will  be  made,  made  at  least  on 
our  local  state  level,  which  will  to 
some  large  or  small  degree  shape 
our  lives. 

This  most  intriguing  of 
activities,  the  “political  process” 
has  been  studied  from  many 
aspects  through  the  years. 

Perhaps  one  of  the  best  known 
treatises  which  in  some  areas 
touches  on  this  can  be  found  in  a 
small  book  written  by  an  Italian 
by  the  name  of  Niccolo 
Machiavelli  entitled  The  Prince. 
Some  of  the  “political 
instructions”  one  finds  there  are 
the  following: 

"Here  the  question  arises;  where 
it  is  better  to  be  loved  than  feared 
or  feared  than  loved.  The  answer 
is  that  it  would  be  desirable  to  be 
both  but,  since  that  is  difficult,  it 
is  much  safer  to  be  feared  than 
loved,  if  one  must  choose.  For  on 
men  in  general  this  observation 
may  be  made:  they  are  ungrateful, 
fickle,  and  deceitful,  eager  to 


avoid  dangers,  and  avid  for  gain 
and  while  you  are  useful  to  then 
they  are  all  with  you,  offering  yo 
their  blood,  their  property,  their 
lives,  and  their  sons  so  long  as 
danger  is  remote,  as  we  noted 
above,  but  when  it  approaches 
they  turn  on  you.  Any  prince, 
trusting  only  in  their  words  and  ; 
having  no  other  preparations 
made,  will  fall  to  his  ruin,  for 
friendships  that  are  bought  at  a : 
price  and  not  by  greatness  and  > 
nobility  of  soul  are  paid  for  ‘ 
indeed,  but  they  are  not  owned 
and  cannot  be  called  upon  in 
time  of  need.  Men  have  less 
hesitation  in  offending  a man 
who  is  loved  than  a man  who  is 
feared,  for  love  is  held  by  a bone, 
of  obligation  which,  as  men  are 
wicked,  is  broken  whenever 
personal  advantage  suggests  it, 
but  fear  is  accompanied  by  the  | 
dread  of  punishment  which  neve 
relaxes.  \ 

"A  prince  is  also  esteemed 
when  he  shows  himself  a true  \ 
friend  or  a true  enemy,  that  is,  \ 
when,  without  reservation  he  ! 
takes  his  stand  with  one  side  or  \ 
the  other.  This  is  always  wiser  i 
than  trying  to  be  neutral,  for  if 
two  powerful  neighbors  of  yours 
fall  out  they  are  either  of  such 
sort  that  the  victor  may  give  yow 
reason  to  fear  him  or  they  are 
not.  In  either  case  it  will  be  bettt 
for  you  to  take  sides  and  wage  ; 
an  honest  war.  In  the  first  case,  ' 
you  do  not  show  your 
sympathies,  you  will  be  an  easy  1 
prey  for  the  winner  to  the  delight 
and  satisfaction  of  the  loser,  anc 
you  will  have  no  reason  to  expe 
anyone  to  defend  you  or  give  yo: 
refuge.  For  the  winner  will  not  ; 
care  for  unreliable  friends  who 
may  abandon  him  in  adversity,  ; 
and  the  loser  will  not  welcome  i 
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fou  since  you  were  not  willing  to 
take  up  arms  and  share  the 
hazards  of  his  fortune.  ” 

The  Prince 
NICCOLO  MACHIAVELLI 

We  shall  not  be  there  alone 
with  our  legislators, 
however.  “Others”  have  their  own 
interests  in  areas  far  afield  from 
our  own.  The  Teamsters  will  be 
there  talking  of  such  things  as 
speed  on  the  interstate  or  the 
width  of  a semi  trailer.  The 
airlines  will  be  there  asking  for 
new  runways  and  airports.  The 
Realtors  will  be  there  speaking  of 
building  codes  and  zoning 
matters.  Such  people  and  their 
lobbyists  will  consume  the  time 
of  those  we  wish  to  influence  and 
constrict  our  own  access  to  them. 

But  “others”  will  also  be  there 
to  mold  and  shape  this  “Health 
Care  System”  in  the  manner 
which  they  see  best.  Or,  dare  one 
mention  the  mere  idea,  mold  and 
shape  it  in  such  a way  that  it 
stands  to  best  serve  and  benefit 
their  own  interest.  We  will,  all  of 
us,  be  involved  in  this  vital  and 
iactive  process.  The 
representatives  of  the  “hospital 
industry”  will  be  there  seeing 
some  matters  as  we  do,  but  still 
varying  from  us  in  the  direction 
which  they  feel  that  other 
decisions  should  be  made.  Such 
also  will  be  the  case  with  the 
pharmacists,  the  suppliers  of 
products  to  those  of  us  involved 
in  health  care,  the  “payors”  of  the 
care  we  provide,  both  insurance 
companies  and  corporations  and, 
banish  the  thought,  the  legal 
system  will  again  rise  to  the 
challenge.  We  shall  see  trial 
lawyers  behind  each  door  and  in 


our  sleep.  We  shall  all  say,  and 
with  conviction  and  hopeful 
sincere  honesty,  that  we  are 
engaged  in  a cooperative  effort  to 
devise  a health  care  system  which 
provides  “quality”  care  to 
“everyone”  at  an  “affordable” 
price.  Those  will  be  the  key 
words  — 

“QUALITY” 

“ACCESS” 

“AFFORDABLE” 

Nowhere,  or  at  least  not  too 
strident,  will  there  be  mention  of 
personal  gain  by  these  several 
involved  parties.  Not  even  by  we 
of  the  medical  profession.  We 
shall  talk  of  “improving  the 
system  for  the  populace.”  We 
shall  talk  only  of  — 

“QUALITY” 

“ACCESS” 

“AFFORDABLE” 

Now,  if  true  be  true,  and 

though  not  a seer  I think  it 
may  be  so,  then  should  be  not 
acquaint  ourselves  with  the 
thoughts,  hopes,  and  desires  of 
those  for  whom  we  wish  to 
perfect  this  health  care  system  of 
our  State?  It  is  in  this  regard  that 
the  Georgia  Hospital  Association 
conducted  a survey  this  year  just 
past,  made  an  honest  effort  to 
find  out  what  the  people  think 
about  health  care  and  its 
provision  in  this  State  of  ours. 
They,  the  Georgia  Hospital 
Association,  commissioned  a 
survey  done  by  one  of  those 
organizations  which  make  this 
type  of  sampling  of  public 
opinion  their  business.  The 
results  are  said  to  have  “a  95  per 
cent  level  of  confidence  and  a 4.5 
per  cent  margin  of  error.”  Take  a 
close  look  at  what  the  “public”  — 
our  patients,  those  who  we  say 
we  are  designing  this  health  care 
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system  for  — want  us  to  do  in 
this  legislative  session. 

When  you  ask  these  patients  of 
ours  the  question,  “Should  people 
have  the  right  to  receive  medical 
treatment,  regardless  of  their 
ability  to  pay?,”  then  93%  of  them 
answer,  “Yes.” 

To  me,  that  translates  into  a 
feeling  that  health  care  is  a 
“right,”  given.  When  you  pose  to 
them  the  question,  “Should  the 
State  provide  an  affordable 
insurance  product  for  the  one 
million  low  income  workers  who 
do  not  have  any  insurance 
coverage?”  and  then  following 
this  the  question,  “Should  the 
State  make  available  an  insurance 
product  for  Georgia  residents  who 
cannot  obtain  insurance  due  to  a 
pre-existing  medical  condition?,” 
then  78%  answer  “Yes”  to  the 
former  and  83%  answer  “Yes”  to 
the  latter. 

Now,  as  best  I can  translate 
those  answers  they  mean  that  it  is 
the  responsibility  of  the  State,  of 
government,  to  devise  a plan, 
pass  a statute,  mandating 
insurance  coverage  of  some  kind 
for  everyone,  healthy  or  not,  and 
beyond  this  that  such  an 
“insurance  product”  must  be 
affordable  to  those  of  limited 
means.  The  crunch  comes  when 
you  ask  our  patients  the  question, 
“Are  you  personally  willing  to  pay 
more  taxes  to  support  programs 
covering  health  care  expenses  for 
those  unable  to  pay?”  At  that 
point  31%  say  “No”  and  yet  65% 
say  “Yes.”  One  can  put  a lot  of 
interpretations  on  those  answers 
but  one  is  that  the  public  wants 
health  care  available  to  everyone 
and  that  most  of  them  are  willing 
to  pay  more  for  it  even  to  the 
degree  that  it  cares  for  those 
unable  to  pay  their  own  way. 
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What,  however,  is  the 
responsibility  of  the  politicians 
themselves  — specifically  of 
County  Government  — to 
shoulder  the  problem  of  this 
financial  burden?  To  the  question, 
“Should  every  county  in  Georgia 
be  required  to  contribute  to  the 
health  care  cost  of  its  own 
residents  who  are  poor?,”  83% 
gave  an  affirmative  answer. 

Finally,  the  “ethics”  of  the  issue 
was  touched  on  in  this  survey 
when  the  question  was  asked  of 
our  patients,  “Should  health  care 
services  be  rationed  to  selected 
individuals  or  groups  in  order  to 
reduce  cost?”  To  this  query,  and  1 
believe  there  is  a message  here, 
26%  of  the  respondents  felt  that 
“rationing”  would  be  appropriate; 
67%  said  “No.” 

And  so  it  would  seem  that 
those  whom  we  serve,  the 
“patient”  public,  have  said  that 
we  all  should  have  a “right”  to  a 
yet  undefined  level  of  medical 
attention  to  our  health  — that  re- 
imbursement for  that  care,  if  not 
reasonably  available  from 
personal  savings,  should  be 
provided  by  a combination  of 
across-the-board  taxation  and 
governmental  participation  — and 
finally  of  certain  significance  is 
the  suggestion  that  we  need  to 
give  some  thought  to  paying  more 
attention  to  those  treatment 
modalities  in  certain  areas  where 
cost  of  treatment  relates  in  an 
effective  manner  to  results  and  to 
quality  of  life.  In  essence,  that  we 
should  at  least  begin  to  pay  more 
attention  to  “rationing”  of  health 
care  in  certain  instances. 

Well,  there  we  have  it. 

Simple,  no?  All  we  have  to 
do  this  year  at  the  Annual  Session 


of  the  Georgia  Legislature  is 
“make  a few  laws”  which  will 
with  equity  and  fairness  devise  a 
health  care  system  — or  improve 
or  change  the  one  we  now  live 
with  — which  will: 

• Care  for  all 

• At  a reasonable  cost 

• Ration  the  “care”  to  those  who 
most  need  it 

• Spread  the  cost  as  widely 
as  possible 

• Not  raise  our  own  taxes. 

It  reminds  me  of  my  good  friend 
Henry  Randall’s  description  of 
“progress”  when  they  were  talking 
of  putting  our  Marietta  “loop 
highway”  through  his  peaceful 
rural  homestead.  “Progress,” 

Henry  said,  “is  when  the  new 
highway  goes  through  someone 
else’s  front  yard.” 

Well,  it  will  be  tough.  Rough 
sledding  as  they  say.  Tough  and 
rough  to  gain  consensus  among 
all  these  various  parties.  These 
“players”  in  the  game.  But,  “come 
hell  or  high  water”  a “consensus” 
will  be  gained.  That,  you  see,  is 
what  a legislative  session  is  all 
about.  The  arriving  at  some  point 
in  time,  and  often  at  the  last 
minute,  when  we  all  agree  that 
this  for  the  present  time  is  the 
best  that  can  be  done.  And  1 for 
one  would  pray,  although  Henry 
Augustus  Mencken  thought  such 
was  a waste  of  time  and  energy, 
that  it  will  indeed  be  a 
“consensus” — 

• Devoid  of  thoughts  of 
personal  gain 

• Suffused  with  a devout  and 
honest  desire  to  perfect 
the  “system” 

• Motivated  in  some  significant 
way  by  attention  to  what  the 
people  we  are  legislating  for 
really  want. 
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MARCH  1991 

I- 2  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
;1400,  PH:  404/721-3967. 

;l-9  — Snowmass,  CO:  Sixteenth 
Annual  Snow  Job  in  Gynecology 
md  Obstetrics.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Jniv.  Sch.  of  Med.,  1440  Clifton 
^d.,  Atlanta  30322.  PH:  404/727- 
5695. 

II- 15  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
Credit.  Contact  Office  of  CME, 
imory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
104/727-5695. 

ill-16  — Atlanta:  26th  Annual 
Family  Practice  Symposium. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

?Jl  — Macon:  1991  Cherry 
Blossom  Psychiatric  Symposium. 

Category  1 credit.  Contact  Robert 
Fore,  Ed.D.,  Division  of  CME,  777 
Hemlock  St.,  Macon  31201.  PH: 
012/744-1061. 

22-23  — Augusta: 
iOphthalmology.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

25-26  — Atlanta:  Quantitative 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

i25-29  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  — Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
1404/727-5695. 
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APRIL  1991 

5-6  — Atlanta:  Pharmacology  for 
the  Anesthesiologist.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

7-10  — Atlanta:  Advanced 
Demonstrations  in  Percutaneous 
Transluminal  Angioplasty  XXV. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

15-16 — Atlanta:  TC-99M 
Myocardial  Spect.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

15-19 — Atlanta:  Modem  Methods 
of  Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

17-19  — Atlanta:  Nutrition  and 
Cancer.  Category  1 credit.  Contact 
Office  of  CME,  Emory  Univ.  Sch. 
of  Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

20-21  — Augusta:  Current 
Concepts  in  Carnitine  Research. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

26- 28  — Augusta:  Frontiers  in 
Nutrition.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

27- 28  — Augusta:  Pathology 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

29-3  May  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 


Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

29-4  May  — Augusta:  26th 
Annual  Family  Practice 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

MAY  1991 

9-12  — Atlanta:  Second 
Conference  on  International 
Travel  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

13-17 — Atlanta:  Modem  Methods 
of  Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

JUNE  1991 

3-7  — Atlanta:  Modem  Methods 
of  Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

1 7-22  — Augusta:  22nd  Annual 
Internal  Medicine  Symposium. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

21-23  — Augusta:  Daily 
Anesthetic  Challenges.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

27-30  — Augusta:  Hematology 
and  Oncology.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 


75 


Dear  Editor, 

I have  been  meaning  to  write 
the  Board  of  the  MAG  about  your 
Journal.  About  three  years  ago,  I 
felt  we  didn’t  have  enough 
information  about  our 
organization,  its  membership,  and 
its  problems.  I even  offered  to 
alter  and  correct  this  problem.  In 
their  infinite  wisdom,  they  acted 
rationally  and  got  you,  and 
thanked  me  for  my  interest.  I 
must  say  they  made  a good 
choice. 

1 think  this  Journal  is  now 
“tops.”  It  may  be  a little  arty  and 
intellectual,  but  it  is  a challenging 
piece  of  work.  You  and  your  staff 
have  really  turned  a “sow’s  ear 
into  a silk  purse”  or  in  a more 
chemistry  oriented  phrase,  you 
were  an  “alchemist”  who  turned 
paper  and  ink  into  gold.  Most  of 
us  perform  alchemy  by  turning 
gold  into  trash. 

The  purpose  of  this  letter,  Mr. 
Editor,  is  to  say  1 really  enjoy  your 
Journal,  it  is  really  neat. 

Yours  truly, 

Maruyn  D.  Cohen,  M.D. 

Pediatrics  and  Allergy,  Columbus 


Dear  Editor, 

This  is  to  express  thanks  and  to 
congratulate  you  on  the 
outstanding  new  MAG  Directory. 

It  is  very  informative  and  has  an 
excellent  format.  Keep  up  the 
good  work. 

Best  wishes  for  a Happy 
Holiday  Season. 

Sincerely  yours, 

Milton  /.  Johnson,  M.D. 
Family  Practitioner,  Macon 


LETTERS 


Dear  Editor, 

It  was  a pleasure  again  to  read 
an  editorial  [November,  1990, 
JMAG,  p.  819]  by  our  former 
Atlantan,  Mr.  Eugene  Patterson.  It 
is  good  to  see  that  he  is  still  alert 
and  still  the  master  of  the 
innuendo  and  half  truth.  His 
article  on  health  insurance  cost 
was  nothing  more  than  a plug  for 
national  health  insurance  again, 
this  time  using  the  insurance 
industry  as  his  reason. 

Coming  from  a small  town  and 
being  a country  doctor  1 do  not 
have  the  literary  skills  that  our 
editor  and  Mr.  Patterson  have.  But 
in  a small  town  you  learn  “horse 
sense,”  and  it  so  happens  the 
only  publication  1 have  offered  in 
your  magazine  was  a summary  of 
the  Canadian  health  care  system 
after  1 spent  a week  there  studying 
it.  Believe  me,  it  ain’t  at  all  like 
he  pictured  it. 

He  mentioned  that  there  were 
“downside”  points  but  failed  to 
mention  the  largest  one  — the 
loss  of  the  best  medical  minds' in 
Canada  as  they  emigrate  to  the 
United  States  and  other  medically 
free  climates.  He  does  mention 
rationing  however,  a subject  few 
Americans  will  tolerate. 

In  the  poll  he  mentions  it  is 
hard  to  comprehend  that  98%  of 
his  readers  voted  for  the  Canadian 
plan,  even  if  coerced.  Most  polls 
show  that  the  general  populace 
wants  the  government  to  furnish 
everything,  including  health  care, 
until  a cost  tag  is  part  of  it  and 
then  the  majority  back  off  and  say 
no.  This  is  usually  true  with 
national  health  insurance. 


I’ll  admit  that  I’m  one  of  the  | 
citizens  that  think  the  federal 
government  should  basically 
perform  two  services  — defend 
the  coast  and  deliver  the  mail  —I 
and  that  they  are  only  doing  ond 
of  these  satisfactorily. 

I may  be  an  extremist  but  no 
more  than  the  talented  Mr. 
Patterson. 

John  P.  Heard,  M.D. 

Family  Practitioner,  Decatl 


QUOTES 

The  difference  between  a person 
who  lacks  ideals  and  one  with 
ideals  is  the  difference  between 
the  person  who  guides  his  life  d 
what  he  sees  and  knows  and  ca| 
touch  with  his  hands,  and  the 
person  who  has  enough  of  the 
visionary  in  him  to  adopt  as  his 
guide  a dream  which  has  not  ye. 
come  true  and  perhaps  may 
never  come  true.  The  difference 
between  the  person  who  never 
gets  his  eyes  off  the  material 
things  about  him  and  the  person, 
who  is  always  looking  out  to  the 
very  limits  of  his  vision  even 
when  he  knows  he  never  can 
reach  the  distant  country  he  dimm 
descries. 

B.  C FORBi 


The  two  sexes  mutually  corrupt 
and  improve  each  other. 

MARY  WOLLSTONECRAFi 

A Vindication  of  the  Rights  of 

Woman,  VIII 17^ 
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■OH  A MAIRFR  Of  YHAK>  th(’  Amei: 
iCcin  Heart  Association  luis  {^e 
'iorlically  {lubiished  re<-onimenda- 
.ions  for  the  prevention  of  bacterial 
iendocarditis.'  -Recently,  these  rec- 
Dhimendations  were  updated  in  an . 
article  published  in  the  Journal  of 
the  American  Medical  Association 
This  article  will  highlight  some  of 
the  main  points  and  new  changes 
in  these  new  recommendations.  It 
should  be  emphasized  that  these 
recommendations  are  guidelines  to 
supplement  physicians  in  the  ex- 
[erdse  of  their  clinical  judgment  and 
!are  not  intended  as  standard  of  care 
I for  all  cases.  It  is  also  worthy  of 
^emphasizing  that  there  are  no  ad- 
lequate,  controlled  clinical  trials  of 
antibiotic  regimens  for  the  preven- 
jtion  of  bacterial  endocarditis  in 
■many  circumstances. 

Table  1 presents  selected  cardiac 
conditions  in  which  endocarditis 
I prophylaxis  is  recommended  as 
j well  as  selected  conditions  in  which 
i routine  endocarditis  prophylaxis  is 
not  recommended.  It  is  recom- 
mended that  patients  with  poor 


I 


It  should  be 
emphasized  that 
antiblptic  prophylaxis 
is  recommended  in 
patients  with  certain 
cardiac  conditions  for 
all  dental  procedures 
likely  to  cause  gingival 
bleeding,  including 
routine  professional 
cleaning. 


dental  hygiene  of  periodontal  dis- 
ease who  are  at  risk  for  developing 
bacterial  endocarditis  should  have 
chlorhexidine  painted  on  i.solated 
and  dried  gingiva  3-5  minutes  prior 
to  tooth  extraction  and  that  the  gin- 
gival sulcus  should  be  irrigated  with 
chlorhexidine  prior  to  tooth  extract 


Dr.  Schlant'  is  Professor  of  Medicine  (G^diplogy), 
Emory  University  School  of  Medicine;  and  Chief  of 
Cardiology,  Grady  Memorial  Hospital,  Atlanta.  His; 
address  is  69  Butler  St.,  SE,  Atlanta,  GA  30.303. 


tion  This  application  ol  chlodiex- 
idiue  is  as  an  adjunct  to  anlibioUc 
prophylaxis^- especially  in  patients 
who  are  at  high  risk  and/or  have 
poor  dental  hygiene, 

The  dental  or  surgical  proce- 
dures for  which  endocarditis  pro- 
phylaxis is  recommended  are 
shown  in  Table  2.  It  should  be  em- 
phasized that  antibiotic  prophy- 
laxis is  recommended  in  patients 
with  certain  cardiac  conditions  for 
all  dental  procedures  likely  to  cause 
gingival  bleeding,  including  routine 
professional  cleaning.  In  patients  at 
risk  and  on  whom  a series  of  dental 
procedures  are  planned,  it  may  be 
useful  to  have  an  interval  of  7 days 
between  procedures  in  order  to  re- 
duce the  potential  for  the  emerg- 
ence of  resistant  strains  of  orga- 
nisms. 

The  recommended  standard  an- 
tibiotic regimen  for  patients  who  are 
at  risk  is  indicated  in  Table  3.  In 
contrast  to  the  last  recommenda- 
tions in  1984,  amoxicillin  is  now 
the  recommended  standard  pro- 
phylactic oral  antibiotic.  This  is  pri- 
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marily  because  it  is  better  absorbed 
and  provides  higher  and  more  sus- 
tained serum  levels  than  penicillin 
V,  which  is  still  acceptable.  It  should 
be  noted  that  oral  amoxicillin  is  now 
recommended  as  standard  prophy- 
laxis for  patients  who  have  pros- 
thetic heart  valves  and  other  high 
risk  patients.  Thus,  routine  use  of 
intramuscular  intravenous  antibiot- 
ics for  such  patients  is  no  longer 
routinely  recommended. 

Tables  4 and  5 present  alternative 
prophylactic  regimens  for  dental, 
oral,  or  upper  respiratory  tract  pro- 
cedures and  for  genitourinary/gas- 
trointestinal procedures  for  special 
subgroups  of  patients. 


The  principal  changes 
in  the  new 
recommendations 
include  shorter  periods 
of  antibiotic  coverage 
and  increased  use  of 
oral  antibiotics.  These 
changes  should 
improve  compliance 
and  decrease  cost 
while  maintaining 
satisfactory 
prophylaxis. 


Individuals  who  are  taking  daily 
oral  penicillin  for  the  secondary 
prevention  of  rheumatic  fever  or  for 
other  purposes,  should  receive 
erythromycin  or  another  of  the  al- 
ternative regimens  instead  of  amox- 
icillin for  endocarditis  prophylaxis. 
Individuals  who  are  on  anticoagu- 
lation therapy  should  not  receive 
intramuscular  injections  of  anti- 
biotics, while  patients  with  mark- 
edly compromised  renal  function 
may  require  lower  doses  of  genta- 
micin or  vancomycin  if  they  are  se- 
lected. For  patients  undergoing 
open  heart  surgery,  the  antibiotic 


TABLE  1 — Cardiac  Conditions* 


Endocarditis  Prophylaxis  Recommended 
Prosthetic  cardiac  valves,  including  bioprosthetic  and  homogfraft  valves 
Previous  bacterial  endocarditis,  even  in  the  absence  of  heart  disease 
Most  congenital  cardiac  malformations 

Rheumatic  and  other  acquired  valvular  dysfunction,  even  after  valvulzu"  surgery 

Hypertrophic  cardiomyopathy 

Mitral  valve  prolapse  with  valvular  regurgitation 

Endocarditis  Prophylaxis  Not  Recommended 
Isolated  secundum  atrial  septal  defect 

Surgical  repair  without  residua  beyond  6 mo.  of  secundum  atrial  septal  defect,  ven- 
tricular septal  defect,  or  patent  ductus  arteriosus 
Previous  coronary  artery  b5q)ass  graft  surgery 
Mitral  valve  prolapse  without  valvular  regurgitation** 

Physiologic,  functional,  or  innocent  heart  murmurs 
Previous  Kawas2d(i  disease  without  valvulau*  dysfunction 
Previous  rheumatic  fever  without  valvular  dysfunction 
Cardiac  pacemakers  and  implanted  defibrillators 

*This  table  lists  selected  conditions  but  is  not  meant  to  be  all-inclusive 

**Individuals  who  have  a mitral  valve  prolapse  associated  with  thickening  and/or  redundsuicy  of 
the  valve  leaflets  may  be  at  increased  risk  for  bacterial  endocarditis,  particularly  men  who  are 
45  years  of  age  or  older. 

Source;  JAMA  1990;265:2919-2922.  Copyright  1990,  American  Mediced  Association. 

TABLE  2 — Dental  or  Surgical  Procedures* 


Endocarditis  Prophylaxis  Recommended 

Dental  procedures  known  to  induce  gingival  or  mucosal  bleeding,  including  profes- 
sional cleaning 

Tonsillectomy  and  or  adenoidectomy 

Surgical  operations  that  involve  intestinal  or  respiratory  mucosa 

Bronchoscopy  with  a rigid  bronchoscope 

Sclerotherapy  for  esophageal  veu'ices 

Esophageal  dilatation 

Gallbladder  surgery 

Cystoscopy 

Urethral  dilatation 

Urethral  catheterization  if  urineury  tract  infection  is  present** 

Urinary  tract  surgery  if  urinary  tract  infection  is  present** 

Prostatic  surgery 

Incision  and  drainage  of  infected  tissue** 

Vaginal  hysterectomy 

Vaginal  delivery  in  the  presence  of  infection** 

Endocarditis  Prophylaxis  Not  Recommended*** 

Dental  procedures  not  likely  to  induce  gingival  bleeding,  such  as  simple  adjustment 
of  orthodontic  appliances  or  fillings  above  the  gum  line 
Injection  of  local  intraoral  anesthetic  (except  intraligcunentary  injections) 

Shedding  of  primary  teeth 
Tympanostomy  tube  insertion 
Endotracheal  intubation 

Bronchoscopy  with  a flexible  bronchoscope,  with  or  without  biopsy 
Cardiac  Catheterization 

Endoscopy  with  or  without  gastrointestinal  biopsy 
Caesarean  section 

In  the  absence  of  infection  for  urethral  catheterization,  dilatation  and  curettage, 
uncomplicated  vaginal  delivery,  therapeutic  abortion,  sterilization  procedures,  or 
insertion  or  removal  of  intrauterine  devices 


*This  table  lists  selected  procedures  but  is  not  meant  to  be  all-inclusive. 

**In  addition  to  prophylactic  regimen  for  genitourinary  procedures,  antibiotic  therapy  should  be 
directed  against  the  most  likely  bacterial  pathogen. 

***ln  patients  who  have  prosthetic  heart  valves,  a previous  history  of  endocarditis,  or  surgically 
constructed  systemic-pulmonary  shunts  or  conduits,  physicians  may  choose  to  administer  pro- 
phylactic antibiotics  even  for  low-risk  procedures  that  involve  the  lower  respiratory,  geni- 
tourinary, or  gastrointestinal  tracts. 

Source:  JAMA  1990;264:2919-2922.  Copyright  1990,  American  Medical  Association. 
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TABLE  3 — Recommended  Standard  Prophylactic 
Regimen  for  Dental  Oral,  or  Upper  Respiratory 
Tract  Procedures  in  Patients  Who  Are  at  Risk* 


Drug  Dosing  Regimen** 

Standard  Regimen 

3.0g  orally  1 h before  procedure;  then 
l.Sg  6 h after  initial  dose 
Amoxicillin/ Penicillin- Allergic  Patients 
Er3rthromycin  ethylsuccinate,  SOOmg,  or 
erythromycin  stearate,  l.Og,  orally  2 h 
before  procedure;  then  half  the  dose  6 h 
after  initial  dose 

300mg  orally  1 h before  procedure  and 
ISOmg  6 h after  initial  dose 


^Includes  those  with  prosthetic  heart  valves  2md  other  high-risk  pa- 
tients 

ij  **Initial  pediatric  doses  are  as  follows:  amoxicillin,  SOmg/kg;  eryth- 
I romycin  ethylsuccinate  or  erythromycin  stearate,  20mg/kg;  and  clin- 
I damycin,  lOmg/kg.  Follow-up  doses  should  be  one  half  the  initial  dose, 
j Total  pediatric  dose  should  not  exceed  total  adult  dose.  The  following 
weight  reuiges  may  also  be  used  for  the  initial  pediatric  dose  of  amox- 
icillin: < 15kg,  750mg;  15  to  30kg,  500mg;  and  > 30kg,  3000mg  (full 
adult  dose). 

Source:  JAMA  1990;264:2919-2922.  Copyright  1990,  American  Med- 
ical Association. 


TABLE  5 — Regimens  for  Genitourinary/ 
Gastrointestinal  Procedures 


Drug  Dosage  Regimen* 

Standard  Regimen 

Ampicillin,  gentamicin,  Intravenous  or  intramuscular 

and  amoxicillin  administration  of  ampicillin,  2.0g 

plus  gentamicin,  l.Smg/kg  (not  to 
exceed  80mg),  30  min.  before 
procedure;  followed  by 
amoxicillin,  l.Sg  orally  6 h after 
initial  dose;  alternatively,  the 
parenteral  regimen  may  be 
repeated  once  8 h after  initial  dose 

Ampicillin/ Amoxicillin/ Penicillin-allergic  Patient  Regimen 
Vaoicomycin  emd  Intravenous  administration  of 

gentamicin  vancomycin,  1 .Og,  over  over  1 h 

plus  intravenous  or  intramuscular 
administration  of  gentamicin, 
l.Smg/kg  (not  to  exceed  80mg),  1 
h before  procedure;  may  be 
repeated  once  8 h after  initial  dose 

Alternate  Low-Risk  Patient  Regimen 
Amoxicillin  3.0g  orally  1 h before  procedure 

then;  l.Sg  6 h after  initial  dose 


* Initial  pediatric  doses  are  as  follows:  ampicillin,  50mg/kg;  eunoxicillin, 
50mg/kg;  gentamicin,  2.0mg/kg;  and  vancomycin,  20mg/kg.  Follow-up 
doses  should  be  half  the  initial  dose.  Total  pediatric  dose  should  not 
exceed  total  adult  dose. 

Source:  JAMA  1990;  264:2919-2922.  Copyright  1990,  American  Med- 
ical Association. 


Amoxicillin 

Erythromycin 

or 

Clindamycine 


TABLE  4 — Alternate  Prophylactic  Regimens  for  Dental,  Oral,  or  Upper 
Respiratory  Tract  Procedures  in  Patients  Who  Are  At  Risk 


Drug  Dosing  Regimen* 

Patients  Unable  to  Take  Oral  Medications 
I Ampicillin  Intravenous  or  intramuscular  administration  of  ampicillin 

2.0g,  30  min.  before  procedure;  then  intravenous  or 
intramuscular  administration  of  ampicillin,  l.Og,  or  oral 
administration  of  amoxicillin,  1 .5g,  6 h after  initial  dose 

Amoxicillin/ Amoxicillin/ Penicillin- Allergic  Patients 
Unable  to  Take  Oral  Medications 

1 Clindamycin  Intravenous  administration  of  300mg  30  min.  before 

procedure  and  an  intravenous  or  oral  administration  of 
ISOmg  6 h after  initial  dose 

Patients  Considered  High  Risk  and  Not  Candidates  for  Standard  Regimen 
Ampicillin,  gentamicin  Intravenous  or  intramuscular  administration  of  ampicillin, 
and  amoxicillin  2.0g,  plus  gentamicin,  l.Smg/kg  (not  to  exceed  80mg),  30 

min.  before  procedure;  followed  by  amoxicillin,  1 .Sg,  orally 
6 h after  initial  dose;  alternatively,  the  parenteral  regimen 
I may  be  repeated  8 h after  initial  dose 

Ampicillin/ Amoxicillin/ Penicillin- Allergic  Patients  Considered  High  Risk 
jj  Vancomycin  Intravenous  administration  of  l.Og  over  1 h,  starting  1 h 

before  procedure;  no  repeat  dose  necessary 

i * Initial  pediatric  doses  are  as  follow:  ampicillin,  50mg/kg;  clindamycin,  lOmg/kg;  gentamicin, 
! 2.0mg/kg;  and  vancomycin  20mg/kg.  Follow-up  doses  should  be  one  half  the  initial  dose.  Total 
’ pediatric  dose  should  not  exceed  total  adult  dose.  No  initial  dose  is  recommended  in  this  table 
for  amoxicillin  (25mg/kg  is  the  follow-up  dose). 

Source:  JAMA  1990;  264:299-2922.  Copyright  1990,  American  Medical  Association. 


selected  should  be  based  upon  the 
bacterial  susceptibility  pattern  at  the 
individual  hospital.  In  general,  a 
“first-generation”  cephalosporin  is 
most  often  used.  In  general,  pro- 
phylaxis should  be  started  shortly 
before  surgery,  repeated  during 
prolonged  surgery,  and  continued 
for  24-36  hours  postoperatively. 

All  physicians  deciding  on  pro- 
phylaxis or  antibiotic  prophylaxis 
for  bacterial  endocarditis  are  urged 
to  carefully  study  the  full  original 
article  in  JAMA^  The  principal 
changes  in  the  new  recommenda- 
tions include  shorter  periods  of  an- 
tibiotic coverage  and  increased  use 
of  oral  antibiotics.  These  changes 
should  improve  compliance  and 
decrease  cost  while  maintaining 
satisfactory  prophylaxis. 

References 
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Switch,  And 
Y)u’re  Covered 


Switch  to  MAG  Mutual  under  Prior  Acts  Coverage  and  there’s  no  need  to  purchase 
expensive  tail  coverage  from  your  previous  carrier. 

Prior  Acts  is  available  from  MAG  Mutual  at  no  additional  cost.  And  you’ll  be  covered 
yesterday,  today,  and  tomorrow  by  a company  owned  and  directed  by  Georgia  physicians  for 
Georgia  physicians. 

^u  belong  with  MAG  Mutual.  For  information,  call  (404)  842'5600. 

Tbll'free,  call  F800'282'4882. 

MAG  MUTUAL  INSURANCE  COMPANY 

You  Dont  Just  Oim  The  Policy,  You  Own  The  Company. 
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Endorsed  by  the  Medical  Association  of  Georgia  and  the  Georgia  Academy  of  Family  Physicians. 
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Cholesterol  Testing  and 
Standardizatbn 

Gerald  R.  Cooper,  M.D.,  Ph.D.,  Gary  L.  Myers,  Ph.D. 


Numerous  epidemiologic  and 
clinical  investigations  have 
emonstrated  that  elevated  serum 
)tal  cholesterol  levels  are  a major 
sk  factor  for  coronary  heart  dis- 
ease (CHD).  Researchers  conduct- 
ig  the  Framingham  Heart  Study 
ave  observed  that  the  incidence  of 
'HD  clinical  symptoms  greatly  in- 
reases  as  serum  total  cholesterol 
svels  rise  in  subjects  with  serum 
alues  above  200  mg/dL  (5.17  mmol/ 
Tissue  studies  indicate  a direct 
ielationship  between  the  level  of 
erum  cholesterol  and  the  quantity 
j)f  plaques  on  coronary  vessels. ^ 
Total  serum  cholesterol,  therefore, 
fias  been  demonstrated  scientifi- 
cally to  be  one  of  the  major  risk 
pctors  for  coronary  heart  disease, 
(his  scientific  evidence  led  to  the 
iormation  of  an  expert  committee 
)f  the  World  Health  Organization 
whose  task  was  to  determine 
whether  increased  levels  of  choles- 
ijerol  also  cause  coronary  artery  dis- 
'base  (CAD)  .3 

. Results  from  primary  and  sec- 
ondary prevention  trials  have  estab- 

i|.  
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In  this  discussion, 
procedures  for 
controlling  errors  from 
collection  of  the 
sample  and  for 
standardizing  the 
analytical  procedure 
are  covered. 


lished  the  efficacy  of  both  dietary 
and  pharmacologic  interventions  to 
reduce  the  incidence  of  coronary 
heart  disease  by  lowering  serum  to- 
tal cholesterol  levels.  Efficacy  of 
cholesterol-lowering  diets  varies 
with  the  serum  cholesterol  level.’ 
Intervention  with  single  or  multiple 
dmgs  can  remarkably  reduce  serum 
cholesterol  levels^  and  appearance 

Drs.  Cooper  and  Myers  are  with  the  Clinical  Chem- 
istry Standardization  Activity,  Division  of  Environ- 
mental Health  Laboratory  Sciences,  Center  for  En- 
vironmental Health  and  injury  Control,  Centers  for 
Disease  Control,  Public  Health  Service,  U S,  De- 
partment of  Health  and  Human  Services,  1 600  Clif- 
ton Rd.,  F-20,  Atlanta,  GA  30333.  Send  reprint  re- 
quests to  Dr.  Cooper. 


of  new  lesions  in  human  coronary 
arteries.®  Clinical  trials  across  the 
world  have  documented  that  low- 
ering serum  total  cholesterol  levels 
decreases  the  rate  of  and  mortality 
from  coronary  heart  disease. ^ 
Follow-up  studies  of  clinical  trials 
reveal  that  lowering  of  serum  cho- 
lesterol levels  requires  many  years 
to  influence  the  quality  and  length 
of  life.  About  10.5  years  after  com- 
pletion of  the  Multiple  Risk  Factors 
intervention  Trial  (MRFIT),  follow- 
up evaluations  revealed  a 24%  re- 
duction in  the  death  rate  from  acute 
myocardial  infarction  in  men  who 
received  special  intervention.®  Mor- 
tality rates  were  10.6%  lower  for 
coronary  heart  disease  and  7.7% 
lower  for  all  causes  in  the  men  who 
received  special  intervention.  This 
is  in  contrast  to  findings  of  no  sig- 
nificant difference  at  the  conclu- 
sion of  the  trial.  In  addition,  15-year 
mortality  examination  of  Coronary 
Drug  Project  patients  found  long- 
term benefit  with  niacin  treat- 
ment.Examination  of  the  10-year 
incidence  of  death  from  cardiovas- 
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CLilar  disease  in  men  in  three  co- 
horts (1950,  1960,  and  1970)  indi- 
cated the  10-year  cumulative 
mortality  in  the  1970  cohort  was  43% 
less  than  in  the  1950  cohort  and 
37%  less  than  in  the  1960  cohort.” 
The  MRFIT  and  Framingham  fol- 
low-up studies  conclude  that  what 
a person  does  today  to  decrease 
elevated  serum  cholesterol  levels 
and  minimize  influence  of  other  risk 
factors  determines  the  quality  and 
length  of  life  10  years  later.^’  ” 

Coronary  heart  disease  devel- 
ops secretly  and  silently.  Clin- 
ical manifestations  often  do  not  oc- 
cur until  elevated  plaques  cause 
about  60%  narrowing  of  the  vessel. 
Measurement  of  total  serum  cho- 
lesterol and  detection  of  other  risk 
factors  for  CAD  are  therefore  essen- 
tial for  early  detection  of  potentially 
serious  CAD.  Increased  risk  of  fatal 
CAD  occurs  in  persons  with  ranges 
of  serum  total  cholesterol  values 
previously  interpreted  as  “safe”  or 
“normal.”  Consequently,  interpre- 
tation of  an  individual  patient’s  to- 
tal cholesterol  result  should  not  be 
based  on  the  conventional  range  of 
reference  values,  but  on  the  more 
sensitive  critical  physiologic  cut- 
points.  The  National  Cholesterol 
Education  Program’s  Adult  Treat- 
ment Panel  responded  to  this  need 
by  developing  simplified  uniform 
outpoints  for  men  and  women. The 
Adult  Treatment  Panel  defined  total 
cholesterol  concentrations  of  less 
than  200  mg/dL  (5.17  mmol/L)  as 
desirable]  between  200  and  239  mg/ 
dL  (5.17-6.18  mmol/L)  as  border- 
line-high]  and  greater  than  240  mg/ 
dL  (6.21  mmol/L)  as  high  blood 
cholesterol.  These  outpoints  were 
designed  to  classify  patients  ac- 
cording to  serum  total  cholesterol 
levels  for  tentative  risk  considera- 
tions. Definitive  risk  to  CAD  was  as- 
signed to  outpoints  of  low-density 
lipoprotein  cholesterol  and  detec- 
tion of  other  risk  factors. 

Correct  classification  of  patients 
by  total  cholesterol  outpoints  de- 


Increased  risk  of  fatal 
CAD  occurs  in  persons 
with  ranges  of  serum 
total  cholesterol  values 
previously  interpreted 
as  “safe*’  and 
“normal.” 


mands  previously  unheard  of  pre- 
cision and  accuracy  of  analytical 
measurements  and  strict  adher- 
ence to  proper  guidelines  for  col- 
lection of  samples.'^  Control  of  bi- 
ologic sources  of  variation  is  also 
very  important  in  minimizing 
sources  of  measurement  error;'^  '^ 
however,  in  this  discussion,  we  will 
only  cover  procedures  for  control- 
ling errors  from  collection  of  the 
sample  and  for  standardizing  the 
analytical  procedure. 

Sample  Collection  Problems  and 
Standardization 

Prominent  sources  of  variation  in 
total  cholesterol  results  can  arise 
from  fasting,  posture,  collection 
tubes,  anticoagulants,  venous  oc- 
clusion, venous-capillary  differ- 
ences, and  exercise  before  sample 
collection.'^ 

Fasting.  Fasting  is  not  consid- 
ered necessary  for  total  cholesterol 
measurements,  since  the  average 
of  total  cholesterol  measurements 
for  a group  of  patients  shows  insig- 
nificant variations  during  the  day. 
Individuals,  however,  can  be 
grouped  into  slightly  increased,  not 
increased,  and  slightly  decreased 
total  cholesterol  groups  that  change 
less  than  5%  during  the  day.'®  For 
best  results,  serum  should  be  col- 
lected from  a patient  at  the  same 
time  of  day  and  at  the  same  time 
after  a meal. 

Posture.  Whether  the  patient  is 
lying  down,  sitting,  or  standing  in- 
fluences greatly  the  serum  total 


cholesterol  result.  Changing  posi 
tion  from  lying  down  to  standing  r 
can  cause  a difference  of  10%  t<  : 
15%  in  the  total  cholesterol  serun 
result.”'  The  sympathetic  nervou 
system  influences  postural  effect 
on  the  lipid  levels  as  well  as  bloo( 
volume  changes.'®  The  large  pos  ’ 
tural  effect  on  the  measurement  c 
total  cholesterol  has  caused  somi 
hospitals  to  use  different  referenc 
values  for  clinics  and  hospital  pa' 
tients.  The  patient  should  remain  ii 
the  same  position  for  at  least  5 min; 
utes  before  the  blood  sample  is  col 
lected.  , 

Collection  Tubes  emd  Anticoag 
ulants.  Contaminants  in  or  unusua: 
absorption  of  cholesterol  on  inter; 
nal  surfaces  of  the  collection  tub( 
can  cause  errors  in  cholesterol  re; 
suits.'®  Before  1990,  the  use  of  1 j 
of  EDTA  per  liter  decreased  the  leve; 
of  total  cholesterol  in  plasma  b;l 
about  3%,  but  recently  the  amounl 
of  EDTA  in  blood  collection  tubej 
has  been  50%  greater  than  whei; 
the  3%  value  was  established  am; 
has  resulted  in  plasma  total  chc! 
lesterol  levels  that  are  about  4.79' 
lower  than  those  in  serum  sam| 
ples.'^  Blood  collection  tube 
should  always  be  completely  filler 
when  plasma  will  be  separated. 

Venous  Occlusion.  Venous  oc; 
elusion  with  a tourniquet  applieo 
up  to  1 minute  has  no  detectable 
effect  on  serum  lipids.'®  The  tour; 
niquet  should  be  released  as  soor 
as  the  blood  begins  to  flow  into  tht 
collection  tube. 

Venous-Capillary  Differences 

Researchers  agree  that  venous-cap 
illary  differences  exist,  but  they  dis 
agree  about  relation,  degree,  am; 
sources  of  individual  variation.®"® 
Therefore,  vascular  source  of  spec’ 
imen  should  be  recorded.  J 

Exercise.  Since  posture  and  ex, 
ercise  are  interrelated,  subject.; 
should  correct  dehydration,  rest: 
and  be  in  selected  posture  positior 
for  at  least  15  minutes  before  col 
lection  of  sample  if  they  had  in 
tense  exercise  immediately  beforf 
arrival. 


I 


I 

f 

I 

Analytical  Problems  and  Stand- 
jardization.  The  major  analytical 
problems  today  arise  from  im- 
jproper  calibration  of  some  analyt- 
(ical  and  screening  procedures  and 
(matrix  error  from  reference  mate- 
rials.These  are  problems  in- 
lerent  with  enzymatic  analytical 
procedures  that  are  applied  to  high 
technology  instruments,  and  they 
must  be  resolved  in  order  for  lab- 
oratories to  provide  total  choles- 
terol results  that  meet  the  National 
Cholesterol  Education  Program’s 
accuracy  goal  of  3%  bias  when 
compared  with  the  National  Refer- 
ence System  for  Cholesterol. The 
National  Reference  System  for  Cho- 
lesterol (NRS/CHOL)  was  estab- 
lished by  the  National  Committee 
for  Clinical  Laboratory  Standards  to 
promote  greater  accuracy  in  blood 
cholesterol  measurements.  It  is 
comprised  of  a National  Institute  of 
Standards  and  Technology  (NIST) 
definitive  method,^'  a Centers  for 
Disease  Control  (CDC)  reference 
method, and  an  NIST-certified  pure 
cholesterol  standard  (NIST/SRM 
i911b),  along  with  certified  serum- 
based  secondary  reference  mate- 
trials. 

These  matrix  effects  complicate 
standardization  of  cholesterol 
measurements  because  different 
'methods  may  produce  different  re- 
sults for  the  same  reference  mate- 
rial. The  current  recommendation 
for  circumventing  the  problem  of 
matrix  effects  is  to  complete  a di- 
rect comparison  of  the  test  method 
with  the  cholesterol  reference 
method  by  using  split  “fresh”  pa- 
tient specimens. 

I To  facilitate  access  to  the  NRS/ 
CHOL  by  clinical  laboratories  and 
manufacturers,  CDC  established  a 
national  network  of  cholesterol  ref- 
erence method  laboratories.^^  A list 
of  participating  network  laborato- 
ries and  contact  persons  is  pre- 
sented in  Table  1 . 

Physicians  can  be  assured  they 
receive  high  quality  cholesterol  re- 
sults by  asking  the  laboratory  di- 
rector whether  the  cholesterol  an- 


TABLE  1 — National  Reference  Method  Laboratory  Network 
Participating  Laboratories 


State  Laboratory  of  Hygiene 

University  of  Wisconsin 
Center  for  Health  Sciences 
465  Henry  Mall 
Madison,  W1  53706 

Contact  Person:  David  Hassemer,  M.S. 
Telephone:  (608)  263-3692 

Pennsylvania  State  Department  of 
Health 

Bureau  of  Laboratories 
Division  of  Chemistry  and  Toxicology 
P.O.  Box  500 
Exton,  PA  19341-0500 
Contact  Person:  Irene  Daza 
Telephone:  (215)  363-8500 
Biochemical  Epidemiology  and  Lipid 
Research  Core  (BELRC)  Laboratory 
Division  of  Epidemiology 
School  of  Public  Health 
Stadium  Gate  27 
611  Beacon  Street,  S.E. 

Minneapolis,  MN  55455 
Contact  Person:  John  Belcher,  Ph.D. 
Veronica  Hill 

Telephone:  (612)  624-2183 
Northwest  Lipid  Research  Center 

Core  Laboratory 
2121  N 35th  Street 
Seattle,  WA  98103 
Contact  Person:  Santica  Marcovina, 
Ph.D. 

Telephone:  (206)  685-3327 

USDA  Human  Nutrition  Research 
Center  on  Aging  at  Tufts  University 

711  Washington  Street,  Room  501 
Boston,  MA  02111 
Contact  Person:  Judy  McNamara 
Telephone:  (617)  556-3104 


Baylor  College  of  Medicine 

Mail  Station  F-701,  Room  F-740 
6565  Fannin 
Houston,  TX  77030 
Contact  Person:  Charlie  Rhodes 
Telephone:  (713)  790-4351 
The  Cleveland  Clinic  Foundation 
Department  of  Biochemistry,  L-11 
9500  Euclid  Avenue 
Cleveland,  OH  44195 
Contact  Person:  Joan  David  Waletzky 
Telephone:  (216)  444-8301 
New  York  State  Department  of  Health 
Wadsworth  Center  for  Laboratories 
and  Research 
Empire  State  Plaza 
Albany,  NY  12201 
Contact  Person:  Robert  Rej,  Ph.D. 
Telephone:  (518)  474-6814 
Washington  University  School  of 
Medicine 

Lipid  Research  Center 
4566  Scott  Avenue,  Box  8046 
St.  Louis,  MO  63110 
Contact  Person:  Thomas  Cole,  Ph.D. 
Telephone:  (314)  362-3522 
International  Participant: 

Rotterdam  University  Hospital 
“Dijkzigt”,  Depart,  of  Clin.  Chem. 

Lipid  Reference  Laboratory 
3015  G D Rotterdam 
The  Netherlands 

Contact  Person:  Geert  J.M.  Boerma, 
Ph.D. 

Telephone:  033-01-4633493/4633543 


alytical  system  has  been  validated, 
either  by  the  manufacturer  or  lab- 
oratory, through  a national  refer- 
ence method  laboratory. 

Matrix  problems  are  present  also 
in  some  desktop  analysers.  When 
tested  by  experienced  laboratori- 
ans,  some  studies  indicate  the  so- 
called  physician’s  office  or  screen- 
ing analyzers  meet  public  screen- 
ing recommendations  of  the  Na- 
tional Cholesterol  Education 
Program.  Reports  from  the  field, 
however,  reveal  that  problems  oc- 
cur when  these  analyzers  are  in  the 
hands  of  inexperienced  and  un- 
trained users.  Screening  programs 
and  physicians  deciding  to  use 


desktop  analyzers  should  follow  the 

recommendations  of  the  NHLBl: 

(1)  Meet  NCEP  performance  stand- 
ards. 

(2)  Have  operators  attend  one  day 
of  class  and  undergo  hands-on 
instruction. 

(3)  Ensure  that  control  samples 
meet  limits  of  performance  over 
a 2-week  period. 

(4)  Use  only  analyzers  that  meet 
NCEP  performance  standards. 

(5)  Make  daily  comparisons  on 
split  samples  with  a certified 
laboratory  traceable  to  the  NRS/ 
CHOL. 

(6)  Collect  and  handle  samples  in 
accordance  with  current  Na- 
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tional  Institutes  of  Health  and 
CDC  guidelines  for  the  preven- 
tion of  infection  in  health  care 
workers. 
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YOHIMBINE  HCI 


CBE  Works  for  You 


* DesGriptfon:  Yohimbine  is  a 3a*15a'20B*17a-hybroxy  Yohimbine-1 6a-car- 
^ boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 

■ Also  in  Rauwolfia  Serpentina  (L)  Bendi.  Yohimbine  is  an  indolalkylamine 

alkaloid  witii  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1712  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride.  * _ 

: AcUm;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
: action  on  peripheral  blood  vessels  resembles  drat  of  reserpine,  though  it  is 
weaker  arrf  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
'“system  effect  is  to  increase  parasympathetic  (choiinergic)  and  decrease 
^pattietic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
, performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
“^renergic  blockade  which  may  theoretically  result  in  increased  penile  inflow, 
? decreased  penite  outflow  or  both. 

Yohimbine  exerts  a stfmutating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  doSage 
" althoughtheyappeartorequirehighdosesofthedrug.  YohMne  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  h^othalmic  centers  and 
I release  of  posterior  pituitary  hormone. 
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standards  in  technology,  research  and  treatment. 

You’ll  find  our  state  of  the  art  facility  impres- 
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thousands  of  Atlantans  because  above  all,  our 
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The  Exercise  Standards  from  the 
American  Heart  Associaticn  — 

A Commentary 

Gerald  F.  Fletcher,  M.D. 


ONSIDERABLE  EVIDENCE  existS  tO 
support  that  regular  dynamic 
hysical  activity  can  increase  car- 
iovascular  functional  capacity,  aid 
fforts  in  reducing  risk  factors  for 
oronary  disease,  and  likely  play  a 
ivorable  role  in  both  primary  and 
econdary  prevention  of  cardiovas- 
ular  disease.  A number  of  studies 
nd  observations  in  recent  years 
upport  this  belief,  and  current 
tudies  and  observations  underway 
vill  likely  enhance  this  support  for 
the  benefits  of  physical  activity.’^ 
ijrhe  Exercise  Standards  published 
the  December,  1990,  issue  of  Cir- 
culation are  an  update  and  revision 
^)f  previous  standards  to  address 
ixercise  testing  and  training  of  nor- 
al,  healthy  individuals,  and  those 
ith  cardiovascular  disease. 

The  purpose  of  this  commentary 
s to  quote,  paraphrase,  and  high- 
ight  the  key  issues,  emphasize  new 
nd  different  trends,  and  address 
nd  explain  some  new  standards 
hat  may  be  of  special  interest  (and 
erhaps  of  concern)  to  health 
brofessionals,  the  legal  profession, 


Symptoms  and  signs  of 
ischemia  induced  by 
exercise  testing  are 
clinically  important, 
and  their  combinations 
influence 
interpretation. 


the  insurance  industry,  and  the 
public  in  general  who  may  use  these 
standards. 

Exercise  Testing 

Dynamic  exercise  is  preferred  for 
testing  because  it  imposes  a vol- 
ume rather  than  a pressure  stress 
on  the  heart,  and  it  can  be  gradu- 
ated. However,  most  activities  usu- 
ally combine,  in  varying  degrees, 
both  types  of  exercise.  An  impor- 


Dr.  Fletcher  is  Professor  and  Chairman,  Depart- 
ment of  Rehabilitation  Medicine,  Professor  of  Med- 
icine (Cardiology),  Emory  University  School  of 
Medicine;  and  Medical  Director,  Emory  Health  Pro- 
gram, Atlanta.  His  address  is  1441  Clifton  Rd  NE, 
Atlanta,  GA  30322. 


tant  basic  principle  of  exercise 
physiology  is  that  oxygen  con- 
sumption (V02)  and  myocardial  ox- 
ygen consumption  have  distinct  de- 
terminants and  methods  of 
measurement  or  estimation.  Al- 
though they  are  directly  related,  this 
relation  can  be  altered,  for  exam- 
ple, by  training  and  Beta-blockers. 
Each  is  important,  both  in  the  test- 
ing and  training  setting.  Heart  rate 
response  to  maximum  dynamic  ex- 
ercise is  dependent  on  numerous 
factors,  but  particularly  age  and 
health.  Although  a regression  line 
of  220-age  is  fairly  reproducible,  the 
scatter  around  this  line  is  sizable 
(1  SD  equals  12  beats/min),  making 
age-predicted  maximum  heart  rate 
relatively  limited  for  clinical  pur- 
poses. Therefore,  exercise  testing 
is  necessary  to  properly  designate 
a maximal  heart  rate  for  clinical  ap- 
plication. Exercise  testing  should 
be  done  under  supervision  of  a phy- 
sician who  is  appropriately  trained 
to  conduct  such  tests  and  to  inter- 
pret the  test  results.  However,  the 
degree  of  supervision  (physician. 


BRUARY  1991,  Vol.  80 


89 


nurse,  or  exercise  specialist) 
needed  for  a given  test  can  be  de- 
termined by  the  clinical  status  of 
the  patient  being  tested. 

Electrode  placement  for  exercise 
testing  affects  ST  segment  slope  and 
amplitude.  The  various  placements 
do  not  result  in  comparable  wave- 
forms for  analysis.  For  comparison 
to  the  resting  12-lead  recording,  arm 
and  leg  electrodes  should  be  moved 
to  the  wrists  and  ankles,  with  the 
patient  in  the  supine  position.  Com- 
plete 12-lead  tracings  during  exer- 
cise are  not  needed  in  many  indi- 
viduals with  normal  resting  ECGs. 
However,  they  are  necessary  in  pa- 
tients with  arrhythmias,  Q waves 
consistent  with  myocardial  dam- 
age, or  symptoms  suggestive  of  cor- 
onary spasm,  and  when  evaluating 
severity  of  disease  in  patients  with 
known  coronary  artery  disease 
(CAD). 

It  is  important  to  adjust  or  select 
the  treadmill  or  cycle  ergometer 
protocol  to  the  patient  being  tested. 
The  optimum  protocol  is  6-12  min- 
utes. Exercise  capacity  should  be 
reported  in  metabolic  equivalents 
(3.5  ml/kg/min  ofVo2  consumed  = 

1 MET)  (METs)  rather  than  minutes. 
Symptoms  and  signs  of  ischemia 
induced  by  exercise  testing  are 
clinically  important,  and  their  com- 
binations influence  interpretation. 

An  exercise  capacity  of  5 METs 
or  less  is  associated  with  a poor 
prognosis  in  patients  less  than  65 
years  old.  In  the  immediate  post- 
myocardial  infarction  period,  5 
METs  is  the  usual  exercise  limit;  10 
METs  is  considered  an  adequate 
level  of  training.  In  a patient  with 
ischemia,  10  METs  is  associated 
with  no  improvement  in  survival 
with  coronary  artery  bypass  surgery 
(CABS)  versus  medical  manage- 
ment. An  exercise  capacity  of  13 
METs  indicates  a good  prognosis 
despite  abnormal  exercise  test  re- 
sponses. Only  well-trained  aerobic 
athletes  can  achieve  20  METs.  Ejec- 
tion fraction  does  not  necessarily 


The  nonselective  use  of 
exercise  testing  for 
screening  apparently 
healthy  individuals 
should  be  discouraged 
because  of  the  poor 
predictive  value  of 
minimum  (1  mm)  ST 
segment  depression. 


predict  exercise  capacity. 

A drop  in  systolic  blood  pressure 
below  standing  rest  during  exercise 
is  associated  with  increased  risk  in 
patients  with  a prior  myocardial  in- 
farction or  myocardial  ischemia. 
Abnormalities  of  exercise  capacity, 
systolic  blood  pressure,  and  heart 
rate  response  to  exercise  may  be 
due  to  either  left  ventricular  dys- 
function or  ischemia. 

The  probability  and  severity  of 
CAD  are  directly  related  to  the  de- 
gree of  J-junction  depression  and 
are  inversely  related  to  the  slope  of 
ST  segment  (i.e.,  the  greater  the 
depression  and  the  downslope,  the 
more  likely  and  more  severe  CAD). 
Severe  transmural  ischemia  is  the 
mechanism  for  ST  segment  eleva- 
tion during  exercise  in  patients 
without  prior  myocardial  infarction 
or  diagnostic  Q waves  on  the  rest- 
ing ECG.  It  locates  the  site  of  is- 
chemia in  contrast  to  ST  depres- 
sion, which  does  not."* 

In  patients  with  variant  angina, 
ST  segment  elevation  occurs  during 
spontaneous  anginal  episodes  and 
frequently  at  rest.  During  exercise, 
ST  segment  elevation  has  been  re- 
ported in  about  30%  of  these  pa- 
tients. A reversible  thallium-201 
perfusion  defect  usually  corre- 
sponds to  the  site  of  ST  elevation. 
Many  patients  with  ST  elevation 
have  coexistent  ST  segment  depres- 
sion in  other  leads  and  ventricular 
arrhythmias  appear  to  be  more  fre- 


quent in  patients  with  ST  elevatioi* 
A multitude  of  factors  affect  th 
R wave  amplitude  response  to  e; 
ercise,  and  the  response  does  nt 
have  diagnostic  significance. 

Sensitivity  and  specificity  are  ii 
versely  related,  affected  by  the  poi! 
ulation  tested,  and  determined  t 
the  choice  of  a cut  point  or  dij 
criminant  value. 

In  postmyocardial  infarction  p<j 
tients,  clinical  judgment  identifit 
patients  at  highest  risk.  ST  change 
are  not  as  predictive  as  an  abno 
mal  systolic  blood  pressure  n 
sponse  (early  drop  of  20  mm  Hg  ( 
more  below  baseline  or  a flat  n 
sponse  for  the  duration  of  the  tes 
or  poor  exercise  capacity.  Exercis' 
induced  ST  segment  depression  aj; 
pears  to  be  associated  with  ii 
creased  risk  in  patients  without  d 
agnostic  Q waves. ^ i 

The  definition  of  exercise-ii 
duced  hypotension  is  of  cruci. 
importance  in  the  evaluation  of  tfj 
exercise  test  response.  A drop  i 
systolic  blood  pressure  beloi 
preexercise  values  is  the  most  on! 
inous  criterion;  a drop  of  20  mi 
Hg  or  more  without  a fall  belo 
preexercise  values  has  little,  if  an; 
predictive  value.  Exercise-induce 
hypotension  can  be  related  to  eitht 
left  ventricular  dysfunction  (as  r' 
fleeted  by  myocardial  infarctio 
status)  or  ischemia.  Exercise-ii 
duced  hypotension  that  is  not  a 
sociated  with  either  of  these  facto: 
appears  to  be  benign. 

in  patients  with  stable  CAD,  stui 
ies  comparing  angiographic  fini 
ings,  cardiac  events,  and  the  d:i 
ferential  outcome  of  CAE' 
compared  with  medical  therapy  r 
veal  the  exercise  test  to  have  pro! 
nostic  power.  These  studies  ino 
cate  that  patients  with  marke 
degrees  of  ST  segment  depressici 
(i.e.,  greater  than  2 mm,  in  multip 
leads,  and  prolonged  into  recover 
accompanied  by  poor  exercise  c 
pacity,  exertional  hvpotension,  pr 
mature  ventricular  contraction 


Journal  of  fj 


90 


ingina,  or  all  of  the  above  are  at 
ncreased  risk  of  having  triple-ves- 
jiel  or  left  main  disease  and  a poor 
orognosis. 

' The  nonselective  use  of  exercise 
lesting  for  screening  apparently 
lealthy  individuals  should  be  dis- 
pouraged  because  of  the  poor  pre- 
dictive value  of  minimum  (1  mm) 
)T  segment  depression.  Unfortu- 
jiately,  this  abnormal  response  may 
ead  to  psychologic  and  vocational 
Usability  as  well  as  unnecessary 
nedical  expense  and  risk.  In  these 
ndividuals,  the  test  is  most  helpful 
or  motivational  purposes  and  for 
setting  exercise  prescriptions.  Only 
lombinations  of  other  abnormal  re- 
sponses and  2 mm  ST  depression 
should  be  considered  predictors  of 
ncreased  risk  of  cardiovascular 
wents  in  asymptomatic  men. 

There  is  substantial  evidence  to 
support  the  use  of  exercise  testing 
is  the  first  noninvasive  step  after 
he  history,  physical  examination, 
md  resting  ECG  in  the  prognostic 
evaluation  of  patients  with  CAD.  Ex- 
ercise testing  accomplishes  both 
purposes  of  prognostic  testing:  it 
provides  information  about  the  pa- 
ient’s  status  and  is  helpful  when 
Tiaking  recommendations  for  op- 
imum  management.  Some  studies 
eveal  that  the  value  of  exercise 
esting  for  risk  stratification  is  en- 
hanced by  the  addition  of  radio- 
puclide  imaging,  particularly  with 
,>ubmaximum  testing  after  an  un- 
fcomplicated  myocardial  infarction. 
Exercise  test  results  enhance  selec- 
tion of  patients  who  should  undergo 
(Urther  evaluation,  such  as  coro- 
jiary  angiography.  Since  the  exer- 
:ise  test  can  be  performed  in  the 
physician’s  office  and  provides  val- 
Jable  information  about  activity 
levels,  response  to  therapy,  and  dis- 
ability, the  exercise  test  is  the  rea- 
sonable first  choice  for  prognostic 
assessment.  Because  of  its  wide- 
spread use,  the  exercise  test  can 
have  an  enormous  impact  on  cost- 
effective  delivery  of  cardiovascular 
‘icare. 


The  purpose  of  this 
commentary  is  to 
quote,  paraphrase,  and 
highlight  the  key 
issues,  emphasize  new 
and  different  trends, 
and  address  and 
explain  some  new 
standards  in  exercise 
that  may  be  of  special 
interest  to  health 
professionals.  . . . 


Exercise  Training 

The  risks  of  serious  complica- 
tions of  physical  activity  are  highest 
during  vigorous  exercise  and  in  in- 
dividuals with  heart  disease.  Hence, 
screening  should  ensure  that  car- 
diovascular disease  is  not  present 
or  that  physical  activity  is  limited 
to  moderate  intensities  (walking  or 
the  equivalent)  or  is  medically  su- 
pervised. 

The  increase  inVo2max  as  a result 
of  training  normal  individuals  is  due 
to  a higher  maximum  cardiac  out- 
put and  to  greater  extraction  of  ox- 
ygen from  the  systemic  circulation, 
reflecting  both  central  and  periph- 
eral adjustments.  Submaximum 
heart  rate  is  reduced  after  training 
in  normal  individuals,  but  stroke 
volume  is  increased  so  that  cardiac 
output  is  unchanged.  Greater  oxi- 
dative potential  in  the  skeletal  mus- 
cles after  training  probably  contrib- 
utes to  the  higher  Vo2max- 
Submaximum  endurance  is  in- 
creased with  training  due  to 
changes  in  the  muscle  cells,  allow- 
ing more  aerobic  activity  and  pro- 
viding more  glycogen  for  anaerobic 
energy. 

Regular  physical  activity  is  im- 
portant for  health  maintenance. 


Walking  appears  to  be  as  beneficial 
as  more  vigorous  activities.  Some 
benefit  is  apparently  derived  from 
as  little  as  20  minutes  of  low-inten- 
sity exercise  performed  three  times 
per  week.  However,  incremental 
benefits  appear  to  accrue  from  up 
to  2,000  calories  per  week  (20  miles 
of  walking  or  jogging).  There  is  no 
evidence  of  a health  benefit  at  more 
than  2,000  calories  per  week.  Oc- 
cupational activity  provides  ade- 
quate health  benefits  only  when  a 
job  requires  sustained  activities. 
Regular  physical  activity  is  recom- 
mended for  both  men  and  women. 

Physical  activity  should  consist 
of  cardiovascular  exercise  pre- 
ceded by  a warm-up  period  and  fol- 
lowed by  cool-down  period.  Calis- 
thenics are  useful  for  promoting 
strength  and  flexibility  but  probably 
do  not  contribute  to  cardiovascular 
health. 

The  medical  clearance  stratifi- 
cation enables  physicians  to 
classily  individuals  by  activity  and 
to  give  advice  and  options  for  phys- 
ical activity  programs.  Medical 
clearance  should  include  a history 
and  physical  examination  to  assess 
for  evidence  of  cardiovascular  dis- 
ease and/or  major  coronary  risk  fac- 
tors. Based  on  such  data  and  the 
subject’s  age  (<  or  > 40  years), 
further  evaluation  and  exercise  test- 
ing may  be  considered. 

An  activity  classification  is  of- 
fered to  help  the  physician  decide 
on  activity  guidelines,  monitoring, 
and  supervision  required  for  var- 
ious conditions.  This  activity  des- 
ignation pinpoints  the  apparently 
healthy,  those  with  cardiovascular 
disease  who  are  low  risk,  those  with 
disease  who  are  low  risk  but  are 
unable  to  self-regulate  their  activity, 
those  who  are  moderate  to  high  risk 
because  of  their  disease,  and  those 
who  have  unstable  disease  with  ac- 
tivity restrictions. 

Regular  physical  activity  is, 
therefore,  beneficial  in  the  pres- 
ence of  cardiovascular  disease  if 
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prudent  guidelines  are  followed. 
General  guidelines  can  provide  an 
activity  prescription  for  apparently 
well  individuals,  and  the  benefits  of 
exercise  outweigh  the  risks  when 
such  an  approach  is  used. 

The  risks  of  exercise  for  sudden 
cardiac  arrest  and  myocardial  in- 
farction are  higher  in  individuals 
with  known  heart  disease  who  en- 
gage in  vigorous  physical  activity 
such  as  jogging.  Hence,  individuals 
with  heart  disease  should  either  ex- 
ercise under  medical  supervision 
or  restrict  their  activity  to  a mod- 
erate-intensity activity  such  as 
walking.  Monitoring  during  exer- 
cise is  recommended  for  all  indi- 
viduals with  heart  disease  until  tol- 
erance of  the  activity  has  been 
demonstrated. 

Individuals  with  heart  disease  in- 
crease their  working  capacities 
in  much  the  same  way  as  normal 
subjects.  A major  adjustment  that  is 
beneficial  in  patients  with  CAD  is 
the  lowering  of  myocardial  oxygen 
emand,  which  in  turn  lessens  is- 
chemia. Collateral  formation  in  the 
coronary  arterial  tree  and  improved 
myocardial  performance  may  occur 
with  exercise  in  some  cases  but  not 
with  regularity. 

Although  no  reduction  in  fre- 
quency of  myocardial  infarction  has 
been  shown,  regular  physical  activ- 
ity is  associated  with  improved  sur- 
vival when  combined  with  other  in- 
terventions such  as  diet.®  Other 
benefits  include  earlier  discharge 
from  the  hospital  and  greater  like- 


There  is  substantial 
evidence  to  support  the 
use  of  exercise  testing 
as  the  first  noninvasive 
step  after  the  history, 
physical  examination, 
and  resting  EGG  in  the 
prognostic  evaluation 
of  patients  with  CAD. 


lihood  of  returning  to  work  after 
myocardial  infarction. 

Precautions  and  procedures  for 
activity  programs  are  outlined. 
Symptoms  and  signs,  types  of  ac- 
tivity, techniques  of  activity  pre- 
scription, guidelines  for  ECG  mon- 
itoring, types  of  supervised 
programs,  and  requirements  for  ex- 
ercise testing  must  all  be  consid- 
ered. Activities  and  precautions  are 
geared  to  the  severity  of  the  illness. 

With  regard  to  ECG  monitoring, 
it  is  specified  that  all  low  risk  sub- 
jects should  be  monitored  and  su- 
pervised — usually  6-12  sessions. 
For  moderate  to  high  risk  patients, 
monitoring  and  supervision  should 
be  provided  for  6-12  sessions  or 
more.  Medical  supervision  entails 
a physician  being  immediately 
available  (in  the  facility)  for  exer- 
cise classes,  although  the  presence 
of  a properly  trained  nurse  in  the 
exercise  room  is  acceptable  if  the 
physician  is  not  available. 


Assessment  for  employment  pc 
tential  should  include  the  patient' 
illness  and  conditions  of  emplo> 
ment.  Most  patients  can  return  ts 
work  with  few  precautions.  Coop 
eration  with  the  employer  is  esser 
tial  for  optimum  return  to  work. 

It  is  felt  that  these  recently  put 
lished  Exercise  Standards’’  provid* 
the  “state  of  the  art”  for  the  physi; 
cian  and  other  health  profession 
als.  They  are  in  keeping  with  polic; 
of  the  American  Heart  Associatioi 
in  providing  current  updates  in  sci 
ence  applicable  to  clinical  practici 
in  the  area  of  cardiovascular  healtl 
care. 
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Recent  Advances  in  the  Diagnosis 
and  Treatment  of  hfypertensoi 


W.  Dallas  Hall,  M.D. 


Hypertension  continues  to  be 
one  of  the  most  common  dis- 
)rders  seen  in  office  practice.  In  the 
)ast  few  years,  several  advances 
lave  led  to  improved  diagnosis  and 
reatment.  These  can  be  summa- 
ized  briefly. 

Diagnosis 

M-hour  Ambulatory  Blood  Pressure 
Vlonitoring. 

Improved  technology  has  now  led 
o the  development  of  light  weight 
levices  that  can  provide  about  100 
iutomated  blood  pressure  meas- 

ijrements  throughout  the  day  and 
night.'  Twenty-four  hour  monitor- 
[ing  is  not  justified  in  the  great  ma- 
jority of  hypertensive  patients  but 
■:an  be  very  useful  in  deciding  about 
[drug  therapy  in  the  10-15%  of  pa- 
Itients  who  exhibit  “white  coat”  hy- 
Ipertension.  It  is  also  useful  in  tim- 
ing of  drug  dosage  in  those  with 
“yo-yo”  blood  pressure  levels  that 
are  very  high  at  certain  times  of  day 
(early  morning,  job  stresses,  etc.) 
ibut  well  controlled  otherwise. 


Twenty-four  hour 
monitoring  is  not 
justified  in  the  great 
majority  of 
hypertensive  patients, 
but  can  be  very  useful 
in  deciding  about  drug 
therapy  in  the  10-15% 
of  patients  who  exhibit 
‘‘white  coat” 
hypertension. 


Captopril  Stimulation  Test  for  Re- 
novascular Hypertension. 

Recommendations  for  the  use 
and  cautious  interpretation  of  this 
test  were  summarized  in  the  May 
1990  issue  of  this  journal. ^ 


Dr.  Hall  is  a Professor  of  Medicine,  and  Director, 
Division  of  Hypertension,  Emory  University  School 
of  Medicine,  Atlanta.  His  address  is  Emory  Uni- 
versity Hospital,  Ground  Floor  Room  23,  1364  Clif- 
ton Rd.,  Atlanta,  GA  30322. 


'^'I-metaiodobenzylquanidine 
(MIBG)  Scan  for  Pheochromocy- 
toma. 

The  MIBG  scan  is  less  sensitive 
but  more  specific  than  either  the  CT 
scan  or  magnetic  resonance  im- 
aging.'^ It  is  most  useful  for  the  de- 
tection of  extra-adrenal  pheo- 
chromocytomas  or  metastatic  sites. 
The  test  requires  several  weeks  for 
scheduled  delivery  of  the  isotope. 
Follow-up  scans  are  done  3-7  days 
following  the  dose. 

Treatment 

The  J Curve. 

Some  recent  analyses  have  sug- 
gested that  lowering  the  blood  pres- 
sure too  much  may  reverse  the  trend 
for  reduced  mortality  associated 
with  control  of  blood  pressure,  es- 
pecially in  elderly  individuals. The 
issue  remains  quite  controversial  at 
this  time  but  certainly  worthy  of 
consideration  in  patients  who  may 
develop  increased  ventricular  ec- 
topy  or  evidence  of  myocardial  is- 
chemia when  blood  pressure  is 


— 
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lowered  considerably  or  too  rap- 
idly. 

Hypertensive  “Urgencies.  ” 

Patients  with  very  high  levels  of 
blood  pressure  but  no  symptoms  or 
evidence  of  acute  target  organ  dam- 
age can  usually  have  their  blood 
pressure  reduced  gradually  over  a 
period  of  six  to  48  hours. ® Nifedi- 
pine has  been  very  helpful  in  this 
setting,  although  occasional  pa- 
tients exhibit  excessive  and  rapid 
decreases  in  blood  pressure.  Use 
of  the  sublingual  route  of  admin- 
istration is  now  only  rarely  indi- 
cated in  patients  who  are  able  to 
swallow  the  capsule.  This  is  be- 
cause a more  gradual  onset  of  ac- 
tion within  30  minutes  is  usually 
preferable  to  a sudden  decrease 


within  5 to  10  minutes.  Moreover, 
sublingual  absorption  of  nifedipine 
is  negligible,®  and  the  more  rapid 
onset  of  action  merely  represents 
quicker  availability  of  the  liquid 
(versus  capsule)  for  absorption  in 
the  proximal  small  intestine. 
Isolated  Systolic  Hypertension. 

In  winter,  1991,  the  Systolic  Hy- 
pertension in  the  Elderly  Trial 
(SHEP)  will  complete  5-year  follow- 
up on  4,736  elderly  patients  with 
isolated  systolic  hypertension  (i.e., 
ISH,  a SBP  of  160  mm  Hg  or  more 
and  a DBP  below  90  mm  Hg)  ran- 
domized to  treatment  with  either 
placebo  or  active  drug  therapy.  Re- 
sults of  the  trial  will  be  announced 
in  the  summer  of  1991,  and  will  have 
a major  impact  on  whether  ISH 


should  be  actively  treated  or  le 
alone. 
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Immediate  Periorbital 
Recoistruction  Fblfowing  Mdis 
Surgery:  Three  Case  Studies 

J.L.  Gayton,  M.D.,  David  Kent,  M.D.,  Janice  K.  Ledford,  C.O.M.T. 


' Introduction 

j Immediate  repair  of  periorbital 
lounds  following  Mohs  micro- 
aphic  surgery  has  been  well  doc- 
uented.'  ® This  technique  permits 
tmediate  reconstruction  of  per- 
rbital  defects  with  maximum  con- 
;rvation  of  healthy  tissue  and  high 
tre  rates.  When  cancer  surgery  re- 
ilts  in  facial  deformities,  recon- 
Tuction  should  both  restore  func- 
bn  and  allow  for  a natural  cosmetic 
ppearance.  Thus,  the  repair  tech- 
|ques  chosen  should  address 
action  and  appearance. 

! This  article  presents  three  cases 
" periorbital  reconstruction  im- 
mediately following  Mohs  micro- 
;aphic  surgery. 

Case  Studies 

jse  1. 

I The  first  patient  of  this  series  was 
67-year-old  white  man  with  a basal 
dl  carcinoma  of  the  right  lower 
i.  Mohs  excision  left  a defect 
leasuring  12  x 6 mm,  approxi- 


When  cancer  surgery 
results  in  facial 
deformities, 
reconstruction  should 
both  restore  function 
and  allow  for  a natural 
cosmetic  appearance. 


mately  one-third  of  the  lower  lid, 
including  a portion  of  the  tarsal 
plate. 

The  defect  was  converted  to  a 
pentagon  with  sharp  iris  scissors. 
A semicircular  flap  lateral  to  the  de- 
fect was  fashioned  with  a #15  blade. 
A canthotomy  of  the  inferior  branch 
of  the  lateral  canthal  tendon  was 
then  performed  to  allow  the  flap  to 
advance  and  rotate.  The  tarsus,  lid 
margin,  and  vertical  incisions  were 


Dr.  Gayton  practices  ophthalmology,  Dr.  Kent  prac- 
tices dermatology,  and  Mrs.  Ledford  is  a Certified 
Ophthalmic  Medical  Technologist.  Send  reprint  re- 
quests to  her  at  P.O.  Box  6479,  Warner  Robins,  GA 
31095, 


closed.  The  angle  of  the  lateral  can- 
thus  was  then  reformed  with  poly- 
glycolic  acid  absorbable  suture 
through  the  conjunctiva  and  the  ad- 
vanced flap.  The  donor  area  was 
closed  with  5-0  silk. 

Case  2. 

A 62-year-old  white  man  had  just 
undergone  Mohs  excision  of  an  ex- 
tensive recurrent  basal  cell  carci- 
noma. This  procedure  resulted  in  a 
defect  of  the  left  cheek  as  well  as 
full  thickness  of  the  left  lower  lid 
measuring  45  x 60  mm.  Various 
branches  of  the  Vll  cranial  nerve 
were  sacrificed  as  well.  The  repair 
involved  (1)  a myocutaneous  flap 
from  the  left  upper  lid  to  the  left 
lower  lid,  (2)  a conjunctival  graft, 
(3)  a tarsorrhaphy,  and  (4)  a full 
thickness  skin  graft. 

(1)  A myocutaneous  flap  was  ob- 
tained from  the  left  upper  lid.  The 
graft  area  was  first  marked  on  the 
lid  and  then  incised.  Skin  and  mus- 
cle were  subsequently  dissected, 
leaving  the  flap  attached  at  the  base. 

(2)  Next  a lid  speculum  was  in- 
serted to  expose  the  bulbar  con- 
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junctiva  of  the  left  eye.  A conjunc- 
tival graft  was  harvested  from  this 
area  using  hydraulic  dissection  and 
excision.  The  graft  was  sutured  into 
the  defect  of  the  left  lower  lid.  The 
myocutaneous  flap  was  then 
brought  down  to  the  lower  lid  and 
sutured  into  place. 

(3)  A tarsorrhaphy  was  then  done 
to  decrease  corneal  exposure,  since 
the  VII  nerve  was  involved  and  its 
recovery  was  doubtful.  Sharp  iris 
scissors  were  used  to  remove  the 
upper  and  lower  lid  margins  at  the 
lateral  canthus.  The  canthus  was 
then  closed. 

(4)  Graft  template  material  was 
placed  over  the  remaining  defect 
and  outlined  to  be  25%  larger  than 
the  original  defect  to  allow  for  skin 
contracture  secondary  to  scarring. 
The  template  was  cut  out  and 
placed  over  the  medial  aspect  of 
the  right  upper  arm.  (The  inner  arm 
was  chosen  due  to  severe  actinic 
damage  to  more  preferred  areas.) 
The  graft  was  then  outlined  and 
harvested.  This  full  thickness  graft 
was  sutured  into  place  with  6-0  silk, 
closing  the  remaining  lower  lid  and 
cheek  defect.  The  donor  site  was 
allowed  to  heal  by  granulation. 

Case  3. 

The  third  patient  was  an  80-year- 
old  white  man  who  had  had  Mohs 
surgery  to  excise  a basal  cell  car- 
cinoma of  the  right  lower  lid.  The 
surgical  defect  measured  18  x 20 
mm  in  the  right  medial  canthal  area. 
Part  of  the  lacrimal  canaliculus  had 
been  excised  as  well.  Repair  con- 
sisted of  the  insertion  of  nasolacri- 
mal tubing  and  a rotational  flap. 

The  nasolacrimal  procedure  was 
handled  first.  After  the  nose  was 
packed  with  cocaine,  a 0-0  Bow- 
man probe  was  inserted  from  the 
remaining  upper  canaliculus  down 
into  the  nasolacrimal  duct.  The 
proximal  end  of  the  lower  canalic- 
ulus was  identified  with  the  probe 
as  well.  Silicone  tubing  was  in- 
serted through  the  defect,  down  the 
nasolacrimal  duct,  and  into  the  na- 
sal cavity.  The  cocaine  packs  were 


Excision  via  Mohs 
micro  graphic  surgery 
conserves  more  normal 
tissue  than 

conventional  excision. 
A blood-free  field  with 
negligible  swelling 
makes  the  fresh  tissue 
technique  amenable  to 
prompt  repair. 


removed  from  the  nose  and  the  tub- 
ing pulled  through.  The  ends  of  the 
tubing  were  tied  together  with  5-0 
silk  and  allowed  to  retract  into  the 
nares. 

A blepharoplasty  incision  was 
made  in  the  right  upper  lid  and  a 
skin  muscle  flap  fashioned.  The 
base  of  this  flap  remained  an- 
chored in  the  medial  canthus.  The 
flap  was  rotated  to  cover  the  medial 
canthal  defect  and  sutured  into 
place  with  6-0  mild  chromic. 

Discussion 

Flaps,  grafts,  and  other  recon- 
structive techniques  can  be  used  to 
restore  ocular  function  and  cos- 
mesis  following  Mohs  surgery.  From 
our  experience,  we  have  developed 
the  following  guidelines: 

1.  Myocutaneous  flaps  are  the 
preferred  method  of  repair  when 
possible.  This  provides  a “graft” 
with  an  established  blood  supply. 

2.  When  the  defect  has  no  adja- 
cent area  available  for  a flap,  free 
grafts  are  necessary.  The  usual  do- 
nor sites  are  the  upper  eyelid,  re- 
troauricular  area,  supraclavicular 
area,  or  inner  upper  arm. 

3.  In  cases  where  the  total  lid 
thickness  must  be  reconstructed, 
the  dermal,  tarsal,  and  mucosal 
deficits  must  each  be  replaced.  At 
least  one  layer  of  the  eyelid  should 
be  reconstructed  by  a flap  since 
grafting  all  three  layers  would  prob- 


ably result  in  necrosis.  | 

a.  The  dermal  portion  of  the  re  j 

construction  is  supplied  by  a naf:| 
or  graft  as  outlined  above.  • 

b.  Cartilage  grafts  serve  to  re: 
place  the  tarsal  plate  and  are  gen 
erally  taken  from  the  ear.  An  ap 
propriate  length  is  cut  without  goinj 
through  the  ear  lobe’s  interior  aS’ 
pect.  Any  involved  tendons  may  bci 
sutured  into  the  graft  at  the  site  a 
well. 

c.  A conjunctival  graft  or  flap  i 
indicated  to  supply  the  mucosal  tis 
sue  layer  in  total  lid  construction 
It  is  sutured  to  the  palpebral  aspec 
of  the  flap  or  graft. 

4.  Nasolacrimal  involvement  ne 
cessitates  upper  and  lower  canalic 
ular  probing  followed  by  intuba 
tion.  The  tubing  is  brought  througl 
the  nose,  tied,  clipped,  and  allowet; 
to  slip  back  inside  the  nares. 

5.  A tarsorrhaphy  may  be  nec 
essary  if  lid  closure  is  a problenr 
This  prevents  global  dehydratio: 
and  corneal  necrosis. 

When  considering  the  repair  c 
a marginal  lid  defect,  we  sud 
gest  the  following  criteria:  For  a dej 
feet  involving  up  to  25%  of  the  lie 
primary  closure.  A 25-70%  defec 
could  be  repaired  by  primary  clc 
sure  as  well  if  there  is  enough  la> 
ity. 

If  not,  a semicircular  flap  or  ta 
soconjunctival  (Hughes)  flap  is  ac; 
vised.  Defects  of  70-100%  would  re 
quire  a Hughes  flap  and  skin  gra 
with  a spacer  (cartilage  or  hard  pa 
ate). 

Non-marginal  defects  of  any  siz, 
are  generally  repaired  with  a ski 
graft  (in  the  patient  with  normal  ci 
culation)  or  a myocutaneous  fla 
(if  the  patient’s  circulation  is  poor 

Conclusion 

The  three  cases  cited  represer;  j 
various  methods  of  periorbital  re  i 
construction.  Deciding  which  ted 
nique  is  indicated  in  any  particukj 
case  must  combine  knowledge  an 
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ood  judgment  on  a case-by-case 
lasis.  Excision  via  Mohs  micro- 
raphic  surgery  conserves  more 
lormal  tissue  than  conventional 
txcision.  A blood-free  field  with 
[legligible  swelling  makes  the  fresh 
[issue  technique  amenable  to 
nompt  repair.  Modern  manage- 
(lent  of  skin  lesions  thus  calls  for 
multi-disciplinary  approach  uti- 
lizing the  skills  of  both  the  Mohs 
nd  oculoplastic  surgeon. 


We  know  2.7  million  people 
with  unusually  large  hearts. 

And  we  hope  you’ll  meet  some  of 
them,  too.  They  are  the  enthusiastic 
volunteers  of  the  AHA,  and  they 
generously  donate  their  time  and 
care,  visiting  homes,  schools  and 
workplaces  everywhere,  helping 
millions  learn  how  to  reduce  their 
risk  of  heart  disease.  Without  them, 
our  organization  wouldn’t  be  the 
success  that  it  is.  If  you’d  like  to 
volunteer,  or  simply  learn  more, 
call  or  write  your  nearest 
American  Heart  Association. 

American  Heart 
Association 
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Planning  Ibr  Retirement: 
Some  Practical  Guidelines 
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HEN  IT  COMES  to  planning  for 
retirement,  many  physicians 
,>:nd  to  develop  what  one  might  call 
le  “Scarlet  Syndrome.”  Unfortu- 
ately,  this  “I’ll  think  of  it  all  to- 
lorrow”  approach  causes  many 
hysicians  to  delay  retirement  plan- 
ing until  “tomorrow”  actually 
omes.  And  then  it’s  too  late. 
Retirement  planning  is  crucial, 
pt  only  to  physicians  and  their 
ilimilies,  but  to  their  colleagues  and 
dissociates  as  well.  All  physicians, 
iarticularly  those  who  have  reached 
lieir  early  or  mid  forties,  should  de- 
[jelop  some  written  plan  for  future 
i^tirement. 

The  Solo  Practitioners 

i|  If  you’re  a solo  practitioner,  the 
Ijnticipation  and  planning  for  re- 
jrement  is  particularly  critical.  Too 
jiany  solo  practitioners  simply 
! close  the  door”  when  they  reach 
jBtirement  age.  While  this  is  per- 
|5ctly  acceptable  with  certain  cau- 
ons,  this  option  eliminates  any 
pssibility  for  the  well-deserved  fi- 
iancial  benefits  that  can  result  from 

i 

1- 

,1 
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All  physicians, 
particularly  those  who 
have  reached  their 
early  or  mid  forties, 
should  develop  some 
written  plan  for  future 
retirement. 


the  years  you  have  invested  in 
building  a reputable,  well-estab- 
lished practice. 

A better  strategy  is  to  consider 
recruiting  a younger  associate  who 
will  eventually  become  a partner  in 
your  practice.  This  is  best  done  dur- 
ing your  mid  40s,  when  your  skill, 
reputation,  and  energy  levels  are  at 
their  peak.  Generally  speaking,  a 
solo-practitioner  has  a 10-year  win- 
dow (usually  between  age  45  and 
55)  during  which  he  or  she  can  op- 


Mr.  Matthews  is  Vice  President  of  Paragon  Health 
Management,  a national  health  care  consulting  firm 
headquartered  in  Atlanta.  His  address  is  5901 
Peachtree  Dunwoody  Rd.,  Ste,  BlOO,  Atlanta,  GA 
30328;  PH:404-396-8506. 


timally  bring  on  a new  associate/ 
partner. 

Recruiting  a young  associate  has 
two  main  advantages.  First,  it  helps 
retain  a maximum  value  for  your 
practice.  Typically,  in  a solo  prac- 
tice, patient  and  referral  base  grow 
older  with  the  physician,  ultimately 
causing  a decline  in  practice  value. 
Bringing  a younger  associate/part- 
ner on  board,  can  prevent  this  de- 
cline. Such  an  associate  can  “re- 
vitalize” your  practice  by  both  pick- 
ing up  the  slack  when  your  own 
activity  slows  down  and  by  attract- 
ing new  patients  to  the  practice.  If 
you’re  45  and  bring  in  a young  as- 
sociate, you  can  consider  retiring 
at  age  55  or  60  when  this  associate 
is  in  the  prime  of  his  or  her  practice 
life  cycle.  Because  this  associate 
has  helped  your  practice  continue 
to  operate  as  a viable,  growing  con- 
cern, the  value  of  the  practice  will 
be  worth  considerably  more  than  if 
you  had  remained  a solo  practi- 
tioner. 

The  second  advantage  to  bring- 
ing on  an  associate/partner  is  that 


99 


it  virtually  guarantees  a buyer  for 
your  share  of  the  practice  when  you 
retire.  Selling  your  shares  to  this  as- 
sociate can  add  significant  dollars 
to  your  retirement  income  when 
compared  to  simply  “closing  the 
door”  or  selling  a declining  prac- 
tice as  a solo  practitioner. 

Partnerships  and  Group 
Practices 

Today  it  is  all  too  common  for 
senior  physicians  to  avoid  thinking 
about  retirement  until  the  very  last 
minute.  This  often  results  in  their 
walking  into  their  practices  one  day 
and  abruptly  announcing  plans  to 
retire.  Unfortunately,  this  usually 
puts  the  entire  practice  in  turmoil. 
It  creates  a crisis  situation  in  which 
major  changes  caused  by  the  re- 
tirement must  be  made  in  a very 
difficult  and  compressed  time 
frame. 

When  a senior  doctor  retires,  his 
or  her  shares  of  the  practice  are 
usually  divided  evenly  and  bought 
by  the  remaining  partners.  If  a phy- 
sician announces  retirement  with- 
out sufficient  notice,  practice  part- 
ners may  not  be  able  to  generate 
the  financial  resources  necessary 
to  purchase  the  retiree’s  shares.  This 
usually  results  in  the  corporation 
having  to  purchase  the  shares  which 
causes  a considerable  cash  drain 
on  operating  funds. 

Having  to  redistribute  the  work- 
load creates  another  hardship  on 
practice  partners  when  retirement 
comes  suddenly.  Because  there  is 
usually  not  enough  time  to  recruit 
an  additional  associate  before  the 
retirement  takes  effect,  the  retiree’s 
workload  must  be  divided  among 
the  remaining  physicians.  This  re- 
distributed workload  creates  a great 
deal  of  stress,  confusion,  hardship, 
and  inconvenience  to  physicians 
and  patients  alike. 

Group  practices  can  choose  from 
a variety  of  pre-planned  retirement 
strategies  to  avoid  these  crisis  sit- 
uations. Selecting  the  best  one  re- 
quires consideration  of  the  needs 
of  the  physician  and  practice  alike. 


Strategy  1:  Mandatory 
Retirement  Age 

This  strategy  is  similar  to  the  way 
retirement  is  handled  in  other  in- 
dustries. In  this  instance,  the  prac- 
tice agrees  that  all  principal  phy- 
sicians will  work  to  a specihed, 
mandatory  retirement  age  which  is 
pre-set  and  agreed  on  by  the  cor- 
poration or  partnership.  For  ex- 
ample, a practice  corporation  can 
establish  a mandatory  retirement 
age  at  65.  In  this  case,  all  physi- 
cians within  the  practice  are  ex- 
pected to  work  at  full  capacity  until 
this  designated  retirement  age.  At 
age  65,  the  retiring  physician  sells 
his  or  her  shares  of  the  practice  to 
the  remaining  physicians  and  leaves 
with  no  further  professional  or  fi- 
nancial responsibilities. 

The  advantage  of  this  strategy  is 
that  all  physicians  know  they  are 
treated  equally  and  each  has  ample 
time  to  make  the  necessary  finan- 
cial and  personal  plans  necessary 
to  prepare  for  retirement.  The  draw- 
back is  that  this  strategy  is  inflexi- 
ble and  does  not  allow  room  for 
adjustments  to  meet  the  varying 
needs  and  desires  of  individual 
physicians. 

Strategy  2;  Gradual  Slow-Down 
of  Activity  and  Income 

This  strategy  allows  a retiring 
physician  to  gradually  slow  down 
professional  activity  within  the 
practice  and  take  a reduced  income 
which  reflects  this  stow  down.  This 
retirement  process  can  start  and 
progress  through  any  age,  although 
it  is  most  often  recommended  to 
begin  at  age  55. 

At  age  55,  a physician  choosing 
this  strategy  may  elect  first  to  stop 
weekend  call.  The  physician  and 
practice  then  agree  on  a negotiated 
discount  of  compensation  which 
reflects  this  cut-back  in  activity.  This 
can  be  anywhere  from  10%  to  15%. 
At  age  58,  this  physician  may  elect 
to  discontinue  night  call  — and  re- 
duce income  by  another  10%  to 
15%.  Then,  at  age  60,  this  physi- 


cian, along  with  other  members  ' 
the  practice,  may  decide  whio. 
hospital,  surgical,  diagnostic,  ai 
office  procedures  he  or  she  will  d 
continue  — and  again  reduce  ii 
come  to  reflect  the  declining  wot 
load.  By  age  65,  the  physician  m 
continue  an  office  practice  only,  at 
by  age  70,  he  or  she  may  sell  a 
interest  in  the  practice  to  remaini^ 
partners. 

When  practices  choose  this  o 
tion,  they  usually  award  an  erne 
tus  status  to  the  retiring  physicia 
The  emeritus  status  entitles  tl 
practice  to  maintain  the  retiriii 
physician’s  name  on  the  masthea 
and  allows  the  retiring  physician 
continue  functioning  within  tii 
practice  in  a consulting  capacity  ff 
which  a small  monthly  sala 
(around  $ 1 ,000)  is  paid.  A small  cf 
fice  with  minimal  secretarial  su 
port  is  also  provided. 

This  plan  benefits  both  the  praj 
tice  and  retiring  physician.  It  allo^ 
the  physician  to  maintain  an  acti' 
professional  lifestyle  for  as  long 
possible  and  allows  the  practice 
benefit  from  the  continued  asso< 
ation  with  a well-known  and  r 
spected  member  of  the  medid 
community.  And,  because  the  li- 
tirement  is  gradual,  the  practice  h 
ample  time  to  make  the  appropria 
adjustments  to  prepare  for  the  fi 
retirement. 

Strategy  3:  Gradual  Slow-Dow 
No  Income  Reduction 

This  strategy  is  identical  to  Str- 
egy  2 with  one  very  important  d- 
ference.  There  is  no  reduction  i 
compensation  that  reflects  the  ij- 
tiring  physician’s  reduction  . 
workload.  In  other  words,  evrt 
though  a physician  may  choose  r: 
to  take  weekend  call,  or  may  redu  “ 
his  or  her  workload,  compensatiri 
remains  comparable  to  other  mei- 
bers  of  the  practice.  The  differen  “ 
comes  when  the  retiring  physici.^ 
sells  his  or  her  share  of  the  practi 
to  remaining  physicians.  In  this  ■ 
stance,  the  physician’s  ownersf' 
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iterest  is  worth  less  than  if  he  or 
le  had  taken  a reduced  income 
ecause  the  goodwill  value  has  ac- 
lally  been  drawn  in  advance  of  ac- 
lal  retirement  and  stock  sale, 
herefore,  at  retirement,  the  phy- 
cian’s  shares  are  sold  at  face 
ilue,  reflecting  only  the  hard  asset 
ilue  of  the  corporation  of  partner- 
lip. 

Choosing  whether  or  not  to  re- 
uce  income  as  workload  de- 
reases  (Strategies  2 or  3)  depends 
n the  personal  financial  situation 
f each  retiring  physician.  The  phy- 
cian  who  chooses  to  reduce  in- 
Dme  to  reflect  workload  essen- 
ally  defers  a significant  portion  of 
is  or  her  retirement  income  to  a 
iter  date,  while  the  physician 
hoosing  not  to  reduce  income 
ikes  it  over  a period  of  time  prior 
) full  retirement. 

Strategy  4:  Presentation  of 
Formal  Retirement  Plans  by  a 
Specified  Age 

With  this  strategy,  the  partner- 
lip  or  corporation  agrees  that  every 
hysician  within  the  practice  must 
resent  a formal  retirement  plan  by 
specified  age,  and  that  this  plan 
lust  take  a minimum  of  3 to  5 years 
) take  effect.  In  other  words,  a 
ractice  can  agree  that  all  physi- 
ians  must  announce  retirement 
Ians  by  age  55  (the  age  can  vary), 
ut  the  actual  retirement,  or  “slow- 
own,”  cannot  take  place  until  age 


The  physician  who 
chooses  to  reduce 
income  to  reflect 
workload  essentially 
defers  a significant 
portion  of  his  or  her 
retirement  income  to  a 
later  date,  while  the 
physician  choosing  not 
to  reduce  income  takes 
it  over  a period  of  time 
prior  to  full  retirement. 


58.  If,  for  some  reason,  the  retiring 
physician  defaults  on  the  plan  set 
forth  and  agreed  upon  by  the  prac- 
tice, and  leaves  before  the  desig- 
nated time,  he/she  loses  all  good- 
will value  of  his/her  ownership 
interest  when  they  are  distributed 
and  bought  by  the  remaining  mem- 
bers of  the  practice. 

This  strategy  is  probably  the  most 
effective  and  equitable  for  group 
practice  physicians.  The  major  ad- 
vantage is  that  it  allows  physicians 
to  completely  customize  retirement 
plans  to  meet  individual  prefer- 
ences and  needs.  One  physician, 
for  example,  may  choose  full  re- 
tirement at  age  58,  while  another 


may  choose  to  begin  a gradual  slow- 
down of  activity  that  will  allow  him 
or  her  to  work  in  some  capacity 
through  age  65  or  70. 

Because  the  practice  is  aware  of 
these  plans  well  enough  in  ad- 
vance, it  has  plenty  of  time  to  pre- 
pare for  the  upcoming  retirement. 
If  a senior  physician  chooses  full 
retirement  at  the  end  of  3 years,  the 
practice  can  begin  steps  that  will 
lead  to  the  recruitment  of  another 
full-time  practitioner  to  take  the  re- 
tiring physician’s  place.  If,  on  the 
other  hand,  the  senior  physician 
wants  to  gradually  slow  down  ac- 
tivity, the  practice  may  choose,  in- 
stead, to  implement  a different  plan 
to  address  a gradually  changing 
workload. 

As  we  can  see,  physicians  have 
several  options  when  they 
plan  retirement  in  advance.  Re- 
gardless of  which  option  is  chosen, 
however,  it  is  important  that  each 
plan  be  formally  documented  as  a 
business  agreement  of  the  practice. 
This  can  be  done  by  entering  the 
plan  as  a resolution  in  the  minute 
books  of  professional  corporations 
or  as  an  informal  memo  agreed  to 
by  all  members  of  a partnership. 

Physicians  who  plan  for  retire- 
ment today  can  help  ensure  a more 
comfortable  and  trouble-free  to- 
morrow for  themselves,  and  for  their 
families,  fellow  associates,  and  pa- 
tients as  well. 
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To  help  you  aufomafe  your  practice. 


f you  are  considering  automating 
your  practice  within  the  next 
12  months,  I will  send  you  a free  video 
tape,  which  will  enable  you  to  learn  the 
major  factors  contributing  to  the  success 
or  failure  of  a computer  system  in  a 
medical  practice.  This  tape  gives  you  the 
opportunity  to  draw  on  the  experience 


of  other  practices  that  have  successfully 
automated.  And  you  can  do  this  in  the 
comfort  of  your  home  or  office  with  a 
minimal  time  investment. 


Eiscfnp^ 

Elcomp  Systems,  Inc. 

Foster  Plaza  VI,  681  Andersen  Drive,  Pittsburgh,  PA  15220 
1-800-441-8386 

With  a local  office  in  Atlanta. 


tS?  please  send  me  your  free  video. 


Practice  name 
Address 


City,  State,  Zip 
Phone  


Specialty 


Number  of  Physicians 


^NE  OF  THE  TRULY  intriguing 
L/  features  of  the  American 
ystem  of  jurisprudence  is  its 
fexibility  — the  ability  to 
jCcommodate  technologic 
hanges  never  contemplated  by 
he  drafters  of  the  Constitution. 
liJowhere  is  this  flexibility  more 
jvident  than  in  the  development 
|>f  judicially-created  doctrines 
flesigned  to  deal  with  advances  in 
bodern  medical  technology, 
livery  once  in  a while,  however,  a 
tourt  will  throw  up  its  hands  and, 
jn  essence,  say  “the  legal  system 
j;s  not  capable  of  handling  this 
me  of  matter;  only  the  legislature 
.an  deal  with  it.”  One  such  case, 
nvolving  “wrongful  birth” 
illegations,  is  the  subject  of  this 
nonth’s  Legal  Page. 


‘Wrongful”  Malpractice  Actions 

Brittany  Abelson  was  born  with 
a genetic  chromosomal  disorder 
mown  as  Down’s  Syndrome.  Her 
aarents  brought  suit  against  the 
OB-GYN  group  which  provided 
post-conception  obstetrical  care 
and  treatment.  The  principal 
allegations  brought  against  the 
physicians  were  that  they  failed 
properly  to  counsel  the  mother, 
who  was  37  years  of  age  at  the 
time  of  Brittany’s  birth,  as  to  the 
jnsks  of  her  pregnancy  resulting 
from  her  increased  maternal  age; 
in  particular,  the  parents  alleged 
ithat  the  physicians  failed  to 
inform  the  mother  concerning  the 
|, availability  of  a post-conception 
[idiagnostic  test  called  an 
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Georgia  Supreme  Court  Strikes  Down 
“Wrongful  Birth”  Action 

Robert  N.  Berg* 


•The  Supreme  Court 
has  again  deferred  to 
the  legislature,  this 
time  by  refusing  to 
recognize  a “wrongful 
birth”  action.  We  look 
for  this  debate  to 
continue  in  the 
legislature  in  the 
coming  years.  J 

amniocentesis.  The  parents 
argued  that,  had  the  test  been 
performed  and  the  results 
explained  to  them,  they  would 
have  elected  not  to  go  forward 
with  the  pregnancy. 

After  decisions  by  the  trial  court 
and  the  Georgia  Court  of  Appeals, 
the  suit  ultimately  reached  the 
Georgia  Supreme  Court,'  which 
commenced  its  analysis  by 
distinguishing  among  the  three 
types  of  “wrongful”  malpractice 
actions  asserted  by  the  plaintiffs; 
“wrongful  pregnancy”  actions, 
“wrongful  life”  actions,  and 
“wrongful  birth”  actions. 

According  to  the  Court,  a 
“wrongful  pregnancy”  action  is 


*This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a principal  in  the  law  firm 
of  Vincent,  Chorey,  Taylor  & Fell,  Suite  1700, 
The  Lenox  Building,  3399  Peachtree  Road,  NE, 
Atlanta,  Georgia  30326.  Send  reprint  requests  to 
Mr.  Berg. 


typically  brought  by  the  parents  of 
a child  whose  conception  or  birth 
is  due  to  a physician’s  negligent 
performance  of  a sterilization  or 
abortion  procedure.  In  a well- 
publicized  1984  case, 2 the  Court, 
siding  with  the  vast  majority  of 
other  States,  found  that  such  an 
action  was  “no  more  than  a 
species  of  malpractice,”  and 
authorized  recovery  by  the 
parents.  However,  the  Court  went 
on  to  limit  damages  recoverable 
under  a “wrongful  pregnancy” 
action,  to  those  general  and 
special  damages  incurred  during 
the  pregnancy  of  the  mother  and 
the  delivery  of  the  child.  The  far 
greater  amount  of  damages 
sought  by  the  parents,  relating  to 
the  ordinary  costs  of  raising  the 
child,  were  not  allowed.  The 
Court  reasoned  that,  offsetting  the 
costs  and  expenses  involved  in 
child  raising,  society  places  a 
value  on  human  life  in  general 
and  on  the  lives  of  children  in 
particular,  making  it  most  difficult 
to  support  any  notion  that  parents 
may  suffer  a compensable  injury 
resulting  from  the  birth  of  a 
child. ^ 

This  logic  also  came  into  play 
in  analyzing  the  second  type  of 
action,  one  for  “wrongful  life.”  An 
action  for  “wrongful  life,”  as 
described  by  the  Court,  involved 
allegations  brought  on  behalf  of 
an  impaired  child  that,  but  for  the 
treatment  or  advice  provided  by 
the  physician  to  the  child’s 
parents,  the  child  would  never 
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have  been  bom.  Throughout  the 
country,  courts  have  refused  to 
recognize  an  action  for  “wrongful 
life”;  as  explained  by  a New  York 
Court: 

“(I)t  does  not  appear  that  the 
infants  suffered  any  legally 

cognizable  injury Whether  it  is 

better  never  to  have  been  born  at 
all  than  to  have  them  born  with 
even  gross  [impairments]  is  a 
mystery  more  properly  left  to  the 
philosophers  and  theologians. 
Surely  the  law  can  assert  no 
competence  to  resolve  the  issue, 
particularly  in  view  of  the  very 
nearly  uniform  high  value  which 
the  law  and  mankind  has  placed 
on  human  life,  rather  than  its 
absence. . . . [Moreover,]  a cause 
of  action  brought  on  behalf  of  an 
infant  seeking  recovery  for 
wrongful  life  demands  a 
calculation  of  damages 
dependent  upon  a comparison 
between  the  Hobson 's  choice  of 
life  in  an  impaired  state  and 
nonexistence.  This  comparison 
the  law  is  not  equipped  to 
make. 

The  last  of  the  “wrongful” 
malpractice  claims,  a “wrongful 
birth”  claim,  is  brought  by  the 
parents  of  an  impaired  child. 
Basically,  in  a “wrongful  birth” 
claim,  the  parents  allege  that,  but 
for  the  treatment  or  advice 
provided  by  the  physician,  the 
parents  would  have  aborted  the 
fetus,  thereby  preventing  the  birth 
of  the  child.  Many  courts  in  other 
States  have  found  that  a valid 
claim  for  “wrongful  birth”  may  be 
maintained;^  in  only  two  states. 
North  Carolina  and  Missouri,  have 
Courts  refused  to  recognize  a 
“wrongful  birth”  claim.® 


The  Supreme  Court  had  little 
difficulty  in  dealing  with  two 
of  the  three  “wrongful” 
malpractice  claims  raised  by  the 
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ecause  the 
physicians  did  not 
contribute  to  the 
existence  and  the 
impairment  of  the 
child,  the  parents  could 
not  allege  that  the 
negligence  of  the 
physicians  served  to 
cause  the  injury.  J 


Abelsons,  and  in  reaching 
conclusions  consistent  with  those 
reached  by  the  vast  majority  of 
courts  in  other  States.  As  to  the 
“wrongful  pregnancy”  claim,  the 
Court  simply  followed  its  1984 
holding,  finding  that  a valid  claim 
could  be  raised,  but  that  the 
available  damage  remedy  would 
be  significantly  limited. 
Alternatively,  the  Court  affirmed 
the  lower  courts’  finding  that  no 
viable  “wrongful  life”  claim  could 
be  brought. 

Absent  Action  by  the  Georgia 
General  Assembly,  No  Claim 
Can  Be  Brought  for 
“Wrongful  Birth” 

On  the  third  claim,  the  Georgia 
Supreme  Court,  siding  with  the 
minority  point  of  view,  found  that 
it  could  not  recognize  a “wrongful 
birth”  claim.  According  to  the 
Court: 

“An  analysis  of  traditional  tort 
law  principles,  even  as  applied  in 
an  age  of  ever-advancing  medical 
technology,  simply  does  not 
authorize  the  finding  that  a 
physician,  who  has  provided 
post-conception  prenatal  care  to 
an  expectant  mother,  should  be 
held  liable,  even  to  a limited 
extent,  for  an  impairment  which 
the  child  unquestionably  inherited 


from  her  parents  and  an 
impairment  which  was  already  . 
existence  when  the  parents  first 
came  into  contact  with  the 
physician. 

In  particular,  a majority  of  the 
Court  was  unwilling  to  say  that 
the  life  of  the  child,  even  in  an 
impaired  condition,  served  as  th 
“injury”  necessary  to  establish  a 
tort  claim.® 

Moreover,  in  any  tort  case,  it  i 
necessary  for  a plaintiff  to  prove 
“causation”  in  order  to  obtain 
damages,  and,  according  to  a 
majority  of  the  Court,  causation 
could  not  be  established  in  a 
“wrongful  birth”  case.  This  was 
so  because  the  impairment  to  th 
child  was  genetic  and  not  the 
result  of  any  injury  negligently 
inflicted  by  the  physicians. 
Essentially,  because  the 
physicians  did  not  contribute  to 
the  existence  and  the  impairmen 
of  the  child,  the  parents  could  nrf 
allege  that  the  negligence  of  the 
physicians  served  to  cause  the 
injury.® 

The  Court  also  focused  on  the 
fact  that,  even  assuming  that  a 
claim  could  be  maintained,  it 
would  be  most  difficult  to 
structure  an  appropriate  damage 
remedy.  Of  particular  importance! 
to  the  Court  was  the  fact  that,  in 
its  view,  no  other  Court  dealing 
with  the  issue  had  structured  a 
remedy  which  adequately 
compensated  the  child  and 
parents,  without  unduly 
penalizing  the  defendant 
physicians.  For  example,  the 
Court  noted  that  there  was  no 
clear  consensus  as  to  whether 
damages  should  only  take  into 
account  the  expenses  incurred 
prior  to  the  time  the  child 
reached  the  age  of  majority,  or 
whether  damages  should  continu 
through  the  entire  life  of  the 
child.'® 

Two  Justices  dissented  from  th 
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iajority  opinion,  primarily 
sagreeing  with  the  basic  tort 
lalysis  applied  by  the  majority, 
isentially,  according  to  the 
ssenters,  the  traditional  tort 
lalysis  worked  just  fine  and 
early  was  capable  of  dealing 
ith  a “wrongful  birth”  claim.  In 
irticular,  the  dissenting  Justices 
id  no  problem  in  finding  that 
e “injury”  to  the  parents  in  a 
Wrongful  birth”  case  consisted  of 
e extraordinary  expenses 
curred  by  the  parents  in  raising 
severely  impaired  child, 
milarly,  the  dissenters  would 
ive  found  that  the  “causation” 
ement  was  satisfied  by  the 
irents,  who  alleged  that  they 
Duld  have  aborted  the  fetus,  had 
ey  known  of  the  child’s  pending 
ipairment." 

onclusion 

1 

In  1984,  the  Georgia  Supreme 
j)urt  authorized  a limited  right  of 
j tion  for  “wrongful  pregnancy,” 
jit  “punted”  the  matter  to  the 
porgia  General  Assembly  to 
jovide  for  any  broader  recovery 
r parents  injured  in  that  type  of 
se.  Since  that  time,  no 
gislation  has  been  enacted  by 
e General  Assembly,  relating  to 
i/rongful  pregnancy”  actions. 
i)w,  the  Supreme  Court  has 
•jain  deferred  to  the  legislature, 

'lis  time  by  refusing  to  recognize 
■ ‘wrongful  birth”  action.  We 
|ok  for  this  debate  to  continue  in 
'le  legislature  in  the  coming 
;ars. 
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5.  See,  generally,  Annotation,  “Tort  Liability 
for  Wrongfully  Causing  One  to  be  Born,"  83 
A.L.P.3d  15  (i978).  Courts  approving  an  action 
for  “wrongful  birth”  include  those  in  New 
Hampshire,  New  York,  Colorado  and  Michigan. 

6.  See  Azzolino  v.  Dingfelder,  337  S.E.2d  528 
(N.C.  1985);  Wilson  v.  Kuenzi,  751  S.W.2d  741 
(Mo.  1988). 
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QUOTES 

Sex  perversion  or  any  inference  of 
it  is  forbidden.  White  slavery  shall 
not  be  treated.  Miscegenation  is 
torbidden.  Sex  hygiene  and 
venereal  diseases  are  not 
subjects  for  motion  pictures. 
Scenes  of  actual  childbirth,  in  fact 
or  in  silhouette,  are  never  to  be 
represented.  Children ’s  sex  organs 
are  never  to  be  exposed. 

A CODE  TO  GOVERN  THE  MAKING  OF 
MOTION  AND  TALKING  PICTURES  BY 
THE  MOTION  PICTURE  PRODUCERS  AND 
DISTRIBUTIONS  OF  AMERICA,  INC., 

March  31,  1930 


1 Resolve 

To  strive  to  contribute  something 
to  the  world,  its  work  and  the 
people  in  it. 

To  spend  and  be  spent  in  worthy 
service. 

To  adhere,  the  best  1 can,  to  the 
Golden  Rule. 

To  philosophize  more,  recalling 
always,  when  things  to  awry, 

“This,  too,  will  pass.  ” 

To  try  always  to  see  viewpoints 
other  than  my  own. 

To  make  humility  and  simplicity 
so  much  a part  of  myself  that  1 
shall  become  as  a child,  as  one 
of  those  of  whom  the  Master 
declared,  “For  of  such  is  the 
kingdom  of  heaven.  ” 

B.C.  FORBES 
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lEVAMisoLE  is  the  1 -isomer  of 
ji  2,3,5,6-tetrahydro-6- 
i!nylimidazo-(2,l-)-thiazole. 

\ze  1966,  levamisole  has  been 
d as  a nematocidal  agent  in 
; urinary  medicine.  As  with  many 
er  drugs,  it  was  subsequently 
Id  as  an  antihelminthic  agent 
lumans  for  the  treatment  of 
jariasis. 

he  anti-helminthic  action  of 
iimisole  appears  to  act  via 
tglionic  stimulation  within  the 
jhatode,  producing  a rapid 
hrsible  muscular  paralysis.  At 
ner  concentrations  it  also 
1 bits  the  enzyme  fumarate 
uctase,  which  may  contribute 
IS  effect.'  More  interest  was 
iicted  to  levamisole  in  the 
|0s  when  it  was  found  to  have 
iKunostimulatory  activity  by 
( oux  and  Renoux,  who 
iDited  enhanced  immunization 
nice  against  Brucella  abortus 
nil  levamisole. 2 


■eports  indicate  that  the  effects 
f,2vamisole  on  the  immune 
^ em  are  complex.  Its  actions 
P better  characterized  as  an 
||iunomodulatory  agent  rather 
^1  an  immunostimulant,  since  it 
|)|ears  to  restore  depressed 
rjiune  function  rather  than  to 
V:ease  immune  response  to 
U'-a-normal  levels.  Specifically, 

jmisole  can  stimulate  antibody 
lation  to  various  antigens, 
||ance  T-cell  responses  by 
hieing  T-cell  activation  and 
ijiferation,  potentiate  monocyte 

I 
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Levamisole  and  Its  Use  in  Adjuvant 
Treatment  After  Surgical  Resection 
of  Colorectal  Cancer 

Gregory  Neal,  B.S.,  John  P.  Wei,  M.D. 


e majority  of 
criticisms  of  the 
intergroup  study  dealt 
primarily  with  the 
relatively  short 
follow-up  time  and  the 
lack  of  a group  using 
5-FU  alone  as  a 
treatment  control.  ^ 

and  macrophage  functions  such 
as  phagoc}4osis  and  chemotaxis, 
and  increase  neutrophil  motility, 
adherence,  and  chemotaxis.^ 
These  properties  suggested  the 
possibility  of  levamisole  as  an 
investigational  neoplastic  agent. 
In  some  animal  models 
simulating  a surgical  adjuvant 
setting,  levamisole  has  been 
demonstrated  to  exert  an 
antitumor  effect.  The 
antineoplastic  mechanism  is  still 


Mr.  Neal  and  Dr.  Wei  are  with  the  Section  of 
Surgical  Oncology,  Department  of  Surgery, 
Medical  College  of  Georgia.  Address 
correspondence  to  Dr.  Wei,  Section  of  Surgical 
Oncology,  Department  of  Surgery,  BIW442, 
MCG,  Augusta,  GA  30912-4000. 


The  Cancer  Section  is  sponsored  by  the 
American  Cancer  Society,  Georgia  Division. 
Those  wishing  to  contribute  papers  to  this 
Section  should  send  them  to  Dr.  Tom  Phillips, 
Journal  Cancer  Editor,  25  Prescott  St.,  Atlanta, 
GA  30365. 


unknown,  although  the  effect  is 
greater  against  metastatic  tumors 
than  against  the  primary  tumor 
and  is  more  prominent  when  the 
tumor  burden  present  is  low.  An 
early  study  by  Verhagen  indicated 
promising  results  of  levamisole 
alone  against  colonic  carcinoma."* 
Subsequent  investigations  were 
then  prompted  by  an  interest  in 
using  levamisole  alone  or  as  an 
adjuvant  in  conjunction  with  other 
commonly  used 

chemotherapeutic  agents  against 
colorectal  carcinoma. 

Colorectal  carcinoma  presently 
ranks  second  only  to  lung  cancer 
as  a major  cause  of  cancer-related 
mortality  in  the  United  States  and 
in  western  Europe.®  More  than 

150.000  new  cases  of  colorectal 
cancer  occur  each  year.  The 
population-adjusted  incidence  for 
this  tumor  has  remained  constant 
at  approximately  47  cases  per 

100.000  for  the  past  30  years. 
About  75%  of  individuals 
diagnosed  with  colorectal 
carcinoma  will  have  primary 
surgical  resection  with  curative 
intent,  but  despite  the  high 
resectability  rate,  nearly  half  of  all 
patients  with  colorectal 
carcinoma  will  die  from  recurrent 
or  metastatic  disease.® 

The  prognosis  for  patients  with 
colorectal  carcinoma  is  based  on 
the  extent  of  tumor  spread  at  the 
time  of  diagnosis,  commonly 
staged  by  various  modifications  of 
the  Dukes’  Classification  system 
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and  by  the  more  uniform  TNM 
Classification  system  (Table  I)/ 
The  5-year  survival  is 
approximately  80%  for  tumors 
confined  to  the  submucosa, 

Dukes’  A;  60%  for  tumors 
penetrating  deeper  into  the  bowel 
wall,  Dukes’  Bl;  45%  for  tumors 
penetrating  through  the  serosa 
and  into  the  pericolic  fat,  Dukes’ 
B2;  and  as  low  as  25%  when 
regional  lymph  nodes  are 
involved,  Dukes’  C.®  Because  of 
the  high  probability  of  recurrent 
disease,  patients  with  Dukes’  B or 
C (Stage  11  or  111)  disease  have 
been  treated  in  a series  of  trials 
with  adjuvant  therapy  evaluating 
the  efficacy  of  chemotherapy, 
radiotherapy,  and  immunotherapy. 

Historically,  5-fluorouracil  (5- 
FU)  has  remained  the  most 
active  single  agent  used  in  the 
treatment  of  colorectal  carcinoma 
since  its  introduction  25  years 
ago.  5-FU  is  an  antimetabolite  that 
blocks  the  methylation  reaction  of 
deoxyuridylic  acid  to  thymidylic 
acid  thereby  interfering  with  DNA 
synthesis  and  to  a lesser  extent 
with  RNA  synthesis.  The  depletion 
of  DNA  and  RNA  leads  to  cellular 
death  and  is  most  pronounced  in 
those  cells  with  a high  rate  of 
mitosis.  The  toxicities  of  5-FU 
include  stomatitis,  esophago- 
pharyngitis,  diarrhea,  anorexia, 
nausea  and  vomiting,  and 
leukopenia.  Attempts  to  enhance 
the  response  rate  to  5-FU  by 
combining  it  with  other 
marginally  active  agents  such  as 
simustine,  mitomycin,  and 
vincristine  have  been 
disappointing  and  have  failed  to 
demonstrate  any  improvement  in 
survival.^ 

The  first  trial  by  the  North 
Central  Cancer  Treatment  Group 
and  the  Mayo  Clinic  began  in 
1978  with  104  patients  with 
Dukes’  B2  colorectal  cancer  and 


TABLE  1 — TNM  Classification  and  Staging  of  Colorectal  Carcinoma  t 

' — 9^ 

Primary  Tumor  | 

TX  primary  tumor  cannot  be  assessed  j 

TO  no  evidence  of  primary  tumor  < 

Tis  carcinoma  in  situ 

T1  tumor  invades  submucosa  ^ 

T2  tumor  invades  muscularis  propria  1 

T3  tumor  invades  through  the  muscularis  propria  into  the  subserosa,  or  into  nc  ^ 

peritonealized  pericolic  or  perirectal  tissues.  1. 

T4  tumor  perforates  the  visceral  peritoneum,  or  directly  invades  other  or  gems  « 

structures.*  | 

Regional  Lymph  Nodes 

NX  regional  lymph  nodes  cemnot  be  assessed 
NO  no  regional  lymph  node  metastasis 
N1  metastasis  in  1 to  3 pericolic  or  perirectal  lymph  nodes 
N2  metastasis  in  4 or  more  pericolic  or  perirectal  lymph  nodes 
N3  metastasis  in  emy  lymph  node  along  the  course  of  a neuned  vasculeu*  trunk 

Distant  Metastasis 

IVIX  presence  of  distant  metastasis  cannot  be  assessed 
MO  no  distant  metastasis 
MI  distant  metastasis 


Stage  Grouping 

Dukes* 

Stage  0 

Tis 

NO 

MO 

Stage  I 

T1 

NO 

MO 

A 

T2 

NO 

MO 

Stage  II 

T3 

NO 

MO 

B 

T4 

NO 

MO 

Stage  III 

Any  T 

Nl 

MO 

C 

Any  T 

N2,  N3 

MO 

Stage  IV 

Any  T 

Any  N 

Ml 

^Direct  invasion  of  other  organs  or  structures  includes  invasion  of  other  segments  of  colorectu 
hy  way  of  serosa  (e.g.  invasion  of  the  sigmoid  colon  hy  a carcinoma  of  the  cecum). 

**Dukes’  B is  a composite  of  better  (T3,  NO,  MO)  and  worse  (T4,  NO,  MO)  prognostic  grou] 
as  is  Dukes’  C (Any  T,  Nl,  MO)  and  (Any  T,  N2,  N3,  MO). 
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297  patients  with  Dukes’  C 
colorectal  cancer  prospectively 
randomized  to  receive  either 
levamisole  and  5-FU  in 
combination,  levamisole  alone,  or 
observation  only  for  1 year  in  an 
adjuvant  surgical  setting.  A 
median  follow-up  period  of  7 
years  and  9 months  revealed  no 
observed  advantage  for  the  Dukes’ 
B2  group  but  a significant 
decrease  in  recurrence  and  a 
higher  probability  of  survival  in 
the  Dukes’  C group  treated  with 
the  levamisole  and  5-FU 
combination. The  trial  noted  no 
additional  toxicities  other  than 
those  which  might  be  anticipated 
from  5-FU  therapy  alone. 


These  results  were  encouragif 
but  due  to  the  small  patient  I 
numbers,  a larger  confirmation.  I 
trial  was  needed  before  definite' 
conclusions  could  be  drawn.  A | 
second  and  larger  intergroup 
study  began  in  1987  under  the  1 
auspices  of  the  National  Canceif ; 
Institute  and  included  the  origir 
North  Central  Cancer  Treatment?  | 
Group,  the  Eastern  Cooperative 
Oncology  Group,  the  Southwest;  - 
Oncology  Group,  and  the  Mayo 
Clinic,  using  the  same 
methodology  as  the  original  tria  ' 
except  that  only  colonic 
carcinoma  patients  were  accrue 
patients  with  rectal  carcinoma 
were  ineligible.  This  study 
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icluded  318  patients  with  Dukes’ 

<!  tumors  which  were  randomly 
|signed  to  observation  alone  or 
^ treatment  with  combination  5- 
|J  and  levamisole  for  1 year 
|)Stoperatively.  Another  929 
Itients  with  Dukes’  C cancers 
ire  assigned  to  either 
servation,  levamisole  alone,  or 
j/amisole  and  5-FU  therapy. 

A median  follow-up  time  of  3 
[jars  indicated  no  benefit  of 
^juvant  treatment  for  patients 
th  Dukes’  B2  lesions;  however, 

5 adjuvant  treatment  in  the 
pup  with  Dukes’  C lesions 
Juced  recurrence  rates  by  4 1 % 
d reduced  death  rates  by  33%." 
|e  results  of  the  levamisole 
pne  arm  were  no  different  than 
observation  control.  In 
edition,  the  adjuvant  treatment 
'AS  generally  well  tolerated  and 
not  require  hospitalization. 
ijThe  majority  of  criticisms  of  the 
i'ergroup  study  dealt  primarily 
'|th  the  relatively  short  follow-up 
I le  and  the  lack  of  a group 
tjing  5-FU  alone  as  a treatment 
<'ntrol.  Another  separate  trial  did 
ndomize  patients  between  no 
I'atment,  5-FU  alone,  and  5-FU 
f*d  levamisole  with  significant 
{jivival  advantages  for  the  latter 
^Aup.'2  It  must  be  noted  that  this 
Widy  contained  only  130  patients 
'|th  a large  proportion  of  rectal 
<pcer  patients,  and  the  regimen 
’jis  quite  different  from  the  other 
lals.  The  standard  regimen 
ijilized  in  the  intergroup  study  is 
i follows:  beginning  3 to  5 
^eks  after  surgery,  levamisole  50 
iR  p.o.  is  given  three  times  daily 
li'  3 days  and  repeated  every  2 
vieks,  5-FU  is  given  by  rapid  l.V. 
Section  (450  mg/m2/day)  for  5 
(jys  starting  on  day  28  followed 
I weekly  injections  of  5-FU  at 
'jo  mg/m2.  Both  drugs  are 
ijntinued  for  1 year. 

The  use  of  levamisole  alone 
not  shown  any  appreciable 


•Attempts  to  enhance 
the  response  rate  of 
5-FU  by  combining  it 
with  other  marginally 
active  agents  such  as 
simustine,  mitomycin, 
and  vincristine  have 
been  disappointing  and 
have  failed  to 
demonstrate  any 
improvement  in 
survival.  J 


effect  in  an  adjuvant  treatment 
setting  in  two  documented 
studies.  Laboratory  studies 
treating  cultured  colon  cancer  cell 
lines  with  levamisole  alone  or  in 
combination  with  5-FU  have 
demonstrated  no  cytotoxic 
enhancement.'^  A more  extensive 
double-blinded  randomized  trial 
comparing  levamisole  to  placebo 
in  Dukes’  C cancer  patients  was 
performed  by  the  European 
Organization  for  Research  and 
Treatment  of  Cancer  from  1978  to 
1985.  Two  hundred  ninety-seven 
patients  were  randomized  to 
levamisole  50  mg  or  placebo 
twice  per  week  for  1 year.  Results 
concluded  that  there  was  no 
significant  difference  between  the 
two  treatment  groups  in  either 
disease-free  survival  or  overall 
survival.''' 

Although  the  exact  mechanism 
of  levamisole  synergizing  with  5- 
FU  in  an  adjuvant  setting  is  not 
clear,  it  does  appear  to  merit 
consideration  for  the  post- 
operative adjuvant  treatment  of 
patients  with  Dukes’  C colon 
cancer.  In  order  to  obtain  more 
definite  conclusions,  longer 
follow-up  periods  for  studies  in 


JL 


EjtUARY  1991,  Vol.  80 


progress  are  needed,  in  addition 
to  more  uniform  and  more 
accurate  staging  of  colorectal 
tumors  using  the  TNM  system. 

Because  the  clinical 
characteristics  of  colon 
carcinoma  are  different  from 
rectal  carcinoma,  clinical  trials 
and  therapeutic  recommendations 
should  be  separate  for  colonic 
tumors  and  for  rectal  tumors.  At 
the  recent  National  Institutes  of 
Health  Consensus  Panel,  the 
current  recommendations  are  that 
patients  who  are  suitable 
candidates  should  be  referred  for 
appropriate  adjuvant  trials. 
Otherwise,  patients  with  Dukes’  C 
(Stage  III)  colon  cancer  should  be 
offered  adjuvant  post-operative 
treatment  with  5-FU  and 
levamisole  in  the  regimen  used  by 
the  Intergroup  Study.  Patients  with 
Dukes’  B2  (Stage  II)  colon  cancer 
should  be  referred  for  adjuvant 
trials  only,  as  no  definite  adjuvant 
therapy  can  be  recommended  at 
this  time.  For  those  patients  with 
rectal  carcinoma,  evidence 
supports  the  use  of  5-FU  and 
levamisole  for  both  Dukes’  B and 
Dukes’  C rectal  carcinoma  (Stage 
II  and  111).  In  addition,  because  of 
the  rate  of  local  recurrence  after 
surgery  for  rectal  carcinoma, 
adjuvant  radiation  treatment  is 
also  advised  for  those  patients.'^ 
As  more  data  accumulate  and 
mature,  it  is  hoped  that  adjuvant 
therapy  will  become  more  exact 
and  effective,  and  more  patients 
with  colorectal  carcinoma  can  be 
prevented  from  developing 
recurrent  disease. 
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QUOTES 

Medicine  is  not  only  a science;  it 
is  also  an  art.  It  does  not  consist 
of  compounding  pills  and 
plasters;  it  deals  with  the  very 
processes  of  life,  which  must  be 
understood  before  they  may  be 
guided. 

THEOPHRASTUS  BOMBAST 
VON  HOHENHEIM  (PARACELSUS)  I 

Die  grosse  Wunderartzney,  1530 


What  will  you  tell  her  about 
screening  mammography? 

Many  of  your  patients  will  hear  about  screening  mam- 
mography through  a program  launched  by  the  American 
Cancer  Society  and  the  American  College  of  Radiology,  and 
they  may  come  to  you  with  questions.  What  will  you  tell  them’ 

We  hope  you'll  encourage  them  to  have  a screening 
mammogram,  because  that,  along  with  your  regular  breast 
examinations  and  their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer,  a disease  which 
will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer  detection  for 
asymptomatic  women,  please  contact  us. 

I AAAERIOXN  Professional  Education  Dept  American  1891  Preston  white  Dr 

^O^NCER  National  Headquarters  /^(](I[  College  Of  Reston.  Virginia  22091 

fsOaETY"  90  Park  Avenue  RadiolOOV 

New  York.  New  York  10016 
or  your  local  society 
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diology  group  of  12  located  in 
*')urban  Atlanta  needs  a fully 
ned,  board  certified  diagnostic 
iiologist.  Fellowship  training 
dred.  Competitive  salary  leading  to 
jjll  partnership.  Excellent  benefits, 
ase  send  curriculum  vitae 
lading  salary  history  to;  Radiology 
)up,  SY;  P.O.  Box  1024;  Atlanta,  GA 
1131. 


jdiologist  needed  to  join  small 
jup  in  North  Atlanta  area.  Hospital 
1 Imaging  Center  practice.  Board 
’ibility  required.  Recent  training 
ferred.  Competitive  salary/benefits. 
,id  responses  to  the  Journal,  938 
ichtree,  NE,  Box  291,  Atlanta,  GA 
;i09. 
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bstigious  National  Cosmetic 
;irgery  Group  specializing  in  Hair 
Iteration  requires  the  services  of 
ijl  will  provide  complete  training  for 
ilhysician  with  at  least  ten  years 
oerience  in  private  practice  with 
Ij'cial  training  in  a surgical  field  or 
l|er  hands  on  primary  field.  The 
tit  candidate  will  have  a high 
ijfhetic  sense  and  some  experience 
(h  the  graphic  arts.  Positions  to  be 
I liable  in  New  York  City,  Atlanta, 

Im  Beach,  San  Diego,  Los  Angeles 
il  San  Francisco.  No  nights  or 
tjekends.  Pleasant  high  tech  offices 
!|h  upper  level  patient  base  and  no 
ij'blems.  Compensation  in  the  mid- 
i' figures.  Send  C.V.  to;  The  Elliott- 
[pmas  Medical  Group,  Ltd.,  Attn;  R. 
tLhael  Elliott,  President,  175  East 
iwthorn  Parkway,  Suite  120,  Vernon 
fjls,  IL  60061. 
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St.  Simons  Island,  Georgia 

Oceanfront  Condominium  Vacations 
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— Greens  Fee  - Lodging  — 

Tivo  ofSu  Simons*  Finest  Golf  Courses 


1 Bedroom  Condo 
2 persc>n  limit 


2 Bedrcx'tm  Condo 
2 persons  3 persons  4 perst^ns 
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5/1/90  to  9/30/90  $59.00 

10/ 1/90  to  10/3 1/90  $59.00 

11/1/90  to  11/30/90  $54.00 

12/1/90  to  12/31/90  $41.00 


$69.00  $56.00  $49.50 
$78.00  $61.00  $54.50 
$69.00  $56.00  $48.50 
$64.00  $51.00  $44.50 
$51.50  $41.00  $36.00 


Rates  are  per  person,  per  night  based  on  2,  3,  or  4 person  occupancy.  Add  $20.  per  pers<rn,  per  day  surcharge 
tor  Fnday  and  Saturday  Pnee  does  not  include  golf  cart  or  state  tax.  Packages  run  trcim  Sunday  through  Thursday 
Minimum  2 nights.  4S  hour  canceilanon  required. 


Choose  from  3 great  Oceanfront  Condominium  Resorts.  1 , 2,  &.  3 Bedroom  units 
with  fully  equipped  kitchens.  Daily,  Weekly,  & Monthly  Rates. 


THE  BEACH  CLUB  SHIPWATCH  NORTH  BREAKERS 


■/-P7  ;/  Trupp  Call  ’Now  for  complete  details  and  reservations.  Our  reservations  office 
'‘jJlsI Hoefnett  ^ make  all  of  your  arrangements  in  advance. 

'Enterprises  912-638-5450  • 800-627-6850 


Death  is  forever. 
Heart  disease 
doesn't  have  to  be. 


THE  AMERICAN  HEART 
ASSOCIATION 
MEMORIAL  PROGRAM® 


DR  LEASE 


hrietta,  Georgia,  Medical  office, 

||)0  to  2000  sq.  ft.  located  in 
rjdical  complex  one  block  from 
Hnestone  Hospital.  Carpet  and 
ri'Ccorating  allowance.  378-5256,  Pat 
fjlentine. 
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MRI  UPDATE 1 


Figure  1 


Figure  2 


Clinical  history:  This  is  a 

26-year-old  male  with  back 
pain  and  right  lower  extremity 
radiation. 

Findings:  This  is  an 

example  of  a normal  study  on 
a young  adult.  COMMENT:  MRI 
is  the  screening  test  of  first 
choice  for  suspected  disorders 
of  the  lumbar  spine.  Notice  the 
clear  depiction  of  the  normal 
L5-S1  disc  (figure  1,  crossed 
arrow).  The  discs  of  this 
patient  exhibit  high  signal 
intensity  reflecting  normal 
hydration  and  none  of  the  discs 
are  narrowed.  None  of  the  discs 
indent  the  thecal  sac  which  is 
of  intermediate  signal  intensity 
and  appears  as  the  gray  band 


in  the  center  of  the  image.  The 
vertebral  bodies  are 
homogeneous  and  free  of 
destructive  lesions.  The  eonus 
medullaris  (arrow)  is  normal. 
This  sagittal  image 
demonstrates  the  advantages 
of  MRI  over  other  screening 
modalities.  Routine  CT 
scanning  will  not  display  the 
eonus  medullaris,  lesions  of 
which  may  masquerade  as 
disc  herniation.  The  general 
area  of  coverage  is  superior 
with  MRI.  Disc  detail  is  much 
better  displayed  with  MRI. 

The  axial  image  at  L5-S1 
(figure  2)  exhibits  delineation 
of  intraspinal  detail  far 
superior  to  that  of  CT.  The 
right  SI  nerve  root  is  clearly 


displayed  (arrow)  surrounded 
by  normal  perineural  fat  which 
is  the  bright  high  intensity 
material  in  the  periphery  of  the 
spinal  canal.  State-of-the-art 
MR  images  clearly  display  the 
bony  anatomy  of  the  lumbar 
spine  including  the  facet  joints 
(crossed  arrow).  Degenerative 
diseases  and  bony  neoplasm 
are  routinely  detectable. 

i 

I 

MRI  involves  no  ionizing 
radiation  and  no  intrathecal 
contrast  material  is  needed.  It 
is  a patient-friendly  outpatient 
examination  well  suited  for 
screening  purposes. 
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Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution 
head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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Nearly  half  of  aH  heart  attack  victims 
are  horniuider  this  sign. 

Heart  attack  is  by  far  the  biggest  killer  of  American  women,  claiming  nearly 
250,000  lives  each  year.  But  there  is  hope.  Thanks  to  AHA- supported  research 
and  educational  efforts,  millions  of  women  have  learned  how  to  reduce  their  risk. 
And  you  can,  too,  by  calling  or  writing  your  nearest  American  Heart  Association. 
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“Recent  research 
has  delineated 
early,  more  subtle 
changes  In  lung  and 
Immune  functions.  These 
alterations  directly 
predispose  smokers  to 
respiratory  tract  Infection’’ 

Am  Fam  Phys  1987:36:133*140 
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for  today's  patients 

For  respiratory  tract  Infections  due  to 
susceptible  strains  of  Indicated  organisms 
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^Jnce  more  into  the  breech,  dear 
lends,  once  more’.’ 

JUST  AS  HENRY  V was  portrayed  by 
Shakespeare  before  the  upcom- 
ig  duel  of  his  British  yeoman  with 
rench  troops  at  the  Battle  of  Agin- 
jaurt,  we  are  called  again  to  move 
;iur  minds,  our  bodies,  and  our  as- 
5ts  into  another  world  confronta- 
on.  1 admit  it.  1 was  an  over-sim- 
plistic optimist  in  the  exhilaration 
blowing  the  breaking  of  the  Iron 
ilurtain  and  the  destruction  of  the 
lerlin  Wall  which  signified  an  end 
) the  Cold  War.  1 lifted  a glass  of 
"ine  at  my  home  and  toasted  my 
hildren  and  their  friends  and  made 
very  dramatic  pronouncement. 
This  is  a great  day  in  the  history  of 
|ie  world.  It  is  the  answer  to  the 
irayers  of  millions  of  people  that  your 
Generation  will  be  spared  the  neces- 
i»ity  of  war.” 

I As  Jesus  cautioned  his  followers 
the  book  of  Matthew,  “You  will  hear 
f wars  and  rumors  of  wars.”  As  of 
;iis  writing,  our  most  recent  war  with 
jaq  and  Saddam  Hussein  has  now 
een  on-going  for  1 week.  1 should 
iave  known  better.  1 am  enough  of  a 
udent  of  history  to  remember  World 
/ar  1,  the  war  to  end  all  wars, 
carcely  twenty  years  later,  we  were 
jivolved  in  the  Second  World  War, 
I'hich  according  to  Winston 
jhurchill,  in  his  great  work  Memo/rs 
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Wars  and  Rumors  of  Wars 


of  the  Second  World  War  was  an  un- 
necessary war  caused  by  the  naivete 
of  the  Allies  who  thought  they  could 
disband  their  armies,  leave  a vac- 
uum in  Germany,  and  not  have  hos- 
tilities break  out  again.  Less  than  5 
years  later,  we  were  again  involved 
in  the  Korean  War.  Ten  years  hence, 
in  the  VietNam  war.  All  this  while  the 
Cold  War  had  been  going  on.  The 
causes  of  war  and  reasons  for  con- 
flict between  nations  are  similar  to 
the  conflicts  between  individuals 
which  physicians  understand  or,  at 
least,  see  everyday,  i.e.,  greed,  intol- 
erance, fear,  anxiety,  and  poverty.  As 
long  as  these  conditions  exist  be- 
tween humans,  they  wilt  probably 
exist  between  nations  resulting  in 
wars  and  rumors  of  wars. 

Enmity  between  individuals 
leads  them  to  regard  others  as 
their  enemies.  “Who  is  my  enemy?” 
becomes  a pressing  question.  The 
nature  of  who  is  our  enemy  is  nev- 
ermore clearly  illustrated  than  in 
Rudyard  Kipling’s  The  Man  Who 
Would  Be  King.  As  you  recall,  two 
British  soldiers  were  thrown  out  of 
the  Army  in  India  and  went  to  sell 
their  services  and  skills  in  warfare 
to  the  tribes  in  Afghanistan.  In 
searching  for  a tribe  or  village  that 
could  afford  their  services,  they 
continued  to  ask  the  chieftains  of 
each  succeeding  village  along  a 
large  river,  “Who  are  your  ene- 


mies?” Inevitably,  every  village  had 
enemies,  and  they  were  all  de- 
scribed essentially  in  the  same 
terms.  “The  people  who  live  up  the 
river  are  our  enemies.  They  urinate 
in  our  river,  steal  our  crops,  and 
rape  our  women.”  As  illustrated 
here,  man’s  inhumanity  to  man  on 
an  individual  level  can  be  carried 
forward  as  men  collect  into  na- 
tions. We  cannot  clearly  define  our 
enemies  as  specifically  as  the  Af- 
ghanistan chieftains,  but  1 think  in 
the  future  the  enemies  of  all  nations 
of  the  world  will  be  those  individ- 
uals or  those  nations  who  disturb 
the  peace  of  the  world.  Machiavelli 
has  said,  “There  are  no  good  wars, 
there  are  only  just  wars.  War  is  just 
which  is  necessary  and  arms  are 
hallowed  when  there  is  no  other 
hope  but  in  them.” 

If  there  are  any  people  in  the  world 
that  should  know  of  the  under- 
lying sameness  of  all  the  peoples 
of  the  world,  it  is  physicians.  All 
blood  is  red,  all  muscle,  bone,  and 
organic  tissue  can  be  evenly  ren- 
dered asunder  by  the  weapon  of  the 
day,  be  it  a club,  an  arrow,  a flame- 
thrower, or  an  atomic  bomb.  Once 
the  uniform  is  removed,  one  injured 
human  being  essentially  looks  like 
another  injured  human  being,  and 
they  must  be  cared  for  and  repaired 
as  best  we  can.  Georgia  physicians, 
those  in  the  military,  and  those 
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called  up  into  Reserve  duty,  are 
busily  at  work  taking  care  of  the 
combatants,  our  newest  engage- 
ment. As  always,  Georgia  physi- 
cians are  ready  to  help  in  everyway 
they  possibly  can  in  our  hours  of 
conflict. 

Wars  inevitably  bring  about 
changes  in  medicine  and  if  there  is 
any  good  that  can  be  ever  ascribed 
to  armed  conflict,  it  is  that  the  ne- 
cessities of  war  often  make  us  face 
up  to  inadequacies  in  our  health 
care  system  and/or  inadequacies  in 
management  of  specific  problems. 
Out  of  the  Crimean  War  came  Flor- 
ence Nightingale  and  her  demands 
for  a planned,  humane  approach  to 
battle  casualties.  Out  of  the  Civil 
War  came  the  recognition  of  the 
need  for  public  health  practices 
such  as  immunizations  and  the 
proper  disposal  of  sewage  as  the 
infections  and  dread  epidemics, 
such  as  typhoid,  accounted  for  al- 
most as  many  deaths  as  did  the 
Minnieballs.  World  war  1 gave  us 
the  idea  of  the  triage  of  casualties 
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and  the  proper  transportation  of  ex- 
tremity injuries  using  the  Thomas 
splint,  probably  saving  more  lives 
than  any  other  invention  in  that  par- 
ticular encounter.  Advances  made 
in  medicine  during  World  War  11  are 
innumerable,  but  the  proper  man- 
agement of  burn  injuries,  the  ad- 
vancement of  hand  surgery  as  a 
separate  entity,  and  the  use  of  an- 
tibiotics in  traumatic  wounds  are 
three  of  the  more  notable  examples 
of  progress.  Great  advances  in  vas- 
cular surgery  and  the  increased 
awareness  of  the  necessity  for  the 
rapid  transport  of  patients  to  defin- 
itive MASH  hospitals  were  two  of 
the  major  accomplishments  of  the 
Korean  War.  Two  spin-offs  of  the 
VietNam  era  involved  the  reimplan- 
tation of  extremities  that  would  have 
formerly  been  sacrificed  and  im- 
proved management  of  the  trauma 
patient  with  ideas  concerning  im- 
mediate resuscitation,  mobilization 
of  injured  patients,  careful  attention 
to  fluid  and  electrolyte  balance,  and 
the  nutritional  status. 


One  glaring  similarity  betwet|i 
the  professional  soldier  ar 
the  physician  that  comes  to  mir 
is  that  they  are  only  truly  apprec 
ated  when  they  are  needed.  Tf 
general  population  may  criticize  tl 
expense  of  their  technical  ai) 
vances  but  when  push  comes 
shove,  they  are  awfully  glad  they  a 
there. 

So  1,  for  one,  must  join  that  gre 
patriot  who  said,  “My  country  rigf 
my  country  wrong,  but  right  C 
wrong,  my  country.”  I will  contini 
to  work  to  eliminate  in  myself  tho‘ 
qualities  such  as  greed  or  intole 
ance  that  might  be  inflamed  ini 
conflict  with  others  and  join  wil'J 
other  right-thinking  people  in  tf 
world  in  warring  only  against  tf 
enemies  of  peace. 

Once  more  into  the  breach,  de. 
friends,  once  more. 
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— Peachbelt  — (Active  Nl)  503 
North  Camellia  Boulevard,  Fort 
Valley  31030 

Ward,  Jacob  T.,  Family  Practice 
— MAA  — (Active)  993 
Johnson  Ferry  Road,  Building  F, 
Suite  210,  Atlanta  30342 

Miracles  appear  to  be  so, 

according  to  our  ignorance  of 

nature,  and  not  according  to  the 

essence  of  nature. 

MICHEL  DE  MONTAIGNE.-  EsSUyS,  I, 

1580 
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Charles  R.  Underwood,  M.D.,  Marietta  general  surgeon  and  this  Journal’s  Editor,  received  one  of  two  Georgia  Hospitatl 
Association 's  Distinguished  Service  Awards.  The  award  recognizes  his  support  of  hospital  and  health  care  services  and  his 
efforts  to  increase  public  attention  to  local  health  care  needs.  i 

I 

for  their  support  of  improved 
hospital  and  health  care  services, 
as  well  as  their  efforts  to  increase 
public  attention  to  local  health 
care  needs.  Recipients  are  chosen 
by  an  anonymous  committee  and 
must  be  proven  leaders  in  both 
their  community  and  business  or 
profession. 

As  a surgeon  and  a member  of 
the  Board  of  Trustees  of  GHA,  Dr. 
Underwood  is  in  a position  to  act 
as  a bridge  between  physicians 
and  hospitals,  recognizing  the 
importance  of  both  groups  being 
able  to  work  smoothly  together. 

He  is  a leader  both  in  his 
profession  and  the  community, 
giving  unselfishly  of  his  time  and 
talent  through  numerous 
volunteer  efforts.  He  has  been 
active  as  a board  member  of  the 
Georgia  Division  of  the  American 

Cancer  Society  and  as  medical  • 
director  of  the  Reach  for  Recover 
Program.  In  1987,  he  received  thd 
award  for  Outstanding  j 

Contributions  to  the  Control  of 
Cancer,  and  he  is  an  honorary  lifi 
member  of  the  cancer  society’s  ! 
North  Cobb  Unit.  1 

He  has  advanced  health  care  ! 
services  in  the  community  } 

through  his  work  as  a member  of 
the  board  of  medical  advisors  of ! 
the  Greater  Atlanta  Chapter  of  the* 
United  Ostomy  Association  and  a 
a physician  delegate  to  the  ! 

American  Hospital  Association  1 
Regional  Advisory  Board.  ' 

“A  sincere  commitment  and  ' 
degree  of  sensitivity  show  forth  ir, 
Dr.  Underwood’s  dealings  with 
patients,  friends  and  business  ! 
associates  and  contribute  to  the  ■ 
respect  and  admiration  he  has  ' 

PERSONALS 

Clayton-Fayette  CMS 

V.  Alexander  Garcias,  M.D.,  a 

urologist  in  Riverdale,  has  been 
elected  chief  of  staff  at  Clayton 
General  Hospital.  He  was  vice- 
chief in  1988  and  has  been  an 
active  staff  member  since  1981. 

Cobb  County  CMS 

Marietta  general  surgeon 
Charles  R.  Underwood,  M.D., 

was  one  of  two  recipients  of  the 
Georgia  Hospital  Association’s 
(GHA)  1991  Distinguished  Service 
Awards  presented  at  the 
Association’s  annual  meeting  in 
Atlanta  last  January.  The  awards, 
which  have  been  presented 
annually  since  1968,  recognized 
hospital  and  community  leaders 
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earned  from  his  peers  in  the 
lealth  care  industry.  A true 
Renaissance  man,  he  combines  a 
strong  family  life,  service  to  the 
:ommunity,  the  scientific 
iiscipline  of  medicine  and  a love 
Df  the  arts  with  a genuine  desire 
0 ensure  the  availability  of  health 
:are  services  to  all.” 

^eKalb  Medical  Society 

Kennestone  Hospital  in  Marietta 
las  named  Victor  Gonzalez, 
director  of  its  Mental 
dealth  Services.  Dr.  Gonzalez  now 
leads  clinical  services,  program 
development,  and  planning  for 
he  hospital’s  medical  unit.  He  is 
:urrently  president  of  the  Georgia 
I!hapter  of  the  American 
Association  of  Psychiatric 
Administrators. 

Physicians  at  DeKalb  Medical 
Center  have  recently  elected 
jhe  1990-92  medical  staff  officers. 

The  new  chief  of  staff  is  R.H. 
Almeroth,  M.D.  He  succeeds  Roy 
(A^.  Vandiver,  M.D.,  who  served  as 
:hief  of  staff  from  1988-90.  Julian 
Fuerst,  M.D.,  was  named  vice- 
;hief  of  staff  and  the  new 
secretary  is  Catherine  Huggins, 
M.D. 

Chiefs  for  the  medical  staff 
jiepartments  were  also  elected  at 
he  annual  meeting.  They  are 
department  of  surgery,  William 
Hardcastle,  M.D.;  department  of 
amily  practice,  Omar  Najjar, 
M.D.;  department  of  internal 
jnnedicine,  Paul  Crank,  M.D.; 
department  of  obstetrics/ 
gynecology,  John  Carter,  M.D.; 
idepartment  of  pediatrics,  Jackie 
|Gotlieb,  M.D.;  department  of 
(isychiatry,  Thomas  Bantly,  M.D.; 
department  of  emergency 
jnnedicine,  James  P.  O’Neal, 

M.D.;  department  of 
jinesthesiology,  William  Keeton, 
|M.D.;  department  of  radiology, 
Robert  Stephenson,  M.D.;  and 


S S O C I A T 


department  of  pathology,  Frank 
Matthews,  M.D. 


Medical  Association  Atlanta 

Jacob  A.  Spanier,  M.D.,  a 

gynecologist,  was  appointed 
Chairman  of  the  Northside 
Hospital  board  of  trustees.  Dr. 
Spanier  had  served  as  secretary  of 
the  board  for  the  past  2 years  and 
has  been  on  staff  at  Northwide 
since  1968. 


Mitchell  CMS 

Archibal  Alexander  McNeill 
Jr.,  M.D.  of  Camilla,  retired 
recently  after  40  years  as  a family 
practitioner. 

Among  McNeill’s  many 
accomplishments,  was  his  being 
named  Family  Physician  of  the 
Year  by  the  American  Academy  of 
Family  Physicians  in  1985.  A 
member  of  the  board  of  trustees 
of  HCA  Palmyra  Medical  Centers, 
Dr.  McNeill  was  also  named 
Georgia  Family  Physician  of  the 
Year  by  the  Georgia  Academy  of 
Family  Physicians. 

He  is  currently  a member  of  the 
board  of  directors  of  the  Camilla 
Chamber  of  Commerce,  the 
Downtown  Development 
Authority,  and  serves  on  MAG’s 
Public  Health  Committee. 


Richmond  CMS 

Elaine  B.  Feldman,  M.D.,  an 

internist/nutritionist  in  Augusta, 
won  The  National  Dairy  Council 
Award  for  Excellence  in  Medical/ 
Dental  Nutrition  Education  for 
1991  given  by  the  American 
Society  for  Clinical  Nutrition,  Inc. 
Dr.  Feldman  is  Professor  of 
Medicine,  Physiology  and 
Endocrinology,  Chief,  Section  of 
Nutrition,  and  Director,  Georgia 
Institute  of  Human  Nutrition,  at 
the  Medical  College  of  Georgia. 


ION  NEWS 


JOURNAL  NEWS 

We  are  going  to  institute  a 
special  feature  in  this  Journal 
dealing  with  pleasurable 
activities.  We  might  call  it 
something  like  “Getting  Rid  of  the 
Cobwebs”  or  “Interesting 
Activities  Away  From  the  Office.” 
In  that  feature,  we  invite  you  to 
write  about  unusual  restaurants, 
vacation  trips,  automobiles, 
sporting  activities  — just  about 
anything  in  the  way  of  a 
recreational  activity  that  you  have 
experienced  and  enjoyed.  To 
make  this  useful  and  successful 
we  need  your  input.  All  you  have 
to  do  is  take  the  time  to  drop  me 
or  Susan  Johnson,  our  Managing 
Editor,  a note  describing  some 
unusually  fun  or  pleasurable 
activity  you  have  experienced. 

Our  only  caveat  would  be  that 
you  use  a reasonable  amount  of 
discretion  in  describing  these 
“pleasurable  activities.”  It  won’t 
work  unless  you  help  us.  So 
please,  send  us  brief  articles 
about  your  extracurricular 
encounters. 


QUOTES 

One  bushel  of  March  dust  is 
worth  a king ’s  ransom. 

JOHN  HEYWOOD.-  A Play  of  the 
Weather,  1533 

Who  in  this  world  of  ours  their 
eyes 

In  March  first  open  shall  be  wise; 
In  days  of  peril  firm  and  brave, 
And  wear  a bloodstone  to  their 
grave. 

Author  unidentified 

Tell  that  to  the  marines  — the 
sailors  won ’t  believe  it. 

WALTER  SCOTT.-  Redgauntlet,  xiii, 
1824 

(Quoted  as  a saying) 
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MRI  UPDATE 


Figure  1 


Figure  2 


Clinical  history:  This  is  a 

26-year-old  male  with  back 
pain  and  right  lower  extremity 
radiation. 

Findings:  This  is  an 
example  of  a normal  study  on 
a young  adult.  COMMENT:  MRI 
is  the  screening  test  of  first 
choice  for  suspected  disorders 
of  the  lumbar  spine.  Notice  the 
clear  depiction  of  the  normal 
L5-S1  disc  (figure  1,  crossed 
arrow).  The  discs  of  this 
patient  exhibit  high  signal 
intensity  reflecting  normal 
hydration  and  none  of  the  discs 
are  narrowed.  None  of  the  discs 
indent  the  thecal  sac  which  is 
of  intermediate  signal  intensity 
and  appears  as  the  gray  band 


in  the  center  of  the  image.  The 
vertebral  bodies  are 
homogeneous  and  free  of 
destructive  lesions.  The  conus 
medullaris  (arrow)  is  normal. 
This  sagittal  image 
demonstrates  the  advantages 
of  MRI  over  other  screening 
modalities.  Routine  CT 
scanning  will  not  display  the 
conus  medullaris,  lesions  of 
which  may  masquerade  as 
disc  herniation.  The  general 
area  of  coverage  is  superior 
with  MRI.  Disc  detail  is  much 
better  displayed  with  MRI. 

The  axial  image  at  L5-S1 
(figure  2)  exhibits  delineation 
of  intraspinal  detail  far 
superior  to  that  of  CT.  The 
right  SI  nerve  root  is  clearly 


displayed  (arrow)  surrounded 
by  normal  perineural  fat  which 
is  the  bright  high  intensity 
material  in  the  periphery  of  the 
spinal  canal.  State-of-the-art 
MR  images  clearly  display  the 
bony  anatomy  of  the  lumbar 
spine  including  the  facet  joints 
(crossed  arrow).  Degenerative 
diseases  and  bony  neoplasm 
are  routinely  detectable. 

MRI  involves  no  ionizing 
radiation  and  no  intrathecal 
contrast  material  is  needed.  It 
is  a patient-friendly  outpatient 
examination  well  suited  for 
screening  purposes. 
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Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution 
head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 

Health  Images  facilities  are  a community 
resource  available  to  all  cirea  physicians. 

Copyright  © 1990  Health  Images,  Inc.  All  Rights  Reserved. 


BOOK  REVIEW 


Plastic  & Reconstructive  Breast  Surgery 

BY  JOHN  BOSTWICK,  M.D.,  111 

A Review  by  Charlie  Yarn,  M.D. 


I HAVE  THOROUGHLY  enjoyed  re- 
viewing Plastic  and  Reconstruc- 
tive Breast  Surgery  by  Dr.  John  Bos- 
twick,  111,  Professor  of  Surgery, 
Division  of  Plastic  and  Reconstruc- 
tive Surgery,  Emory  University 
School  of  Medicine. 

This  work  in  two  volumes  is  the 
work  of  a master  craftsman.  Dr. 
Bostwick  is  an  international  au- 
thority on  breast  surgery.  He  is  rec- 
ognized for  his  leadership  and  in- 
novative pioneering  in  modern 
breast  aesthetic  and  reconstructive 
surgery.  Those  of  you  who  have  read 
and  enjoyed  Dr.  Bostwick’s  pre- 
vious books  and  papers  will  find 
this  book  a must. 

Here,  Dr.  Bostwick  again  dem- 
onstrates his  complete  and  thor- 
ough understanding  of  the  female 
patient  seeking  and/or  needing 
breast  surgery.  His  knowledge  of  her 
anatomy,  physiology,  and  psyche, 
as  well  as  the  pathology  and  its  sur- 
gical correction  is  clearly  translated 
to  the  reader.  Dr.  Bostwick  speaks 
clearly  and  to  the  point,  with  an 
appeal  not  only  to  the  finished  sur- 
geon but  to  the  student  as  well. 

This  text,  with  its  many  photo- 
graphs and  drawings,  is  also  an  “At- 
las.” The  two  volumes  are  physi- 
cally beautiful  books  with  distinctive 
covers  and  fine  paper.  The  pages 
with  large  print  and  clear  sub-titles 


make  for  very  easy  reading  or  quick 
reference.  The  volumes  are  well 
documented  with  a fine  list  of  ref- 
erences. The  text  throughout  is 
greatly  reinforced  with  photographs 
and  drawings  demonstrating  the 
problems  and  their  solutions,  as 
well  as  possible  complications. 

Volume  I deals  with  basic  fun- 
damentals and  aesthetic  breast 
surgery.  It  discusses  in  addition  to 
fundamentals  implants  and  expan- 
ders, augmentation  and  reduction 
mammoplasty,  mastopexy,  and 
problems  and  complications. 

Volume  II,  “Reconstmctive  Breast 
Surgery,”  discusses  breast  cancer, 
decisions  in  breast  recon.struction, 
various  methods  of  reconstruction, 
and  problems. 

The  author  avoids  unnecessary 
detail,  yet  gives  full  coverage  of  the 
subject.  He  states  as  his  motivation, 
“a  desire  to  share  insights  gleaned 
and  lessons  learned  from  clinical 
experience,  building  on  the  cu- 
mulative examples  of  others.” 

This  he  has  done  with  a book  that 
reads  with  the  ease  of  a good  novel. 
Once  started,  it  is  hard  to  put  down. 


Dr.  Yarn  is  a retired  plastic  surgeon  in  Atlanta. 
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Nichols,  Underwood 
Receive  Prestigious  GHA 
Service  Awards 

Harold  Nichols  of  Union  General 
Hospital  in  Blairsville  and  Charles 
R.  Underwood,  M.D.,  of  Kenne- 
stone  Hospital  in  Marietta  are  the 
recipients  of  the  Georgia  Hospital 
Association’s  1991  Distinguished 
Service  Awards. 

They  were  honored  for  their  out- 
standing contributions  to  health 
care  in  Georgia  during  opening  cer- 
emonies at  the  GHA  annual  con- 
vention in  Atlanta  Jan.  17. 

Hospitals’  Financial  Health 
is  Precarious 

The  median  loss  per  discharge 
for  U.S.  hospitals  in  1989  was  $9.97 
— a dramatic  drop  from  a median 
profit  of  $16.98  per  discharge  a year 
earlier  — according  to  data  re- 
leased by  the  Healthcare  Financial 
Management  Association  (HFMA). 

Hospitals’  worsening  financial 
health  prompted  an  HFMA  panel  of 
experts  to  caution  that  the  quality 
of  health  services  provided  by  hos- 
pitals could  erode  by  1994. 

“When  a hospital’s  financial  con- 
dition worsens,  that  affects  staffing, 
the  ability  to  purchase  new  tech- 
nology and  the  ability  to  fund  re- 
search and  development,  all  of 
which  have  an  impact  on  quality,” 
said  Richard  L.  Clarke,  HFMA  pres- 
ident. 

The  Association’s  data  are  based 
on  the  audited  financial  reports  of 
1 ,807  hospitals  and  pointed  to  some 
favorable  trends.  For  example,  hos- 
pitals’ median  return-on-equity  ra- 
tio rose  from  6.9  in  1988  to  7.8  last 
year.  And  hospitals’  median  ratio 
for  fixed-asset  turnover,  which 
measures  the  amount  of  revenue 
generated  per  dollar  invested  in 
fixed  assets,  increased  from  1.73  in 
1988  to  1.81  in  1989,  its  highest  level 
in  1 1 years  of  measurement. 
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Inpatient  Revenue  Per 
Physician  is  Up 

Hospital  inpatient  revenue  gen- 
erated for  the  facility  per  physician 
averaged  $513,000  in  1989,  a 15 
percent  jump  from  1988,  new  sur- 
vey data  show.  This  has  no  rela- 
tionship to  physician  income. 

Among  the  824  hospitals  sur- 
veyed, the  average  inpatient  reve- 
nue in  1989  from  primary  care 
physicians  was  $377,000;  from  spe- 
cialists it  was  $409,000.  Per  hos- 
pital admission,  physicians  gener- 
ated average  revenue  of  $5,392  in 
1989. 

The  survey,  which  includes  data 
from  18,000  physicians  and  more 
than  4.3  million  admissions,  was 
conducted  jointly  by  Jackson  & 
Coker,  Atlanta,  and  the  Atlanta  of- 
fice of  Ernst  & Young. 

Data  on  15  million  outpatient  en- 
counters showed  that  the  overall 
average  annual  revenue  per  physi- 
cian in  1989  was  $165,000.  Primary 
care  physicians  reported  an  aver- 
age of  $99,000  and  specialty  phy- 
sicians generated  average  outpa- 
tient revenues  of  $121,000  annually. 

On  the  average,  staff  physicians 
admitted  128  patients  last  year,  up 
from  125  in  1988  and  112  in  1987. 
Obstetrics/gynecology  had  the 
highest  annual  rate  of  inpatient  ad- 
missions with  155,  while  primary 
care  physicians  averaged  135  ad- 
missions in  1989  — down  from  165 
in  the  previous  year. 

The  average  inpatient  revenue 
generated  per  admission  by  pri- 
mary care  physicians  increased  35 
percent  in  1989  to  $3,709,  while  the 
average  revenue  per  admission  for 
specialists  increased  18  percent  to 
$6,126. 

“When  you  look  at  the  high  num- 
ber of  admissions  that  primary  care 
physicians  are  generating  and  con- 
sider the  fact  they  are  the  feeder 
network  for  physician  specialists,  it 
is  understandable  why  the  demand 


for  primary  physicians  is  at  an  a 
time  high,”  said  Randy  Gott,  Jac 
son  & Coker’s  director  of  researc 

Ethics  of  MRI  Companie 
Investigated 

The  House  Ways  and  Meai; 
Committee’s  health  panel  is  co 
ducting  an  ethics  investigation  in 
payments  made  to  physicians  wl 
refer  patients  for  magnetic  rest 
nance  imaging  (MRI)  scans  I 
companies  that  own  the  equi 
ment. 

Anonymous  letters  sent  froi 
Florida  and  Southern  California  it 
formed  health  panel  chairman  Pei 
Stark  (D-Calif.)  that  certain  Ml 
companies  are  offering  physician 
returns  on  MR!  referrals,  even  if  th 
physicians  have  not  invested 
those  companies. 

“If  you  are  currently  referrir 
seven  patients  each  week  for  Mli 
we  can  show  you  how  to  earn 
excess  of  $ 1 00,000  per  year  and  sf 
be  within  the  ‘safe  harbor’  protei 
tion  of  the  coming  regulationsi 
stated  an  advertisement  from  Flo; 
ida  Mobil  MRI  Co.  Inc.,  Fort  Lai| 
derdale,  Fla. 

An  accompanying  letter  from  M( 
bil  MRI  Executive  Vice  Presideii. 
Gordon  D.  Simonds  offered  phys 
cians  daily  access  to  a mobile  Ml! 
unit  and  payment  for  each  scan  pe 
formed  on  their  patients. 

An  aide  to  Stark  said  the  Florid^ 
company’s  assurances  of  ethics  an|i 
legality  could  be  challenged,  an 
Stark  is  investigating  the  reasons, 
bleness  of  the  paybacks  ani 
whether  they  are  inducements  to  re 
ferrals. 

Language  that  would  have  ir 
eluded  MRI  units  in  the  restriction! 
on  physician  referrals  in  the  198i 
budget  law’s  Medicare  provision 
was  dropped.  Stark  is  looking  t< 
change  this. 

(This  page  is  sponsored  by  the  Georgia  Hoi' 
pital  Association.) 


128 


Journal  of  M.| 


EDITOR'S  CORNER 


Of  Conflict  and  the  Future 


have  heard  that  it  hath 
I \ been  said,  An  eye  for  an  eye, 
L\d  a tooth  for  a tooth: 

\But  I say  unto  you.  That  you  shall 
r ust  not  evil:  but  whosoever  shall 
^lite  thee  on  thy  right  cheek,  turn  to 
I'm  the  other  also. 

Mnd  if  any  man  will  sue  thee  at 
/_!?  law,  and  take  away  thy  coat,  let 
fji  have  thy  cloak  also. 

^And  whosoever  shall  compel  thee 
t\go  a mile,  go  with  him  twain. 
jGive  to  him  that  asketh  thee,  and 
I m him  that  would  borrow  of  thee 
tn  not  thou  away. 

IYe  have  heard  that  it  hath  been 
id.  Thou  shalt  love  thy  neighbor, 
t\d  hate  thine  enemy. 

\But  I say  unto  you.  Love  your  ene- 
i'es,  bless  them  that  curse  you,  do 
i\od  to  them  that  hate  you,  and  pray 
i;  them  which  despite  fully  use  you, 
i\d  persecute  you'.' 

THE  GOSPEL  OF  MATTHEW, 
CHAPTER  5,  VERSES  38-44 
:!  fST.  JAMES  VERSIOnJ 

, I 

H 

1945: 

P w The  hour  was  early;  the 
iorning  still,  warm,  and  beautiful. 

. immering  leaves,  reflecting  sun- 
r ht  from  a cloudless  sky,  made  a 
'A^.asant  contrast  with  shadows  in 
gy  garden  as  / gazed  absently 
yough  wide-flung  doors  opening  to 
n|?  south. 

\Clad  in  drawers  and  undershirt,  1 
Its  sprawled  on  the  living  room 
4»or  exhausted  because  / had  just 
t^^ent  a sleepless  night  on  duty  as 
hi  air  warden  in  my  hospital. 

y 


Suddenly,  a strong  flash  of  light 
startled  me  — and  then  another.  So 
well  does  one  recall  little  things  that 
I remember  vividly  how  a stone  lan- 
tern in  the  garden  became  brilliantly 
lit  and  I debated  whether  this  light 
was  caused  by  a magnesium  flare 
or  sparks  from  a passing  trolley. 

Garden  shadows  disappeared. 
The  view  where  a moment  before  all 
had  been  so  bright  and  sunny  was 
now  dark  and  hazy.  Through  swirl- 
ing dust  I could  barely  discern  a 
wooden  column  that  had  supported 
one  corner  of  my  house.  It  was  lean- 
ing crazily  and  the  roof  sagged  dan- 
gerously. 

Moving  instinctively,  I tried  to  es- 
cape, but  rubble  and  fallen  timbers 
barred  the  way.  By  picking  my  way 
cautiously  I managed  to  reach  the 
roka  and  stepped  down  into  my  gar- 
den. A profound  weakness  overcame 
me,  so  I stopped  to  regain  my 
strength.  To  my  surprise  / discovered 
that  I was  completely  naked.  How 
odd!  Where  were  my  drawers  and 
undershirt? 

What  had  happened? 

All  over  the  right  side  of  my  body 
/ was  cut  and  bleeding.  A large 
splinter  was  protruding  from  a man- 
gled wound  in  my  thigh,  and  some- 
thing warm  trickled  into  my  mouth. 
My  cheek  was  torn,  / discovered  as 
I felt  it  gingerly,  with  the  lower  lip 
laid  wide  open.  Embedded  in  my 
neck  was  a sizable  fragment  of  glass 
which  I matter-of-factly  dislodged, 
and  with  the  detachment  of  one 
stunned  and  shocked  / studied  it  and 
my  blood-stained  hand. 


Where  was  my  wife? 

Suddenly  thoroughly  alarmed,  I 
began  to  yell  for  her:  “Yaeko-san! 
Yaeko-san!  Where  are  you?" 

Blood  began  to  spurt.  Had  my 
carotid  artery  been  cut?  Would  / 
bleed  to  death?  Frightened  and  ir- 
rational, / called  out  again:  ‘‘It's  a 
five-hundred-ton  bomb!  Yaeko-san, 
where  are  you?  A five-hundred-ton 
bomb  has  fallen!" 

Yaeko-san,  pale  and  frightened, 
her  clothes  torn  and  blood-stained, 
emerged  from  the  ruins  of  our  house 
holding  her  elbow.  Seeing  her,  I was 
reassured.  My  own  panic  as- 
suaged, I tried  to  reassure  her. 

‘‘Well  be  alright,"  / exclaimed. 
‘‘Only  let's  get  out  of  here  as  fast 
as  we  can. " 

She  nodded,  and  I motioned  for 
her  to  follow  me. 

The  shortest  path  to  the  street  lay 
through  the  house  next  door  so 
through  the  house  we  went  — run- 
ning, stumbling,  falling,  and  then 
running  again  until  in  headlong 
flight  we  tripped  over  something 
and  fell  sprawling  into  the  street. 
Getting  to  my  feet,  I discovered  that 
I had  tripped  over  a man 's  head. 

‘‘Excuse  me!  Excuse  me,  please!" 
I cried  hysterically. 

There  was  no  answer.  The  man 
was  dead.  The  head  had  belonged 
to  a young  officer  whose  body  was 
crushed  beneath  a massive  gate. 

We  stood  in  the  street,  uncertain 
and  afraid,  until  a house  across 
from  us  began  to  sway  and  then 
with  a rending  motion  fell  almost 
at  our  feet.  Our  own  house  began 
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to  sway,  and  in  a minute  it,  too, 
collapsed  in  a cloud  of  dust.  Other 
buildings  caved  in  or  toppled.  Fires 
sprang  up  and  whipped  by  a vi- 
cious wind  began  to  spread. 

It  finally  dawned  on  us  that  we 
could  not  stay  there  in  the  street, 
so  we  turned  our  steps  toward  the 
hospital.  Our  home  was  gone;  we 
were  wounded  and  needed  treat- 
ment; and  after  all  it  was  my  duty 
to  be  with  my  staff.  This  latter  was 
an  irrational  thought  — what  good 
could  I be  to  anyone,  hurt  as  I was. 

We  started  out,  but  after  twenty 
or  thirty  steps  I had  to  stop.  My 
breath  became  short,  my  heart 
pounded,  and  my  legs  gave  way 
under  me.  An  overpowering  thirst 
seized  me,  and  I begged  Yaeko-san 
to  find  me  some  water.  But  there 
was  no  water  to  be  found.  After  a 
little  my  strength  somewhat  re- 
turned, and  we  were  able  to  go  on. 

I was  still  naked,  and  although  1 
did  not  feel  the  least  bit  of  shame, 
I was  disturbed  to  realize  that  mod- 
esty had  deserted  me.  On  rounding 
a corner  we  came  upon  a soldier 
standing  idly  in  the  street.  He  had 
a towel  draped  across  his  shoulder, 
and  I asked  if  he  would  give  it  to 
me  to  cover  my  nakedness.  The  sol- 
dier surrendered  the  towel  quite 
willingly  but  said  not  a word.  A lit- 
tle later  I lost  the  towel,  and  Yaeko- 
san  took  off  her  apron  and  tied  it 
around  my  loins.  ” 

HIROSHIMA  DIARY, 
MICHIHIKO  HACHIYA,  M.D. 

(dr.  hachiya’s  description  of  the 

HIROSHIMA  ATOMIC  BLAST.) 


“I  call  heaven  and  earth  to  record 
this  day  against  you,  that  / have  set 
before  you  life  and  death,  blessing 
and  cursing: 

therefore  choose  life,  that  both 
thou  and  thy  seed  may  live.  ” 

DEUTERONOMY,  CHAPTER  30,  VERSE  19. 

(ST.  JAMES  version) 
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/ am  yet  convinced 
that  having  come  this 
far  we  must  not  look 
back.  Block  of  salt  or 
not,  our  course  is  now 
set.  We  must  proceed 
with  utmost  speed  and 
ruthless  dedication  to  a 
successful  termination 
of  this  unfortunate 
encounter,  y 

IT  IS  A GRAY  and  cloud  covered  day 
here  in  my  town  this  Sunday  in 
January,  1991.  Now  and  then  a 
blustery  wind  scatters  rain  droplets 
on  the  window.  Splatters  them  on 
the  window  that  looks  out  from  my 
office  desk  on  the  little  garden  with 
its  bird  feeder  and  birdbath.  They 
come  and  go,  the  chickadees  and 
their  friends,  seemingly  thankful  for 
a bit  of  nourishment  on  a day  such 
as  this.  “Quite  appropriate,”  I think 
to  myself.  “We  talk  of ‘Nutrition’  this 
month  in  the  Journal  and  here  you 
provide  me  with  nutrition  in  ac- 
tion.” I shiver.  One  is  in  the  bird- 
bath  now.  Fluttering  and  splashing 
as  though  it  be  summer.  1 turn  up 
the  thermostat.  Watching  them  on 
this  January  day  chills  me. 

But  writing  of  “Nutrition”  is  not 
in  me  today.  “Let  them  read  the  ar- 
ticles,” 1 say  to  myself.  Today  we 
are  “at  war”  and  1 am  struggling  to 
keep  my  mind  safely  focused  on  my 
patients’  problems  amidst  the  dis- 
tractions of  media  reports.  Never,  it 
seems  to  me,  has  so  much  attention 
been  focused,  consumed  us,  as 
have  the  events  following  this  Jan- 
uary 15th.  It  reminds  me  of  a New 
Yorker  cartoon  of  some  years  back 
depicting  a bathrobe  clad  middle- 
aged  man  hunched  forward  in  front 


of  a television  set  with  a pigeo  i 
flying  in  the  window.  His  wife  i i 
the  background  talking  to  anothe  ( 
lady  remarks,  “It’s  the  ABC  new  | 
every  hour  on  the  hour,  the  NB' ; 
news  every  half  hour  on  the  ha 
hour,  and  those  damned  carrier  p • 
geons  in  between.” 

“Nutrition”  is  of  course  a part  c i 
all  this  chaos  engulfing  us  today,  /-i 
day  or  so  ago  one  of  the  public  rei 
lations  people  for  the  Baghdad  re 
gime  was  reporting  on  the  manne' 
of  action  of  the  “Great  Satan”  anc 
how  the  “embargo”  was  leading  to 
shortage  of  food  supplies  and  to 
starvation  of  women  and  children 
And  so  in  a “nutritional  sense”  i 
asked  myself  why  1 found  no  sensi 
of  guilt  in  such  a pronouncemea 
and  accusation. 

But  today,  this  gray  and  cloud;.' 
and  blustery  day  in  the  peace  anc 
calm  of  my  sanctuary,  here  in  the 
warmth  of  my  office  with  my  bird:' 
“nutritioning”  outside,  today  in  the 
sands  of  the  Middle  East  we  are  kill 
ing  each  other.  The  talking  — the 
negotiating  and  the  proposals  anc 
the  pleading  — all  of  the  this  i; 
over.  Looking  back  it  seems  so  fu 
tile.  Perhaps  it  was  “predestined' 
as  we  Presbyterians  look  at  things' 
But  we  tried,  so  very  hard  it  seems 
to  me,  we  tried  to  avoid  this  con 
flict.  It  seemed  to  do  no  good.  Nc, 
good  at  all  except  to  salve  our  con 
science  that  at  least  we  had  rec 
ognized  the  horror  about  to  be  vis 
ited  upon  us,  upon  our  adversaiy 
and  had  gone  that  “extra  mile”  tc 
avoid  the  conflagration  which  now 
engulfs  us. 

To  reflect,  to  look  at  past  words 
and  actions,  can  be  pleasant 
and  instructive,  or  depressing,  de- 
pending upon  the  scenery  one  en- 
counters. I thought  it  well,  however, 
to  look  back  at  this  Editor’s  thoughts 
as  expressed  in  the  October,  1990, 
issue  of  this  Journal  at  a time  long 
before  the  outbreak  of  hostilities. 
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[on  doing  so  one  finds  the  fol- 
Iving: 

\‘War  had  come  first  into  my  life 
I a quiet  Sunday  afternoon  in  1941 
\ien  the  serenity  of  the  small 
\mtry  town  was  broken  by  the 
bs  that  an  unexpected  attack 
on  the  U.S.  Navy  at  Pearl  Harbor 
d been  carried  out  by  the  Japa- 
ie  Empire.  The  war  in  Europe  had 
ned  in  our  favor,  and  yet  here 
' found  ourselves  engaged  upon 
other  front  with  a formidable  ad- 
'sary.  My  cousin,  little  in  days  he- 
ld his  18th  year,  had  at  the  time 
m drafted,  trained,  and  within  6 
eks  sent  into  the  Battle  of  the 
Ige  and  killed. 

jttle  time  passed  before  1 too 
md  myself  ungainly  clad  in  khaki 
d greeting  Florida  coral  snakes 
’ to  eye  while  crawling  belly 
wn  through  the  training  grounds 

Florida  palmetto  swamps The 

mths  went  by  in  a cloudy  mist  of 
1 'itary  acclamation  until  the  Bomb 
itroyed  Hiroshima  and  then  Na- 
laki.  Soon  peace  came  again. 
ie  now  to  muster  out.  The  long 
e home,  and  the  disrupted  life 
ained.  It  had  ended. . . . 

3ut  had  it  ended?  Our  jaded 
mories  fell  slowly  away,  and  in 
rir  place  came  Korea  and  then 
{ tnam.  They  too  passed  from  us 
I ving  scars  of  personal  loss  and 
5 77  the  latter  an  emotional  reac- 
■ih  itself  asking,  demanding,  that 
||  with  previously  unused  vigor 
i\imine  our  commitment,  our  hon- 
il  devotion,  to  peace.  War  had 
S)*?n  pushed  far  away  from  us,  and 
j^ce  wrapped  about  us  as  dis- 
\ ce  lent  us  security.  But  yesterday 
T friend's  nurse  wife  left  home, 
ii  today  the  urology  friend  de- 
B 'ts.  And  so  1 asked  myself  if  there 
I f distance,  a quietness,  a security 
ich  will  shield  us  from  the  hor- 
'3  We,  all  of  us  on  this  fragile 
o net,  seem  to  stagger  out  of  one 
c\iflagration  only  to  gather  our- 
«lues  together,  slowly  and  with 
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• There  is  yet  time  to 
learn  as  a universe  of 
diverse  nations  how  to 
live  together.  To  learn 
to  do  so  while  yet 
protecting  and 
preserving  our 
individuality  and  our 
cultures.  We  have  no 
other  choice  save  that 
of  foolish  and 
irresponsible  self 
destruction,  y 


painful  effort,  to  finally  regain  our 
courage,  our  self-confidence,  our 
brashness,  and  then  to  rush  chin 
held  high  into  the  battle  again.  Our 
memory  seems  so  short.  The  hor- 
ror, the  hopelessness,  the  devas- 
tating destructiveness  fades  as  the 
sun  sets  and  sleeps  in  peace  while 
the  morning  rushes  again  upon  us 
full  of  hope.  Another  chance  to  as- 
sert ourselves.  Spread  democracy, 
freedom  of  speech  and  our  ideals 
across  the  land.  Fling  the  blanket 
of  Christianity,  of  Judaism,  of  Islam, 
about  the  universe.  A Brave  New 
World  to  conquer.  And  all  the  while 
the  subtle  whisper  of  agincourt,  of 
Verdun,  of  Gettysburg,  of  Guadal- 
canal, of  the  38th  Parallel,  of  Sai- 
gon eludes  our  restless  spirit.  Shall 
we  ever  know  peace  or  are  we  des- 
tined to  forever,  we  who  now  pop- 
ulate this  fragile  deteriorating 
sphere,  to  forever  find  our  peace  in 
a never  ending  search  for  our  next 
encounter  with  each  other? 

This  embattled  spirit  found  peace 
last  in  1945  when  the  wisdom  and 
technical  prowess  of  the  West 
placed  and  detonated  an  atomic 
device  above  two  Japanese  cities. 
1 cried.  The  war  for  which  I had 
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been  trained,  been  conditioned, 
been  programmed  for  had  ended. 
What  was  I to  do  now?  The  enemy 
had  disappeared.  My  skills  were  no 
longer  needed.  I could  go  home.  No 
more  to  plunder  the  land  of  those 
who  threatened  me.  1 found  myself 
devastated. 

I look  back  in  time  as  we  stand 
on  the  threshold  of  yet  another  con- 
flict and  marvel  at  that  18  year  old 
who  seems  so  foreign,  so  misun- 
derstood to  me  now.  1 think,  “1 
hardly  knew  thee.  ” The  marvelous 
and  unbridled  hatred  which  had 
been  so  carefully  nurtured  in  him, 
the  desire  to  destroy  the  despised 
enemy  regardless  of  any  personal 
qualities,  seem  to  me  now  the  char- 
acteristics of  someone  1 knew  not. 
Oh  surely  1 now  understood  the  in- 
sanity of  a crazed  leader  and  the 
mandate  to  control  him.  Certainly 
the  need  to  protect,  to  keep  secure, 
one’s  homeland  was  clear.  More 
clear  than  these,  however,  the  sol- 
dier grown  to  manhood  looked  ever 
more  deeply  for  a way,  a plan,  a 
negotiation  leading  us  all  to  peace. 
No  doubt  such  thoughts  had  run 
through  the  minds  of  many  people 
through  the  ages.  Last  and  most  se- 
riously perhaps  was  Woodrow  Wil- 
son after  the  first  great  World  War. 
He  talked  then  of  a League  of  Na- 
tions. The  United  Nations,  fragile 
and  staggering,  yet  learning  to  walk 
and  surely  impotent,  yet  repre- 
sented an  attempt  at  such  a con- 
sensus. One  could  only  think  that 
we  seem  to  be  rushing  ever  faster 
to  that  point  where  “the  world  is 
too  dangerous  for  anything  but 
truth,  too  small  for  anything  but 
brotherhood.  ” 


It  seems  a lifetime  from  that  day 
in  August,  1990,  when  those 
words  were  written,  to  this  January, 
1991 . A lifetime  of  pleading  and  ne- 
gotiating, of  organizing  and  pre- 
paring, of  studying  and  desperately 
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trying  to  understand  a culture  and 
particularly  an  individual  so  ob- 
viously different  from  our  own. 
Those  honest  efforts  at  reconcilia- 
tion have  failed.  So  has  failed  my 
own  war  of  so  many  years  ago  that 
about  which  it  was  said  it  was  to 
be  the  “war  to  end  all  wars.”  We 
are  again  at  war. 

In  August  it  was  my  urology  friend 
and  the  nurse  wife  of  my  orthopedic 
friend  who  joined  the  war  effort. 
Now  my  surgeon  and  my  internist 
friends  are  gone.  So  it  is  across  the 
land  as  conflict  at  a great  distance 
comes  closely  home.  1 listened  to 
the  debates,  to  the  arguments,  and 
for  the  moment  each  makes  reason. 
1 watched  the  demonstrations,  the 
marches.  1 read  their  signs,  “No 
Blood  For  Oil,”  and  1 think,  “1  too 
want  to  have  no  blood  for  oil.”  1 
asked  myself  if  we  tried  hard  enough 
to  avoid  it.  Where  should  the  Bib- 
lical cheek  turning  stop?  1 am  yet 


convinced  that  having  come  this  far 
we  must  not  look  back.  Block  of 
salt  or  not,  our  course  is  now  set. 
We  must  proceed  with  utmost  speed 
and  ruthless  dedication  to  a suc- 
cessful termination  of  this  unfor- 
tunate encounter. 

What  then,  should  we  indeed 
find  ourselves  the  victors? 
Find  ourselves,  our  allies  and  our 
adversaries,  occupants  of  a world 
ideologically  divided?  Once  again, 
as  so  often  in  the  past,  facing  the 
rebuilding  of  a country  destroyed, 
an  economy  in  disarray  in  a world 
suffused  with  distrust?  Surely  we 
shall  not  see  us  all  worshiping  the 
birth  of  the  “Christ  child”  nor  bow- 
ing at  regular  intervals  toward 
Mecca.  It  is  our  diversity  which  gives 
to  this  planet  of  ours  not  only  its 
interest  but  also  perhaps  its  last 
hope  for  survival.  Those  with 
knowledge  of  such  things  tell  us 


that  within  a calculated  period 
time  this  Spaceship  Earth  shall  ri 
its  course  and  be  no  more.  That 
not  tomorrow,  however,  but  rath; 
trillions  of  years  ahead.  There  a 
those  voices  of  doom  that  wou 
tell  us  that  Planet  Earth  was  doii 
quite  well  until  humankind  was  i; 
troduced  into  the  “balance  of  n 
ture.”  That  it  is  we  who  have  d. 
stroyed  the  forest,  polluted  the  q 
and  water,  created  an  energy  sounj 
capable  of  making  uninhabitab 
this  entire  planet.  1 for  one  take  r, 
part  of  such  thinking.  There  is  y! 
time  to  learn  as  a universe  of  d 
verse  nations  how  to  live  togethe 
To  learn  to  do  so  while  yet  pr 
tecting  and  preserving  our  indivi 
uality  and  our  cultures.  We  have  i 
other  choice  save  that  of  foolish  aij 
irresponsible  self  destruction. 
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h-26  — Atlanta:  Quantitative 
lliallium  Myocardial 
lomography.  Category  1 credit, 
lontact  Office  of  CME,  Emory 
j^niv.  Sch.  of  Med.,  1440  Clifton 
p„  Atlanta  30322.  PH:  404/727- 
>95. 

|)-29  — Atlanta:  Modem 
lethods  of  Diagnosing  and 
reating  Diabetes  Mellitus  and 
js  Complications.  Category  1 
ifedit.  Contact  Office  of  CME, 
jnory  Univ.  Sch.  of  Med.,  1440 
lifton  Rd.,  Atlanta  30322.  PH: 
)4/727-5695. 

j APRIL  1991 

I — Atlanta:  Pharmacology  for 
Anesthesiologist.  Category  1 
^dit.  Contact  Office  of  CME, 
lory  Univ.  Sch.  of  Med.,  1440 
ijifton  Rd.,  Atlanta  30322.  PH: 
!|4/727-5695. 

i : 0 — Atlanta:  Advanced 
lj:monstrations  in  Percutaneous 
ansluminal  Angioplasty  XXV. 

[jtegory  1 credit.  Contact  Office 
:jCME,  Emory  Univ.  Sch.  of 
H^d.,  1440  Clifton  Rd.,  Atlanta 
:|322.  PH:  404/727-5695. 

.'-13  — Atlanta:  L3rmph  Node 
Ijithology.  Contact  Customer 
iirvices  Dept.,  American  Society 
I Clinical  Pathologists,  2100  W. 
hrrison  St.,  Chicago,  IL  60612. 

Ijl:  800/621-4142. 

-16  — Atlanta:  TC-99M 
l yocardial  Spect.  Category  1 
I, edit.  Contact  Office  of  CME, 

I lory  Univ.  Sch.  of  Med.,  1440 
ijifton  Rd.,  Atlanta  30322.  PH: 
'|4/727-5695. 

^^-19  — Atlanta:  Modem 
l ethods  of  Diagnosing  and 
I eating  Diabetes  Mellitus  and 
1|'  Complications.  Category  1 
Odit.  Contact  Office  of  CME, 
inory  Univ.  Sch.  of  Med.,  1440 
hfton  Rd.,  Atlanta  30322.  PH: 

‘ 4/727-5695. 
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17- 19  — Atlanta:  Nutrition  and 
Cancer.  Category  1 credit.  Contact 
Office  of  CME,  Emory  Univ.  Sch. 
of  Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

18- 19  — Lake  Lanier:  Annual 
Cardiopulmonary  Rehabilitation 
Update  1991.  Category  1 credit. 
Contact  American  Heart 
Association,  Ga.  Affiliate,  1685 
Terrell  Mill  Road,  P.O.  Box  6997, 
Marietta  30065.  PH:  404/952-1316. 

20- 2 1 — Augusta:  Current 
Concepts  in  Carnitine  Research. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

21- 26  — Atlanta:  American 
Association  of  Immunologists. 

Contact  Exec.  Dir.,  J.F.  Saunders, 
Ph.D.,  9650  Rockville  Pike, 
Bethesda,  MD  20814.  PH:  301/530- 
7178. 

21-26  — Atlanta:  American 
Association  of  Pathologists. 

Contact  AAP,  9650  Rockville  Pike, 
Bethesda,  MD  20814.  PH:  301/530- 
7130. 

26- 28  — Augusta:  Frontiers  in 
Nutrition.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

27- 28  — Augusta:  Pathology 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

29-3  May  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


29-4  May  — Augusta:  26th 
Annual  Family  Practice 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

MAY  1991 

9-12  — Atlanta:  Second 
Conference  on  International 
Travel  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

13-17  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

29-2  June  — Savannah: 
Nongynecologic  Pathology. 

Contact  Customer  Services  Dept., 
American  Society  of  Clinical 
Pathologists,  2100  W.  Harrison 
St.,  Chicago,  IL  60612.  PH:  800/ 
621-4142. 

JUNE  1991 

3-7  — Atlanta:  Modem  Methods 
of  Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

9-13  — Sea  Island:  15th 
Symposium  on  Lung  Disease. 

Contact  M.  Williamson,  Southern 
Medical  Association,  35 
Lakeshore  Dr.,  P.O.  Box  190088, 
Birmingham,  AL  35219.  PH:  800/ 
423-4992. 

17-22  — Augusta:  22nd  Annual 
Internal  Medicine  Symposium. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 


133 


(CH  1991,  Vol.  80 


1 


Dear  Editor, 

I have  just  returned  from  my 
next  door  neighbor’s  house  where 
I pronounced  him  dead.  He  was 
85,  and  he  and  his  wife  have 
been  our  neighbors  for  37  years. 
This  was  their  48th  wedding 
anniversary.  She  found  him  dead 
this  morning  when  she  awakened. 

I read  your  editorial  “Of  Joy 
and  Thankfulness”  in  the 
December  issue  of  the  JMAG.  1 
think  it  should  be  required 
reading  for  physicians.  We 
desperately  need  to  relish  and 
appreciate  the  unequaled 
opportunity  for  fulfillment  of  our 
spiritual  lives  which  the 
profession  of  medicine  offers  us. 

There  was  a black  policeman 
who  along  with  the  metro 
ambulance  answered  the  911  call 
to  my  neighbor’s.  This  guy 
reminded  me  that  30  years  ago  1 
spent  all  Thanksgiving  night 
operating  on  his  10-year-old  sister 
for  a GSW  to  her  lower  abdomen 
(shotgun)  which  destroyed  the 
bladder,  uterus,  and  rectum,  and 
required  multiple  surgical 
procedures  over  the  years.  She  is 
now  happily  married  and 
presently  in  charge  of  a 
convalescent  home.  It’s  the  deep 
and  enduring  appreciation  and 
thankfulness  stemming  from 
occasions  like  this  that  make  the 
practice  of  medicine  worthwhile 
— not  the  money  that’s  in  it.  If  we 
could  just  realize  that  early  on. 

You  write  so  beautifully  — 

Ward  Pafford  and  1 (among 
others)  are  proud  of  you. 

Sincerely, 

Tom  Reeves,  M.D. 


LETTERS 


Dear  Editor, 

1 want  to  congratulate  you  on 
keeping  the  Editor’s  Corner  so 
interesting  and  so  active.  1 
thoroughly  enjoy  your  writing 
through  this  area  of  the  Journal 
and,  particularly  in  the  last  few 
months  1 have  been  impressed  by 
it. 

Also,  1 would  like  to 
congratulate  Ms.  Susan  Dillon 
Johnson  and  you  on  the  beauty  of 
the  Journal.  The  January  Journal 
is  outstanding,  but  so  are  most  of 
the  other  issues  of  the  Journal  in 
the  past  number  of  months.  1 
think  that  you  and  Ms.  Johnson 
are  to  be  congratulated  on 
making  a very  useful  and 
interesting  journal  into  such  a 
beautiful  one  as  well. 

My  best  wishes  to  you  both. 

Sincerely, 

John  R.  Lewis,  Jr.,  M.D. 

Plastic  Surgeon,  Atlanta 


QUOTES 

The  Arabs  of  today  are  the  Arabs 
of  Pharaoh. 

R.  w.  EMERSON.'  English  Traits,  iv, 
1856 

Arabia  is  the  cradle  of  the  Arabs, 
and  Mesopotamia  is  their  grave. 
ARAB  PROVERB 

Better  the  oppression  of  Turks 
than  the  justice  of  Arabs. 

IBID 

Hazlitt,  who  boldly  says  all  he 
feels,  avows  that  not  only  he 


does  not  pity  sick  people,  but  he 
hates  them. 

CHARLES  LAMB.'  Letter  to  Bernard 
Barton,  April,  1824 

“Imagination  is  more  important 
than  knowledge.  ” 

ALBERT  EINSTEIN 

The  older  you  get,  the  greater  yo. 
were. 

LEE  GROSSCUP 

Marriage  should  be  a duet  — 
when  one  sings,  the  other  claps. 
JAN  MURRAY 

What  bothers  me  about  televisioi 
is  that  it  tends  to  take 
our  minds  off  our  minds. 

ROBERT  ORBEN 

The  best  remedy  for  a short 
temper  is  a long  walk. 

JACQUELINE  SCHIFF 

Taxation  with  representation  ain 
so  hot  either. 

GERALD  BARZAN 

“Only  the  pure  in  heart  can  make 
a good  soup.  ” 

LUDWIG  VON  BEETHOVEN 

Every  cubic  inch  of  space  is  a 
miracle. 

WALT  WHITMAN.'  Miracles,  1856 

We  will  call  the  Arabs  oriental 
Italians.  A gifted,  noble  people:  a 
people  of  wild,  strong  feelings, 
and  of  iron  restraint  over  these; 
the  characteristic  of 
noblemindedness,  of  genius. 
THOMAS  CARLYLE.'  Heroes  and  Hero- 
Worship,  II  1840  (Lecture  in 
London,  May  8) 
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POETRY  CORNER 


ARRIVAL 

When  spring  arrives  I come  aware, 

Watching  the  green  sprouts  poke  their  points 
From  the  dark  of  dung  and  dirt  out  where 
Something  of  promise  God  anoints. 

Spring  orchestra ’s  gay  notes  fly, 

Finding  the  waves  to  waft  their  wings 

In  the  unfathomed  sightless  sky 

Where  lately  not  even  the  God-fearing  sings. 

Where  there  is  spring  I know  the  seed 
I buried  as  hope  in  soil  of  sorrow 
Will  grope  and  grow  and  finally  lead 
My  dreams  to  some  green-leafed  tomorrow. 

DAYS  END 


The  vortex 
Fastens  itself 
To  a flowering  petal 
Of  sky 

Like  the  peacock  butterfly 
To  a stamen  of  hybiscus, 

— And  / dream. 

And  herd  my  dreams 
Through  the  daffodilled 
Stars 

That  dot  the  pasture 
Of  the  night. 

JOHN  RANSOM  LEWIS,  M.D. 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia’s  Poet  Laureate. 

iCH  1991,  Vol.  80 


135 


CBE  Works 
for  You 


The  Council  of  Biology  Editors,  Inc.  serves  writers,  editors, 
and  publishers  in  the  biological  sciences  through  its  outstanding 
membership  services  and  publications,  including: 


CBE  Views,  a bimonthly  publication,  keeping  you  informed  of  the 
latest  developments  in  scientific  communication  and  publishing. 

publications  providing  valuable  assistance  for  editors  and  writers, 
including  the  CBE  Style  Manual,  the  standard  reference  in  the 
biological  sciences 

an  annual  meeting  stressing  continuing  education  and  networking 
among  participants 

Find  out  more  about  the 
Council  of  Biology  Editors  today! 


□ Send  me  more  information  about  CBE  membership. 

□ Send  me  more  information  about  CBE  publications. 

Name 

Organization 

Street  Address 

City,  State,  Zip  Code 

Country 


Phone  Number  (_ 


Return  to: 

Council  of  Biology  Editors,  Inc.,  Dept.  SA 
9650  Rockville  Pike,  Bethesda,  Maryland  20814 
(301)530-7036 


^^ORS 


ADO’ 


“■BM 


'EDPi-M  LIVING  today  - Amcri- 
■ cans,  Africans,  Asians,  and 
ffopeans  --  arc  Stone  Agers 
splaccd  through  time  to  an  cn- 
■onment  which  is  foreign  and.  in 
anyways,  hostile  to  basic  hiiinan 
ology.  That  biology  is  determined 
■ genes  which  were  selected  over 
^ inconceivably  i)rotracted  course 
evolution,  ultimately  culminating 
anatomically  modern  humans 
10  first  became  widespread  per- 
ips  40,000  years  ago. 

Genetic  evolution  is  geologically 
aw.  Although  our  ancestors  di- 
:rged  from  those  of  chimpanzees 
)Out  5 million  years  ago,  there  isl 
present  just  over  1%  difference 
our  genes,  and  we  differ  genet- 
ally  from  the  Stone  Agers  of  10,000 
;ars  ago  by  just  over  one  one-thou; 
indth  of  a percent!  Therefore,  it  is 
erally  true  that  our  genetically  de- 
rmined  physiology  and  bidchem- 
try  are  designed  not  for  the  cir- 
imstances  of  20th  century  life  but 
T those  of  existence  in  the  Stone 
ge. 

However,  10,000  years  ago  an 


We  differ  genetically 
from  the  Stone  Agers 
of  10,000  years  ago  by 
just  over  one  one- 
thousandth  of  a 
percent. 


event  of  momentous  biologic  sig- 
nificance occurred:  some  of  our 
ancestors  abandoned  tlieir  age-old 
hunting  and  gathering  life  ways  for 
a more  settled  existence  based  on 
agriculture  and  animal  husbandry. 
As  when  Pandora  opened  her  in- 
famous mythical  box,  powerful  and 
unprecedented  forces  were  thereby 
unleashed,  ones  unlike  those  which 
had  controlled  the  ecology  and  ev- 


Dr.  Eaton  is  chief  of  radiology  at  West  Paces  Ferry 
Hospital  in  Atlanta,  a clinical  faculty  member  at 
Emory,  and  a member  of  the  State  Health  Policy 
Council,  He  is  the  author  of  the  book.  The  Paleo- 
lithic Prescription:  A Program  of  Diet  and  Exercise 
and  a Design  for  Living,  which  was  reviewed  in 
the  June,  1989,  issue  of  this  Journal.  Dr.  Eaton’s 
address  is  2887  Howell  Mill  Rd..  Atlanta,  GA  30327. 


olution  of  plants,  animals,  and  mi-  ; 
croorganisms  during  the  preceding  ' 

billion  years  of  life  on  Earth.  Then 
only  2U0  years  ago.  the  Industrial 
Revolution  introduced  still  newer 
influences  that  have  subsequenlly 
interacted  ever  more  intensely  and 
complexly  with  the  ancient  forces 
of  life. 

This  "progress”  has  had  a pro- 
found impact  on  human  biology. 
Men  and  women  in  modern  West- 
ern society  are  exposed  to  condi- 
tions of  life  which  differ  radically 
from  those  of  the  pre-agricultural 
epoch,  those  which  through  Dar- 
winian natural  selection  deter- 
mined the  biologic  characteristics 
of  the  human  species  as  it  now  ex- 
ists. When  conditions  of  life  for  any 
animal  population  deviate  from 
those  to  which  it  has  become  ge- 
netically adapted,  biologic  malad- 
justment — discordance  — is  in- 
evitable. The  human  species  is  no 
exception;  for  us,  discordance  be- 
tween our  current  lifestyle  and  that 
for  which  our  genes  were  selected 
has  promoted  the  chronic  and 
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deadly  “diseases  of  civilization.” 
These  conditions  — atheroscle- 
rosis, diabetes,  hypertension,  os- 
teoporosis, obesity,  many  cancers, 
and  a host  of  lesser  afflictions  — 
are  so-called  because  they  are  rare 
among  populations  which  have 
continued  the  life  ways  of  our 
ancestors  while  they  account  for 
75%  of  all  mortality  in  industrial- 
ized nations. 

A Paleolithic  Prescription 

The  general  lifestyle  of  our  Stone 
Age  (paleolithic)  ancestors  serves 
as  an  example  and  model  for  us 
today.  Despite  the  millennia  which 
separate  us,  we  can  nevertheless 
mold  many  aspects  of  our  exist- 
ence to  recreate  selectively  the  bi- 
ologically beneficial  conditions  un- 
der which  they  lived  — conditions 
which  remain  appropriate  and  “nat- 
ural” for  humans. 

Health  Indicators 

Body  Composition.  The  relative 
proportions  of  fat  and  lean  tissue 
are  more  indicative  of  health  status 
than  is  total  body  weight.  As  meas- 
ured by  differences  in  skin  thick- 
ness, people  living  in  affluent  coun- 
tries are  encased  in  excessive  fat 
“envelopes”  when  compared  to 
people  who  live  by  hunting  and 
gathering.  An  amalgamation  of  pre- 
ventive medical  and  anthropologic 
data  indicates  that  body  fat  should 
range  between  5%  and  15%  in  men 
and  between  20%  and  25%  in 
women,  regardless  of  age. 

Blood  Pressure.  For  hunters  and 
gatherers,  blood  pressures  average 
somewhat  below  the  120/80  mmHg 
accepted  as  “normal”  by  modern 
physicians.  Values  of  100-110/60-70 
mmHg  are  typical.  Furthermore,  in 
such  societies  blood  pressure  does 
not  increase  with  age. 

Serum  Cholesterol.  From  a paleo- 
lithic perspective,  the  cholesterol 
standards  promoted  by  the  Na- 
tional Cholesterol  Education  Proj- 
ect are  anomalously  high.  Among 
hunters  and  gatherers,  serum  cho- 


Modifications  of  our 
usual  and  customary 
lifestyle  are  generally 
required,  but 
fortunately  the 
paleolithic  pattern 
constitutes  a model  — 
one  which  in  many 
ways  anticipates  the 
recommendations  of 
today’s  nutritionists 
and  preventive 
medicine  specialists. 

lesterol  averages  125  mg/dL,  and 
figures  exceeding  150  mg/dL  are 
uncommon.  These  figures  are  sim- 
ilar to  those  of  rural  Chinese  whose 
incidence  of  coronary  atheroscle- 
rosis is  far  below  that  of  Americans. 
The  serum  cholesterol  levels  of 
monkeys  and  apes  fall  in  this  gen- 
eral range,  and  it  is  likely  that  the 
vascular  endothelium  of  all  pri- 
mates is  designed  to  accommodate 
cholesterol  concentrations  of  this 
magnitude  — not  the  200  mg/dL 
designated  as  desirable  by  the 
NCEP. 

Maximum  Oxygen  Uptake  Capac- 
ity (VO2  max).  Physical  anthro- 
pologists have  determined  that  the 
aerobic  fitness  (as  measured  by  VO2 
max)  of  hunters  and  gatherers  ex- 
ceeds that  of  age-matched  Ameri- 
cans by  about  one-third.  This  find- 
ing supports  the  contention  of 
exercise  physiologists  and  preven- 
tive cardiologists  that  VO2  max 
should  be  at  least  40-50  ml/kg/min 
for  men  and  30-40  ml/kg/min  for 
women.  Fitness  of  this  degree 
should  extend  well  unto  older  adult 
life. 

Strength  Fitness.  The  skeletal  re- 
mains of  Stone  Agers  show  that  they 
were,  on  average,  much  stronger 
than  typical  Americans.  We  have  no 


way  of  directly  accessing  th'-' 
strength,  but  data  from  exercii* 
physiologists  suggest  that  m j 
should  be  able  to  bench  press  th  | 
body  weight  and  leg  press  1 .5  tim  I 
their  weight.  For  women  two-thir  f' 
and  100%,  respectively,  are  appi'i 
priate  standards.  Again,  this  le\  I 
of  fitness  should  persist  well  in  I 
what  are  commonly  called  our  a i 
vancing  years.  ; 

These  biologic  parameters  a | 
seldom  attained  by  peop  I 
whose  diet  and  exercise  habits  a I 
typical  of  20th  century  Americ ; 
Modifications  of  our  usual  and  cu' 
tomary  lifestyle  are  generally  r>^ 
quired,  but  fortunately  the  pale, 
lithic  pattern  constitutes  a model - 
one  which  in  many  ways  antici 
pates  the  recommendations  of  t| 
day’s  nutritionists  and  preventh 
medicine  specialists.  ' 

Nutrition 

Carbohydrates.  These  should  pnj 
vide  from  50%  to  60%  of  a typicif 
day’s  calories.  Sugar  and  refinei 
flour  need  to  be  minimized  whil! 
fruits,  vegetables,  and  whole  grairt 
— good  sources  of  complex  ca 
bohydrates  — should  be  emphi. 
sized.  Whenever  possible,  use  fres' 
produce  in  preference  to  frozen,  an 
avoid  canned  products  altogether' 
Protein.  It  can  constitute  20%  t 
30%  of  daily  caloric  intake.  Thi' 
should  be  primarily  animal  in  or 
gin,  but  from  sources  that  contai 
little  fat.  Poultry  (without  the  skin 
fish,  shellfish,  and  low  or  non-fr' 
dairy  products  are  good  choices. 
Fat.  The  excessive  fat  in  currer'' 
American  diets  is  one  of  the  mos* 
harmful  deviations  from  the  palec' 
lithic  experience.  For  Stone  Agers' 
fat  provided  only  about  20%  of  dail; 
calories,  not  the  30%  conventiona 
health  authorities  now  advocate 
The  great  majority  of  the  fat  we  ea 
should  be  unsaturated;  for  pre-ag 
ricultural  humans  the  ratio  betweer 
polyunsaturated  and  saturated  fa 
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v,is  probably  about  1 .4  whereas  for 
tj>ical  Americans  it  is  0.5  or  less. 
Fr  this  reason  butter,  lard,  tropical 
(|s,  and  hydrogenated  fats  ought 
tibe  completely  avoided. 

I'jetary  Cholesterol.  Because  of 
tjiir  reliance  on  wild  game  ani- 
liils,  our  ancestors  ingested  gen- 
()us  quantities  of  cholesterol  for 
der  a million  years.  This  implies 
tk,  for  us,  daily  intakes  of  up  to 
(,j0  mg.  ought  to  be  readily  accom- 
(jated  PROVIDED  that  total  fat  is 
Mtricted  to  20%  of  daily  energy  and 
tit  polyunsaturated  fat  exceeds 
‘[urated  fat  in  the  diet.  Otherwise, 
(olesterol  intake  should  be  re- 
sjicted  to  300  mg/day  or  less. 

k amalgamation  of 
ijreventive  medical  and 
ilithropologic  data 
ijdicates  that  body  fat 
liould  range  between 
1%  and  15%  in  men 
lid  between  20%  and 
!5%  in  women, 
hgardless  of  age. 


1 etary  Fiber.  Aim  for  between  50 
t 100  grams  a day;  our  ancestors 
most  certainly  consumed  this 
ijch  or  more.  Fruits  and  vegeta- 
ll3s  are  more  “natural”  sources  for 
liimates  than  are  cereal  grains,  but 
Ip  latter  are  certainly  acceptable. 
Jjluble  and  insoluble  fiber  have 
iparate  physiologic  roles,  and  both 
<15  necessary. 

indium.  Restrict  salt  intake  as  much 
i possible.  Hunters  and  gatherers 
','tain  less  than  a gram  of  sodium 
l;)m  their  daily  diets  (the  well-stud- 
;jd  traditional  Yanamamo  intake 
ijeraged  250  mg/day).  This  re- 
'iiirement  is  by  far  the  most  diffi- 
']  It  challenge  for  persons  who  wish 
recreate  paleolithic  nutrition, 
jifortunately,  it  is  also  one  of  the 
lost  important. 


^CH  1991,  Vol.  80 


Calcium.  Total  daily  intake  ought 
to  be  at  least  1500  mg.  The  possible 
exception  might  be  individuals  with 
a history  of  urolithiasis.  Supple- 
mentation is  often  required  to  attain 
this  figure. 

Dietary  Supplements.  RDA  (not 
megadose)  levels  of  water  soluble 
vitamins,  beta-carotene,  and  Vita- 
min E provide  reasonable  assur- 
ance of  adequate  intake.  Multi-min- 
eral tablets  (including  zinc,  iron, 
copper,  iodine,  magnesium,  chro- 
mium, and  selenium)  are  also  a 
good  idea.  Our  ancestors  almost 
certainly  obtained  far  more  micro- 
nutrients (except  for  sodium  and 
possibly  iodine)  from  their  food 
than  we  do  today,  although  this  may 
have  been  partially  offset  by  their 
intake  of  dietary  fiber.  It  is  likely 
that  supplementary  essential  fatty 
acids  (especially  the  Omega-3s)  will 
soon  be  proven  beneficial.  Truly 
“natural”  foods  (wild  game  and  un- 
cultivated plants)  provide  higher 
levels  of  these  nutrients  than  we  or- 
dinarily obtain  from  our  foods. 

Despite  the  contention  of  cur- 
rent nutritionists,  our  ances- 
tors had  only  two  food  groups 
(meats  and  fruits/vegetables),  not 
four.  For  2 million  years,  humans 
got  along  nicely  without  cereal 
grains  and,  after  weaning,  they  had 
no  dairy  products  whatsoever. 
Nevertheless,  by  carefully  selecting 
products  which  maximize  benefi- 
cial constituents  (protein,  fiber, 
complex  carbohydrate)  and  mini- 
mize undesirable  components  (sat- 
urated fat,  sodium,  refined  carbo- 
hydrate), foods  from  all  four 
categories  can  be  utilized  in  a reg- 
imen that  reconstitutes  the  essen- 
tials of  our  ancestral  and  “natural” 
nutritional  experience. 

Tobacco 

The  genus  Nicotiana,  of  which 
tobacco  is  the  best  known  species, 
is  indigenous  to  the  Americas,  Aus- 
tralia, and  a few  Pacific  islands.  Ac- 
cordingly, none  of  our  ancestors 


living  in  Africa,  Asia,  or  Europe  had 
any  contact  with  this  substance  un- 
til after  the  voyages  of  discovery 
during  the  late  15th  and  16th  cen- 
turies. Cigarettes  were  essentially 
unknown  to  Americans  and  Euro- 
peans until  after  the  Crimean  War 
of  the  1850s.  Therefore,  use  of  to- 
bacco products  is  utterly  foreign  to 
our  genetic  heritage,  and  its  dis- 
astrous medical  consequences 
should  be  no  surprise.  Its  use  in  any 
form  should  be  completely  avoided. 

Alcohol 

Honey  and  fruits  with  sufficient 
sugar  content  can  undergo  spon- 
taneous fermentation,  so  some  of 
our  ancestors  may  have  made  sea- 
sonal beverages  containing  alco- 
hol. However,  widespread  manu- 
facture and  consumption  is  highly 
unlikely  to  have  begun  until  after 
the  appearance  of  agriculture.  No 
group  of  hunters  and  gatherers 
studied  in  this  century  has  been  able 
to  make  such  drinks,  and  it  is  in- 
conceivable that  paleolithic  hu- 
mans could  have  regularly  ob- 
tained 7%  to  10%  of  their  dietary 
energy  from  alcohol  as  Americans 
do  currently.  Despite  its  possible 
tendency  to  increase  HDL  levels,  al- 
cohol should  be  consumed  in  ex- 
treme moderation  if  at  all. 

Exercise 

Our  ancestors  had  no  motorized 
equipment  so  that  all  aspects  of 
their  daily  existence  — hunting, 
gathering,  food  preparation,  visit- 
ing, dancing,  moving,  tool  manu- 
facture, and  various  other  activities 
— depended  on  their  own  physical 
exertion.  Our  bodies  are  still  de- 
signed in  this  context,  for  regular 
and  vigorous  use.  Stone  Agers  were 
not  like  power  lifters  nor  like  ultra- 
marathoners; rather,  they  resem- 
bled decathlon  athletes.  Their  lives, 
like  those  of  other  primate  species 
during  the  past  50  million  years,  de- 
veloped both  strength  and  endur- 
ance. The  former  builds  a sturdy 
and  resilient  musculoskeletal  sys- 
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tern  while  the  latter  enhances  our 
cardiovascular  and  respiratory  ca- 
pacities. Both  are  necessary  for  op- 
timal health. 

Frequency.  Work  out  daily.  Aim  for 
30  to  90  minutes  of  activity  per  ses- 
sion. 

Modes.  Emphasize  aerobic  and  re- 
sistance exercise  on  alternate  days 
of  the  week. 

Periodic  Variations.  Vary  specific 
types  of  exercise  on  a regular  (e.g., 
seasonal  or  semi-annual)  basis  to 
minimize  injury,  forestall  burnout, 
and  maximize  enjoyment. 


For  us,  discordance 
between  our  current 
lifestyle  and  that  for 
which  our  genes  were 
selected  has  promoted 
the  chronic  and 
deadly  ^^diseases  of 
civilization.” 


Aerobic  Training.  Include  jogging, 
bicycling,  rowing,  swimming,  aero- 
bics, stair  climbing,  bench  training, 
walking,  and  similar  activities.  Al- 
ternate these  in  the  context  of  a life- 
long program. 

Resistance  Training.  Periodically 
vary  specific  exercises,  areas  of  con- 
centration, sets,  repetitions,  and 
degree  of  resistance. 

Warming  Up.  Take  from  5 to  15 
minutes  according  to  temperature, 
with  longer  warmups  in  cold 
weather.  Begin  with  easy  repetitive 
movements  (e.g.,  slow  jogging  in 
place,  gentle  jumping  jacks,  sit  ups, 
etc.).  Modest  stretching  comes  at 
the  end  of  the  warm  up  session. 
Cooling  Down.  MANDATORY!  Be- 
gin with  vigorous  walking  and  taper 
to  a slower  pace  over  5 to  1 5 min- 


utes. A good  flexibility  program  is 
an  excellent  way  to  conclude  the 
cooling  down  period. 

The  Paleolithic  Paradigm 

Our  understanding  of  the  rela- 
tionships among  ancient  genes,  fast- 
paced  cultural  change,  and  modern 
disease  has  been  slow  in  devel- 
oping; its  beginnings  were  intuitive 
rather  than  scientific.  In  1754,  phi- 
losopher Jean-Jacques  Rousseau 
wrote  that  in  a “state  of  nature”  men 
were  strong  of  limb,  fleet  of  foot, 
and  clear  of  eye.  He  contrasted  this 
natural  condition  of  health  with  the 
proliferating  diseases  engendered 
in  civilization  by  wealth  and  sed- 
entary occupations:  “The  greater 
part  of  our  ills  are  of  our  own  mak- 
ing, and  we  might  have  avoided 
them,  nearly  all,  by  adhering  to  that 
simple  . . . manner  of  life  which  na- 
ture prescribed.  When  we  think  of 
the  savages  . . . and  reflect  that  they 
had  hardly  any  diseases  save 
wounds  and  old  age,  we  are 
tempted  to  believe  that  in  following 
the  history  of  civil  society  we  shall 
be  telling  that  of  human  sickness.” 

For  generations  this  view  was 
considered  naively  romantic,  and  it 
was  unquestionably  exaggerated. 
Rousseau  didn’t  mention  infections 
or  post-traumatic  arthritis;  he  didn’t 
comment  on  an  average  life  ex- 
pectancy half  ours  nor  on  the 
beneficial  wonders  of  modern  civ- 
ilization — transportation,  com- 
munication, health  care,  com- 
puters, museums,  libraries,  and 
laboratories.  He  failed  to  acknowl- 
edge the  discovery  of  writing  and 
mathematics.  However,  he  did  hit 
on  a fundamental  truth:  our  biology 
is  designed  for  a different  era.  For- 
tunately, we  needn’t  reproduce  that 
time  in  its  totality  in  order  to  achieve 
its  benefits  for  our  health  and  well- 
being. 

In  many  ways  our  current  health 


status  far  exceeds  that  of  any  pric  | 
time  period,  including  the  palet  > 
lithic,  but  we  remain  generally  fea  t 
ful  of  diseases  which  available  ev  ; 
dence  suggests  were  uncommoi  f 
rare,  or  unknown  for  our  remotii 
ancestors.  Our  challenge,  then,  an| 

Our  challenge,  then, 
and  opportunity,  is  to 
integrate  the  essential 
elements  of  paleolithic 
life  into  the  overall 
gestalt  of  fin  de 
millennium  existence. 
To  realize  our  full 
human  potential  for 
vigor  and  wellness,  we 
must  bring  together  th< 
past  and  the  present. 


opportunity,  is  to  integrate  the  e.<!! 
sential  elements  of  paleolithic  lif 
into  the  overall  gestalt  of  fin  de  mi 
lennium  existence.  To  realize  or 
full  human  potential  for  vigor  an , 
wellness,  we  must  bring  togethd 
the  past  and  the  present. 

Those  amused,  stimulated,  ir 
spired,  or  incensed  by  this  articl 
might  consider  further  reading. 
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Evidence  for  a relationship  be- 
tween diet  and  cancer  is  rap- 
dly  accumulating.  It  is  clear  from 
'Oth  the  laboratory  and  epidemiol- 
igy  that  overall  dietary  patterns  and 
pecific  dietary  components  can 
lave  a powerful  effect  on  cancer 
levelopment.  Numerous  human 
ilinical  trials  are  now  being  con- 
lucted  to  exploit  the  antineoplastic 
•otential  of  nutritional  manipula- 
ion  in  cancer.  This  article  will  re- 
new the  scientific  basis  for  current 
jlietary  recommendations  as  well 
[is  ongoing  prevention  clinical  trials 
jind  will  present  the  author’s  views 
|m  future  prospects  for  nutrition- 
jrased  cancer  prevention  strategies. 

i 

! ACS  Dietary  Guidelines 

i The  current  American  Cancer  So- 
ciety dietary  guidelines  for  cancer 
jisk  reduction  are  shown  in  Table 
. These  guidelines  are  intended  for 
healthy  adults  and  are  not  directed 
It  young  children,  the  elderly,  or 
others  with  special  dietary  restric- 
jions  and/or  specific  nutritional 
jieeds.  Risk  reduction  does  not  de- 


This  article  reviews  the 
scientific  basis  for 
current  dietary 
recommendations  as 
well  as  ongoing 
prevention  clinical 
trials  and  future 
prospects  for  nutrition- 
based  cancer 
prevention  strategies. 

pend  on  changing  any  one  dietary 
component;  maximum  risk  reduc- 
tion requires  an  overall  change  in 
eating  patterns  and  food  prepara- 
tion. Thus,  the  guidelines  should 
be  considered  together,  not  sepa- 
rately, to  achieve  maximum  life- 
time benefit. 

The  American  Cancer  Society  di- 
etary guidelines  and  a brief  ration- 
ale for  each  follows: 


Dr.  Nixon  is  Vice  President  for  Professional  Edu- 
cation, American  Cancer  Society,  Inc.,  1599  Clifton 
Rd.,  Atlanta,  GA  30329-4251. 


Maintain  a desirable  body  weight 

The  American  Cancer  Society 
Cancer  Prevention  Study  1 found  in- 
creased mortality  from  several  can- 
cers (colon,  breast,  gallbladder, 
uterus,  and  others)  in  obese  sub- 
jects.’ Laboratory  experiments  have 
repeatedly  shown  that  decreased 
caloric  intake  in  animals  is  linked 
to  a decreased  frequency  of  spon- 
taneous tumors,  as  well  as  in- 
creased difficulty  in  inducing 
tumors  with  carcinogens.  Inter- 
estingly, underfed  animals  also  ap- 
pear healthier  and  live  longer  than 
their  ad  lib  fed  counterparts. ^ Cal- 
orie restriction  early  in  life  has  re- 
cently been  shown  to  decrease  cell 
division  in  the  colons  of  rats,^  and 
it  is  possible  that  this  decrease  in 
mitotic  activity  might  play  a role  in 
the  cancer  resistance  brought  about 
by  undernutrition. 

Cut  down  on  total  fat  intake 

Cancers  of  the  breast,  colon, 
prostate,  and  pancreas  are  associ- 
ated in  varying  degrees  with  in- 
creased dietary  fat  intake.'’  Breast 
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cancer  is  less  common  in  popula- 
tions such  as  native  Japanese  who 
traditionally  eat  a very  low  fat  diet. 
When  Japanese  move  to  a high  risk 
area  such  as  the  United  States,  their 
descendants  have  a higher  rate  of 
breast  cancer.  Several  epidemio- 
logic studies  have  suggested  a re- 
lationship between  increased 
weight  and  decreased  survival  in 
breast  cancer,^  and  cholesterol  lev- 
els and  weight  correlated  inversely 
with  survival.® 

The  current  recommendation  to 
reduce  fat  intake  to  30%  (or  less) 
of  total  calorie  intake  may  have  to 
be  made  more  stringent  as  better 
data  become  available.  The  tradi- 
tional Japanese  diet  is  much  lower 
in  fat  than  30%.  Clinical  trials  of 
diets  at  varying  levels  of  decreased 
fat  are  needed  to  answer  this  ques- 
tion. 

Include  a variety  of  vegetables 
and  fruits  in  the  daily  diet 

Vegetables  and  fruits  contain  nu- 
merous vitamins,  trace  elements, 
and  other  compounds  that  may  have 
anti-cancer  activity.  Epidemiologic 
studies  consistently  show  that  in- 
take of  foods  high  in  vitamin  A or 
B-carotene  correlates  inversely  with 
cancer  incidence.^  The  initial  work 
on  chemoprevention  at  the  NCI  in 
the  1970s  involved  the  activity  of 
retinoids  in  suppressing  malignant 
transformation.  In  the  early  1980s, 
the  NCI  established  a Chemopre- 
vention Program  designed  to  ex- 
plore the  cancer  preventive  prop- 
erties of  micronutrients,  other 
natural  compounds,  and  drugs.  To 
date,  over  1000  compounds  have 
been  evaluated  and  over  20  clinical 
prevention  trials  are  being  con- 
ducted. 

A number  of  non-nutrient  sub- 
stances with  chemopreventive  ac- 
tivity occur  in  plants.  These  include 
ellagic  acid,  B glycyrrhetinic  acid, 
and  numerous  allium  compounds. 
Ellagic  acid,  found  in  strawberries 
and  grapes  and  other  fruits,  has  ac- 
tivity in  lung  and  bladder  cancer 


Several  epidemiologic 
studies  have  suggested 
a relationship  between 
increased  weight  and 
decreased  survival  in 
breast  cancer,  and 
cholesterol  levels  and 
weight  correlated 
inversely  with  survival. 

models.  B glycyrrhetinic  acid,  a fla- 
voring component  in  licorice,  is  ac- 
tive in  skin  cancer  systems.  Allium 
compounds,  from  garlic  and  re- 
lated species,  have  antiseptic,  anti- 
thrombotic, lipid  lowering,  and  tu- 
mor inhibitory  effects.  These  com- 
pounds are  being  evaluated  in  skin 
and  colon  cancer  models.^  Thus, 
the  benefits  of  eating  more  fruits 
and  vegetables  may  include  more 
than  just  increased  intake  of  well 
known  vitamins.  Much  remains  to 
be  learned  about  the  disease  pre- 
venting qualities  of  plant  com- 
pounds. 

Eat  more  high  fiber  foods  such  as 
whole  grain  cereals,  legumes, 
vegetables,  and  fruits 

There  has  been  disagreement 
over  the  role  of  dietary  fiber  in  car- 
cinogenesis. Colon  cancer  rates  are 
lower  in  populations  who  consume 
an  unrefined,  high  fiber  diet,  but 
because  such  diets  are  usually  low 


in  fat  and  contain  other  substano 
that  may  have  anti-cancer  activit 
the  role  of  fiber  in  the  process  h; 
been  uncertain.  Two  recent  pub 
cations  have  begun  to  clarify  tf 
situation.  The  first  is  the  report  t 
DeCosse,  et  al  that  a daily  whe 
fiber  supplement  decreased  the  r 
currence  rate  of  adenomatous  pc 
yps  in  a group  of  familial  polypos 
patients.®  The  second  is  the  findir. 
by  Alberts,  et  al  that  wheat  bran  1 
ber  inhibits  rectal  mucosal  cell  pn 
liferation  and  DNA  synthesis  in  p; 
tients  with  a history  of  rectal  ( 
colon  cancer.®  A recent  review  b 
Trock,  et  ah®  concluded  that  a hig 
fiber,  vegetable-rich  diet  is  assoc 
ated  with  decreased  risk  of  cance 
but  the  relative  roles  of  fiber  versu 
other  food  constituents  remain  ur 
certain.  It  does  appear  that  it  is  th 
pattern  of  eating  and  not  any  on 
dietary  constituent  that  is  impo 
tant.  This  point  is  stressed  as  paf 
of  the  overall  American  Cancer  Sc 
ciety  dietary  guidelines. 

Limit  consumption  of  alcoholic 
beverages,  if  you  drink  at  all 

Heavy  alcohol  consumption  fre* 
quently  is  accompanied  by  ciga 
rette  smoking.  Such  persons  are  a 
high  risk  for  head  and  neck  and 
esophageal  cancer.  Some  evidenc' 
also  links  alcohol  and  breast  car 
cer,  but  this  is  still  controversial 
Cirrhosis  of  the  liver,  alcohol  abusei 
and  liver  cancer  are  also  inter-re 
lated  but  the  mechanisms  of  thi 
relationship  remain  uncertain. 


TABLE  1 — American  Cancer  Society  Dietary 
Guidelines  1990 


1.  Maintain  a desirable  body  weight. 

2.  Cut  down  on  total  fat  intake. 

3.  Include  a variety  of  vegetables  and  fruits  in  the  daily  diet. 

4.  Eat  more  high  fiber  foods  such  as  whole  grain  cereals,  leg- 
umes, vegetables  and  huits. 

5.  Limit  consumption  of  alcoholic  beverages,  if  you  drink  at  all. 

6.  Limit  consumption  of  salt  cured,  smoked,  and  nitrite  pre- 
served foods. 

7.  Eat  a varied  diet. 
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limit  consumption  of  smoked, 
salt-cured,  and  nitrite-preserved 
^oods 

When  meat  is  smoked  by  tradi- 
tional means,  a variable  amount  of 
carcinogenic  tars  are  absorbed,  and 
some  evidence  suggests  a relation- 
ship between  salt  cured,  pickled, 
and  nitrite-containing  foods  and 
cancer  of  the  upper  gastrointestinal 
tract.  It  is  therefore  prudent  to  limit 
these  foods  in  the  diet.  Also,  high 
temperature  cooking  (frying,  broil- 
ing) may  create  mutagenic  sub- 
stances in  meat,  fish,  and  chicken, 
so  that  lower  temperature  cooking 
methods  are  advisable. 

Eat  a varied  diet 

No  single  food  component  has 
been  conclusively  linked  to  a spe- 


One  of  the  largest 
iclinical  prevention 
itrials  involves  almost 
30,000  Finnish  subjects 
land  focuses  on  the 
potential  preventive 
effects  of  vitamins  A 
and  E on  lung  cancer 
in  heavy  smokers. 
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cific  cancer  type.  It  is  therefore  im- 
portant to  eat  a diet  containing  a 
variety  of  foods  adhering  to  the 
guidelines  to  obtain  maximum  life- 
time benefit. 

Clinical  Prevention  Trials 

Efforts  are  now  underway  to  re- 
fine dietary  guidelines  with  the 
ultimate  goal  of  producing  more 
precise  dietary  preventive  advice  for 
individuals  at  risk  for  specific  can- 
cers. A low  fat  dietary  trial  in  breast 
cancer  prevention  is  being  dis- 
cussed by  several  national  organi- 
zations, as  is  a high  fiber  dietary 
trial  in  colon  cancer  prevention.  The 
linear  array  for  chemopreventive 
agent  development  at  the  NCI  will 
produce  a continuing  supply  of  new 
agents  for  clinical  trials  in  the  fu- 
ture. The  NCI  recently  approved  a 
concept  for  the  development  of 
“designer”  prevention  drugs  which 
will  stimulate  even  more  clinical  re- 
search. 

Over  20  clinical  prevention  trials 
are  currently  being  conducted 
around  the  world.  These  trials  fo- 
cus on  lung,  breast,  colon,  skin,  and 
other  cancers.  Intervention  agents 
being  tested  are  a number  of  nat- 
ural and  synthetic  vitamins,  min- 
erals, and  non-nutrient  chemicals. 
The  largest  of  these  trials  involves 
almost  30,000  Finnish  subjects  and 
focuses  on  the  potential  preventive 
effects  of  vitamins  A and  E on  lung 


cancer  in  heavy  smokers.  This  trial 
is  a collaborative  effort  between 
scientists  in  the  United  States  and 
Finland. 

These  prevention  trials  will  be 
completed  in  the  next  few  years. 
New  trials  will  be  devised  as  new 
preventive  agents  and  strategies  are 
developed.  True  progress  in  cancer 
control  will  occur  as  the  results  of 
these  trials  become  available. 
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Clinical  Nutrition  Education  in 
Georgia  and  the  Southeast  — A 
Model  for  the  U.S. 

Elaine  B.  Feldman,  M.D.,  Jane  M.  Greene,  M.S.,  R.D.,  L.D. 


Ten  years  ago,  in  the  Journal, 
we  reported  on  nutrition  edu- 
cation at  the  Medical  College  of 
Georgia  and  Emory  University 
I School  of  Medicine.  In  this  update, 

: we  will  review  the  current  status  of 
nutrition  in  the  medical  curriculum 
at  MCG,  in  the  other  Georgia  med- 
ical schools,  and  in  the  Southeast, 
with  some  attention  to  the  national 
scene.  Have  we  made  progress  in 
the  last  decade?  What  should  our 
goals  be  for  nutrition  teaching  and 
training  of  physicians  in  the  current 
climate  of  HMDs,  ambulatory  care, 
and  cost  containment,  in  a setting 
of  problem-based  learning  and  case 
studies,  not  to  gainsay  simulated 
patients  and  computer-assisted  in- 
, struction? 

i The  realization  expressed  in  1980' 
“that  malnutrition  also  includes 
; overnutrition,  that  diet-related  dis- 
j eases  are  major  health  hazards,  that 
nutritional  support  should  be  a part 
of  treatment  of  trauma,  sepsis,  can- 
icer,  etc.,  and  that  our  knowledge 
of  human  nutritional  requirements 
remains  incomplete”  continues  to 
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Training  in  this  medical 
model  inpatient  and 
outpatient  setting 
qualifies  the  medical 
students,  residents,  and 
fellows  to  complete  the 
nutritional  evaluation 
of  the  patient,  with  a 
nutritional  assessment, 
diagnosis,  and 
prescription. 


apply  today  and  for  the  foreseeable 
future. 

1990-91  MCG  Nutrition 
Curriculum 

Nutrition  is  taught  in  two  ways  — 
as  part  of  other  basic  science 
courses  and  clinical  clerkships,  and 


Dr.  Feldman  and  Ms.  Greene  are  with  the  Depart- 
ment of  Medicine,  Section  of  Nutrition,  Room 
BG230,  Medical  College  of  Georgia,  Augusta,  GA 
30912-3102.  Send  reprint  requests  to  Dr.  Feldman. 


as  a component  of  Introduction  to 
Clinical  Medicine  (ICM)  in  the  sec- 
ond year.  For  the  most  part  the  sub- 
ject is  taught  by  the  faculty  of  the 
Nutrition  Section  of  the  Department 
of  Medicine,  consisting  currently  of 
three  physicians,  one  nutritional 
biochemist,  and  two  nutritionist- 
dietitians.  Thus,  some  nutrition 
topic  is  covered  in  Biochemistry 
(variable,  rarely  referring  to  nu- 
trients or  foods,  mostly  to  mole- 
cules), Physiology  (macronu- 
trients, energy,  body  composition). 
Pathology  (cancer  and  sepsis). 
Pharmacology  (vitamins),  and 
Physical  Diagnosis  (nutritional  as- 
sessment). The  “core”  topics  in  ICM 
this  year  are:  hyperlipidemia  and 
atherosclerosis  risk,  eating  disor- 
ders, nutritional  assessment,  diag- 
nosis and  prescription,  hospital 
malnutrition,  the  hospital  diet, 
pregnancy  and  lactation,  disorders 
of  middle  and  later  life,  and  nutri- 
tional anemias.  While  lecturing  to 
the  class  of  1 80  students  is  the  main 
format,  the  dietitian  will  also  take 
a diet  history  (24-hour  recall)  from 
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a medical  student  volunteer  and 
demonstrate  how  to  measure  body 
fat  by  impedance  on  another  vol- 
unteer. 

We  also  have  a microcomputer 
program  to  analyze  food  intake 
records^  that  will  be  available  to 
students  in  the  Library  so  that  they 
can  evaluate  the  nutrients  in  their 
own  diets  or  their  patients’.  For 
many  years  Dr.  Terrence  Kuske,  a 
physician  in  the  Section,  has  sur- 
veyed the  students’  lipids  as  fresh- 
men and  as  seniors,  including 
measurements  of  cholesterol,  tri- 
glycerides, HDL-cholesterol  and 
calculating  LDL-cholesterol,  along 
with  their  body  height  and  weight, 
blood  pressure,  and  triceps  skin- 
fold thickness.  This  not  only  per- 
sonalizes their  education  but  also 
is  useful  to  identify  students  with 
hyperlipidemias  that  have  included 
familial  hypercholesterolemia,  type 
3 dysbetaglobulinemia,  and  type  5 
h}^erlipoproteinemia. 

In  the  medicine  clerkship,  stu- 
dents attend  lectures  on  hyperlipi- 
demias, nutritional  and  metabolic 
problems  in  alcoholism  (protein- 
energy,  vitamin  and  mineral),  and 
enteral  and  parenteral  nutrition, 
tasting  products  for  the  former.  The 
fourth  edition  of  the  Parenteral  Nu- 
trition Handbook  for  Adult  Inpa- 
tientsp  published  in  May,  1990,  is 
distributed  to  all  new  house  officers 
and  interested  faculty  and  is  avail- 
able at  the  MCG  Bookstore  for  stu- 
dents. A second  edition  of  a similar 
Enteral  Nutrition  Handbook  is  in 
preparation  by  the  dietary  depart- 
ment of  MCG  Hospital. 

We  offer  a four-week  elective 
in  clinical  nutrition  to  junior 
and  senior  medical  students  in 
which  they  work  as  members  of  the 
Nutrition  Consult  Service.  The  group 
includes  a medicine  resident,  a nu- 
trition or  other  (.gastroenterology, 
metabolic-endocrine,  or  nephrol- 
ogy) fellow,  a supervising  physi- 
cian faculty  member,  and  a faculty 
nutritionist.  From  time  to  time,  a 


pharmacist  or  Pharm.D.  resident 
has  participated  as  well.  The  team 
sees  all  patients  prescribed  paren- 
teral nutrition  on  the  medicine  serv- 
ice and  answers  requests  for  con- 
sultations in  nutrition-related  areas. 
In  1990,  the  consult  service  saw  305 
inpatients.  One  or  two  medicine 
residents  are  assigned  or  elect  this 
1 -month  nutrition  rotation  through- 
out the  year.  Similarly,  the  gastro- 
enterology and  metabolic-endo- 
crine fellows  spend  1 month  in 
nutrition.  This  year  nephrology  and 
pulmonary  fellows  have  elected  a 
rotation  in  nutrition.  Students,  res- 
idents, and  fellows  also  see  pa- 
tients in  the  weekly  Nutrition  and 
Lipid  Clinics  under  the  supervision 
of  one  or  two  attending  physicians 
and  work  with  a nutritionist.  Nutri- 
tion Clinic  patients  primarily  have 
eating  disorders,  whereas  Lipid 
Clinic  patients  have  some  type  of 
hyperlipoproteinemia,  and  many  are 
participating  in  experimental  lipid- 
lowering drug  and  diet  studies.  In 
1990,  there  were  730  patient  visits 
with  nutrition-related  diseases  seen 
in  Lipid  and  Nutrition  Clinics  and 
by  the  three  nutrition  physicians  in 
the  MCG  Faculty  Clinic. 

Training  in  this  medical  model 
inpatient  and  outpatient  setting 
qualifies  the  medical  students,  res- 
idents, and  fellows  to  complete  the 
nutritional  evaluation  of  the  pa- 
tient, with  a nutritional  assessment, 
diagnosis,  and  prescription.  This 
includes  the  obtaining  of  an  appro- 
priate medical,  social,  and  diet  his- 
tory, the  physical  examination  with 
attention  to  signs  of  nutritional  dis- 
orders, performance  and  evalua- 
tion of  anthropometric  measure- 
ments, obtaining  and  interpreting 
nutritional  laboratory  tests,  evalu- 
ating the  energy,  protein,  and  other 
nutrient  requirements  of  the  pa- 
tients, the  appropriate  route  of  feed- 
ing, the  specific  diet  or  nutrient  pre- 
scription, and  the  monitoring  and 
surveillance  of  the  patient.  Specif- 
ically, the  physician  needs  to  query 
the  patient  about  long-term  and  re- 


cent food  intake  and  body  weight 
and  realize  that  height  and  weight 
are  vital  signs.  The  skinfold  thick- 
ness is  a clue  to  calorie  stores, 
whereas  arm  muscle  circumfer- 
ence indicates  somatic  protein  sta- 
tus in  contrast  to  the  levels  of  vis- 
ceral proteins  (serum  or  plasma 
albumin,  prealbumin,  retinol-bind- 
ing protein).  An  evaluation  of  nor- 
mal or  mild,  moderate,  or  severe 
energy  or  protein  deficiency  per- 
mits the  evaluator  to  decide  on  the 
urgency  and  level  of  nutrition  sup- 
port and  the  need  for  special  bio- 
chemical tests  of  micronutrient  sta- 
tus. The  student/resident/fellow 
learns  the  value  of  referring  the  pa- 
tient to  a dietitian  and  is  able  to 
counsel  the  patient  in  nutrition-re- 
lated medical  areas,  leaving  for  the 
dietitian  advice  directly  related  to 
prescribing  or  denying  specific 
foods  and  requiring  knowledge  of 
nutrient  contents  of  these  foods. 

Other  nutrition  educational  ac- 
tivities include  medicine 
noon  conferences  and  grand  rounds 
in  nutrition  (seven  this  academic 
year)  addressed  to  the  house  offi- 
cers and  faculty.  This  year’s  con- 
ferences targeted  critical  care  nu- 
trition, nutrition  support  in  medical 
patients,  effects  of  enteral  and  par- 
enteral nutrition  on  the  gastrointes- 
tinal tract,  diet  and  cancer  preven- 
tion, cholesterol  education  and 
fiber,  food  labeling,  and  ethical  is- 
sues in  nutrition  support.  Distin- 
guished outside  speakers  expert  in 
their  fields  provided  the  majority  of 
these  programs.  In  addition,  con- 
ferences have  been  given  by  MCG 
nutrition  faculty  to  the  Intensive  Care 
Units  staffs,  the  Cardiology  fellow- 
ship training  program,  and  the  der- 
matology program. 

Continuing  education  in  nutri- 
tion for  physicians,  sponsored  by 
MCG,  combines  invited  guest 
speakers  and  MCG  nutrition  and 
other  faculty.  The  annual  3-day 
course  at  Hilton  Head,  “Frontiers  in 
Nutrition,”  has  reviewed  topics  such 
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as  pediatric  and  geriatric  nutrition 
and  nutrition  in  pregnancy,  obesity, 
malabsorption  syndromes,  renal 
failure,  cystic  fibrosis,  AIDS,  and 
enteral  and  parenteral  nutrition  in 
adults  and  children.  The  1991  pro- 
gram, April  26-28,  will  include 
speakers  and  workshops  on  dia- 
betes mellitus,  atherosclerosis  risk 
and  hyperlipidemias,  dietary  fiber, 
parenteral  nutrition  in  gastrointes- 
tinal disorders,  nutritional  ane- 
mias, obesity,  and  body  composi- 
tion. In  recent  years,  the  majority  of 
speakers  have  been  chosen  from 
the  Southeast. 


The  MCG  Hospital  Nutrition 
Committee  currently  concerns 


itself  with  quality  assurance  of  nu- 
trition care  by  the  dietetic  and  nu- 
trition consult  services.  A new  hos- 
pital dining  facility  opening  early  in 
1991  will  be  used  as  a model  to 
provide  tasty,  nutritious,  and  healthy 
food  to  staff,  patients,  relatives,  stu- 
dents, house  officers,  and  faculty  in 
an  attractive  setting.  Subtle  and  not 
so  subtle  forms  of  nutrition  edu- 
cation will  be  provided  in  an  effort 
to  improve  eating  habits.  The  latest 
charge  to  this  committee  is  to  eval- 
uate, recommend,  and  monitor  the 
food  in  the  campus  vending  ma- 
chines. 

The  Graduate  School  at  MCG  now 
offers  a Masters  of  Clinical  Nutrition 
program.  Graduates  of  this  program 


will  be  able  to  assist  in  the  training 
of  other  health  professionals  in 
clinical  nutrition,  as  well  as  provide 
clinical  services. 

The  nutrition  program  at  MCG  has 
been  supported  not  only  by  the  Uni- 
versity system  budget  to  the  Medi- 
cal School  and  Hospital,  but  also 
by  extramural  funding  from  the  De- 
partment of  Health  and  Human 
Services  and  the  National  Institutes 
of  Health  (NIH).  In  addition,  the 
creation  by  the  Board  of  Regents  in 
1980  of  the  Georgia  Institute  of  Hu- 
man Nutrition  (GIHN)  at  MCG  en- 
abled a program  of  nutrition  edu- 
cation of  the  public,  the  granting  of 
advanced  degrees,  and  the  ability 
to  solicit  funds  from  private  sources. 


TABLE  1 — Nutrition  Curricula  in  SERMEN  Schools 

Schools 

Nutrition  Base 

Hours 

Other  Courses 

Required  Course 
Yes!  No  Hours 

Year 

Total 

Hours 

Alabama 

1 

’90* 

Department 

40 

Yes 

54 

1 

94 

2 

’85 

Florida 

26 

No 

0 

26 

1 

1 ’90 

Medicine  Section 

18 

Yes 

24 

2 

42 

: 2 
’85 

Epidemiology  Division 

13 

No 

0 

_ 

13 

1 3 

' ’85 

1 Georgia 

Medicine  Division 

No 

0 

1 

1 ’90 

Medicine 

Gerontology 

18 

Yes 

16 

1 

34 

2 

’89 

Biochemistry 

Variable 

problem-based 

No 

0 

3 

’85 

Family  Medicine 

52 

Yes 

10 

Self-Study 

2 

62 

4 

’90 

North  Carolina 

Medicine  Section 
Institute 

40 

Yes 

8 

2 

48 

1 

’89 

Medicine  & Family  Medicine 
Section 

43 

Yes 

15 

1 

58 

.1  2 
’89 

Medicine/Biochem  Division 
Institute 

65 

No 

0 

65 

3 

' Provisional 

South  Carolina 

Preventive  Medicine 

1 

’89 

Medicine 

Endocrinology,  Metabolism  & 
Nutrition 

23 

Yes 

20 

3 

43 

2 

’90 

1 Tennessee 

Family  Medicine 

13 

No 

0 

13 

1 

’89 

Surgery  Division 

35 

Yes 

24 

1 

59 

i 

I 
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The  GIHN  Board  of  Advisors  in- 
cludes Georgians  who  are  inter- 
ested in  the  advancement  of  nutri- 
tion. They  have  supported  such 
activities  as  the  bimonthly  news- 
letter “Food  for  Thought”  (Tom’s 
Foods,  General  Mills,  Southern  Fro- 
zen Foods),  the  general  program 
(Coca  Cola,  Elson’s),  nutrition 
workshops  in  Augusta  for  the  lay 
public,  school  system,  nursing 
homes,  etc.  (Lenox  Optical,  Merck 
Sharp  & Dohme,  Merrell-Dow,  Nu- 
tra-Sweet,  Shapiro  Packing,  and 
Castleberry  Food  Co.).  Regional 
chapters  have  carried  on  similar 
work  in  Atlanta  and  Albany. 

Other  ways  to  interest  medical 
students  in  nutrition  include  the  op- 
portunity to  develop  and  participate 
in  summer  research  projects.  Stu- 
dents have  been  involved  recently 
in  projects  in  cardiovascular  risk,'* 
antioxidants  and  multiple  sclerosis 
and  nutrients  (minerals  and  vita- 
mins) in  relation  to  blood  pres- 
sure.^® In  1990,  a medical  student 
won  the  national  nutrition  prize  of 
the  American  Society  for  Clinical 
Nutrition  for  her  study  showing  the 
inverse  relation  of  blood  ascorbic 
acid  levels  to  blood  pressure  in 
healthy  Augustans.® 

Nutrition  Education  in  the 
Southeastern  Regional  Medical 

Nutrition  Education  Network 
(SERMEN) 

SERMEN  was  developed  in  1984 
as  a consortium  of  the  1 1 medical 
schools  in  Alabama,  Florida,  Geor- 
gia, and  South  Carolina  to  coordi- 
nate and  improve  nutrition  educa- 
tion.’’ The  Central  Office  has  been 
at  the  Medical  College  of  Georgia 
and  will  move  to  Emory  University 
School  of  Medicine  in  July,  1991. 
Students,  faculty  representatives, 
and  consultants  in  nutrition  edu- 
cation and  computer  networking 
have  worked  together  on  projects 
coordinated  and  planned  through 
semiannual  meetings. 

A standardized  examination  was 
developed  with  the  Nutrition  Test- 
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Item  Bank  at  the  University  of  Ala- 
bama-Birmingham  which  also 
served  as  the  testing  office  for 
SERMEN.  Nutrition  knowledge  of 
medical  students  from  network 
schools  was  tested  with  this  ex- 
amination in  a representative  sam- 
ple of  entering  freshmen,  at  the  end 
of  the  basic  science  years  and  at 
graduation.  The  examination  in- 
corporates questions  addressing 
seven  topics  selected  unanimously 
by  the  SERMEN  representatives: 
hospital  malnutrition,  nutrition  in 
surgery,  trauma  and  infection, 
obesity,  major  minerals,  nutrition 
in  diseases  of  the  oral  cavity  and 
gastrointestinal  tract,  cell  growth, 
infancy  and  adolescence,  and  preg- 
nancy, lactation.  The  performance 
of  the  senior  students  was  variable 
and  correlated  with  student  assess- 
ment of  the  quantity  and  quality  of 
their  nutrition  education.®  In  con- 
trast, the  scores  of  the  entering 
freshmen  were  remarkably  homo- 
geneous, and  nutrition  knowledge 
was  significantly  higher  for  seniors 
than  for  the  freshmen  at  all  schools.® 
Scores  after  preclinical  training  also 
were  higher  than  the  freshmen’s  and 
varied  with  the  amount  of  required 
nutrition  teaching.  Interestingly,  the 
positive  attitude  of  freshmen  to- 
ward nutrition  is  lost  after  preclin- 
ical training  and  is  only  partially  re- 
gained after  the  clinical  years.'®  In 
1990,  the  schools  completed  a pro- 
spective study  of  cohorts  of  that 
graduating  class  that  were  tested  as 
freshmen,  sophomores,  and  sen- 
iors — the  data  are  currently  under 
analysis. 

SERMEN  has  increased  to  15 
medical  schools  with  the  addition 
of  schools  from  North  Carolina  and 
Tennessee  (Table  1).  Nutrition  is 
based  in  departments  of  medicine, 
family  medicine,  preventive  medi- 
cine, biochemistry,  and  nutrition. 
Eight  schools  offer  a required  nu- 
trition course  that  varies  from  8 to 
54  hours.  The  sharing  of  experi- 
ences and  the  example  of  other 
programs  have  led  to  improved  nu- 


trition-education offerings  on  sev- 
eral campuses  in  preclinical,  clin- 
ical, and  residency  levels.  Faculty 
from  one  campus  lecture  in  courses 
on  other  campuses,  and  there  has 
been  exchange  of  faculty  (sabbat- 
ical) and  students  among  cam- 
puses. Changes  in  course  content 
and  teaching  methods  have  been 
initiated  on  most  campuses  in  re- 
sponse to  lower  test  scores  in  cer- 
tain topic  areas  in  the  SERMEN  ex- 
amination. Detailed  information 
useful  for  teaching  defined  nutri- 
tion topics  in  existing  courses  has 
been  shared  among  schools. 


The  skinfold  thickness 
is  a clue  to  calorie 
stores,  whereas  arm 
muscle  circumference 
indicates  somatic 
protein  status  in 
contrast  to  the  levels  of 
visceral  proteins. 

The  current  focus  is  the  devel- 
opment of  nutrition  cases  to  serve 
as  the  basis  for  a standardized  nu- 
trition curriculum  for  medical  ■ 
schools.  Cases  currently  are  under 
development  in  the  topics  of  hy- 
perlipidemias,  atherosclerosis,  crit- 
ical care  nutrition,  cancer,  renal 
disease,  pancreatitis,  malabsorp- 
tion, obesity,  pregnancy,  and  lac- 
tation. The  goal  is  to  develop  ap- 
propriate, reviewed,  and  critiqued 
nutrition  education  materials  tO' 
cover  the  topics  considered  essen- 
tial for  the  nutrition  education  of 
physicians  (Table  2). 

National  Medical  School 
Nutrition  Curriculum  Activities 

A Committee  on  Nutrition  in 
Medical  Education  established  by 
the  Food  and  Nutrition  Board  of  the 
National  Research  Council  exam- 
ined three  major  issues:  how  and : 

Journal  of  M/’ 
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TABLE  2 — Nutrition  Topics  Essential  in  a Medical 
School  Curriculum  in  Priority  Order 


Obesity 

Diet,  Hyperlipidemia  and  Atherosclerosis 
Lipids  (Including  Cholesterol) 

Diet  and  Diabetes 
Pregnancy,  Lactation 

Water,  Electrolytes,  and  Acid-Base  Balance 
Major  Minerals 

Carbohydrates,  Fiber 
Vitamins 

Proteins  and  Amino  Acids 

Cell  Growth,  Infancy,  Adolescence 

Nutrition  and  Immunity 

Nutritional  Assessment  & Support;  Hospital  Malnutrition 
Nutrition  in  Surgery,  Trauma  and  Infection 
Diet  and  Hypertension 

Body  Weight,  Body  Composition  and  Ejiergy  Balance 
Geriatrics 

Nutrition  and  Cancer 

The  Gastrointestinal  Tract:  An  Overview  of  Function 
Criteria  of  an  Adequate  Diet 

Nutrition  in  Diseases  of  the  Oral  Cavity  and  GI  Tract 
Hormonal  Control  of  Nutrient  Metabolism 

Nutritional  Anemias 
Drug-Nutrient  Interactions 
Trace  Minerals 

Nutrition  and  Alcohol,  Other  Substance  Abuse 


the  extent  to  which  nutrition  was 
incorporated  into  medical  curric- 
ula; what  percentage  of  medical 
schools  teaches  nutrition;  how  suc- 
cessfully nutrition  is  taught,  and  the 
reasons  for  success  or  failure.  Their 
report,  published  in  1985,”  rec- 
ommended that  an  independent, 
designated  course  in  nutrition 
should  be  required  by  all  students. 
According  to  the  Association  of 
American  Medical  Colleges,  only  34 
medical  schools,  or  27%,  had  a re- 
quired nutrition  course  in  1 987-88, 
a figure  unchanged  from  1983-84.” 
A separate  department  or  division 
of  nutrition  in  each  medical  school 
was  recommended.  In  1987,  there 
were  only  two  such  medical  school 
departments.'^  Their  third  recom- 
mendation was  to  incorporate  more 
nutrition  in  the  National  Board  ex- 
amination. 

A major  role  in  the  national 
medical  nutrition  education 
I scene  has  been  played  by  the  Amer- 
ican  Society  for  Clinical  Nutrition 
j (ASCN),  primarily  via  its  Committee 
on  Medical/Dental  School  and  Res- 
j idency  Education.  The  ASCN  Com- 
1 mittee,  following  the  example  of  the 
iNew  York-New  Jersey  Regional 
I Center  for  Clinical  Nutrition  Edu- 
: cation,''*  proposed  the  establish- 
ment of  SERMEN.  The  Committee’s 
workshop  in  1987  for  directors  of 
medical  nutrition  programs  dis- 
cussed strategies  for  introducing 
nutrition  into  the  curriculum.'^  Rec- 
ommendations included:  making 
mutrition  relevant,  useful,  and  clin- 
Jcal;  starting  early  and  introducing 
nutrition  concepts  with  reinforce- 
ment at  the  bedside  by  physician 
role  models;  taking  advantage  of 
^student,  patient,  and  public  interest 
an  nutrition;  involving  students  and 
faculty  in  nutrition  research;  using 

ithe  skills  of  the  dietitian.  The  ideal 
leader  is  a physician  who  recruits 
a team.  The  core  curriculum  of  key 
topic  areas,  should  take  15-30  hours 
in  the  preclinical  years,  and  re- 
quires a text  or  syllabus  and  a ref- 

:i 
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erence  body  of  audiovisual  mate- 
rials. 

Later  reports  of  Committee  activ- 
ities focused  on  priorities  for  nutri- 
tion content  in  a medical  school 
curriculum'^  and  implementing  nu- 
trition into  the  medical  curricu- 
lum.The  report  of  a national  con- 
sensus conference  of  medical 
nutrition  educators  held  in  1988  es- 
tablished guidelines  for  core  con- 
tent of  nutrition  course  work  in 
medical  school.  Of  42  major  topics, 
26  were  considered  essential  or 
must  be  included  in  the  medical 
school  curriculum  (Table  2),  6 were 
important,  8 were  desirable,  and  2 
were  rated  unacceptable.'^ 

A national  symposium  of  nutri- 
tion educators  in  1989'^  concluded 
that  to  initiate  and  integrate  nutri- 
tion education  in  the  medical  cur- 
riculum requires:  a review  of  the 
content  and  quality  of  nutrition-re- 


lated topics  in  the  curriculum;  iden- 
tification of  faculty  with  interest  and 
expertise  in  nutrition  with  a schol- 
arly nutrition  educator  designated 
to  develop  and  coordinate  the  nu- 
trition program  at  the  institution;  in- 
tegration of  nutrition  information  in 
a streamlined,  non-redundant,  cur- 
rent curriculum  within  existing 
courses  or  development  of  a sep- 
arate course  that  allows  elimina- 
tion of  some  existing  teaching 
hours;  and  taking  advantage  of  the 
new  recommendations  such  as 
more  training  in  ambulatory  care 
and  preventive  clinical  services,  use 
of  small  group  tutorial  sessions, 
problem-based  learning,  independ- 
ent study,  and  computer-assisted 
instruction.  Nutrition  is  not  another 
subspecialty  topic,  but  rather  is  a 
theme  of  scientific  principles  for  the 
study  and  practice  of  medicine. 

The  Public  Health  Service’s  year 
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2000  objectives  for  the  nation’s 
health’®  and  the  National  Nutrition 
Monitoring  Act  passed  in  1990  ex- 
tend the  provision  and  requirement 
of  courses  in  human  nutrition  to  all 
medical  and  dental  schools.  Thus, 
there  is  a mandate  to  introduce  or 
to  expand  the  role  of  nutrition  in 
the  medical  curriculum. 

Conclusions  and 
Recommendations 

In  this  last  decade  at  MCG,  with 
the  continued  support  and  encour- 
agement of  the  chairman  of  the  De- 
partment of  Medicine,  who  estab- 
lished the  Section  of  Nutrition,  and 
help  from  successive  deans  of  the 
School  of  Medicine  and  presidents 
of  MCG,  nutrition  education  has 
made  progress.  A visible  adminis- 
trative unit,  enhanced  by  an  Insti- 
tute, enabled  a budget  unit  and  au- 
thority to  solicit  funds  and  offer 
degree  programs.  Fewer  medical 
students  electing  nutrition  as  the 
elective  program  months  declined 
overall  were  more  than  balanced  by 
an  increase  in  medical  residents 
and  fellows  assigned  to  or  electing 
nutrition.  Ambulatory  patient  visits 
to  Nutrition  Section  physicians  have 
increased  50%.  That,  along  with  a 
10%  annual  increase  in  patient 
samples  in  the  Nutrition  laborato- 
ries, provides  a prosperous  and 
busy  milieu  to  relate  to  clinical  nu- 
trition education.  The  master’s  pro- 
gram offers  another  academic  view 
of  nutrition  and  a window  for  phy- 
sicians-in-training  to  the  clinical 
science  of  nutrition.  Our  facilities 
are  larger  and  better  with  more 
equipment  (especially  microcom- 
puter) replacing  hard-to-find  trained 
personnel  in  office  and  laboratory. 
While  we  no  longer  publish  a nu- 
trition newsletter  and  calendar,  we 
have  published  a textbook  in  clin- 
ical nutrition'®  that  embodies  the 


topic  areas  essential  to  the  core 
medical  nutrition  curriculum.  With 
the  popularity  of  the  National  Cho- 
lesterol Education  Program,  our 
clinical,  laboratory,  and  speaking 
services  are  more  in  demand  than 
ever.  Nonetheless,  our  curriculum 
hours  remain  the  same.  We  have 
not  yet  achieved  our  goal  of  a re- 
quired course  in  nutrition  in  the 
School  of  Medicine.  On  the  other 
hand,  our  practice  of  “infiltrative 
nutrition”  continues  unabated  and 
“Frontiers  in  Nutrition”  attracts  a 
good  audience  every  year,  although 
dietitians  attending  still  outnumber 
physicians. 

How  can  we  improve?  “Perse- 
vere, be  tenacious  and  opti- 
mistic with  a missionary  zeal.” 
These  remarks  made  in  1983'''  are 
still  relevant.  Be  lucky  enough  to 
attract  increased  or  new  support 
from  one  of  the  foundations  (Pew, 
Heinz)  strongly  supporting  nutri- 
tion, or  additional  support  from  the 
National  Dairy  Council  or  National 
Livestock  and  Meat  Board  that  have 
supported  regional  or  national  nu- 
trition education  activities,  or  from 
the  Donner  or  Ruth  Mott  founda- 
tions that  have  assisted  SERMEN 
and  the  New  York-New  Jersey  nu- 
trition network.  Support  for  medical 
nutrition  education  in  relation  to 
cancer  is  provided  by  the  National 
Cancer  Institute.  The  NIH,  through 
the  Clinical  Nutrition  Research 
Units,  supports  centers  who  must 
provide  nutrition  education  as  a 
component  but  find  the  fiscal  sup- 
port for  the  education  program 
elsewhere. 

Finally,  there  still  is  no  greater 
reward  for  a teacher  than  the  per- 
ception by  your  graduates  or  former 
elective  students,  now  primary  care- 
givers, mostly  in  Georgia,  that  a 
good  education  in  nutrition  was 


provided  to  them  at  MCG  and  is  ' 
useful  in  their  practice. 
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Nutritional  Care  of  Hospitalized 

Patients 

Kathy  Maynard,  R.D.,  L.D.,  M.S.,  Lynn  Magnuson,  R.D.,  L.D. 


The  nutritional  care  provided  to 
hospitalized  patients  has  fo- 
I cused  primarily  on  providing  the 
appropriate  food  to  patients  while 
I they  are  in  the  hospital.  This  care 
! has  evolved  from  feeding  patients 
I beer  and  bread  in  the  18th  century 
I to  the  use  of  sophisticated  enteral 
formulas  and  intravenous  hyperal- 
imentation. Since  today’s  hospital- 
ized patients  are  sicker  and  their 
hospital  stays  are  shorter,  optimal 
I nutritional  care  must  be  provided 
j in  the  most  cost-effective  manner 
; available.  Ignoring  nutrition  even  for 
a short  time  can  result  in  malnutri- 
tion marked  by  negative  nitrogen 
balance  and  significant  electrolyte 
and  mineral  losses.' 


Since  today’s 
hospitalized  patients 
are  sicker  and  their 
hospital  stays  are 
shorter,  optimal 
nutritional  care  must 
be  provided  in  the  most 
cost-effective  manner 
available. 


these  poor  conditions  were  the 
cause  of  some  of  the  sickness  and 
mortality. 

The  food  served  in  these  hospi- 
tals was  basically  the  same  each 


Brief  History  of  Feeding 
Hospitalized  Patients 


The  word  “hospital”  comes  from 
the  Latin  word  “hospes,”  meaning 
guest;  however,  the  treatment  of  pa- 
f tients  in  many  early  hospitals  was 
hardly  guest-like.  Sanitary  condi- 
tions within  these  institutions  were 
quite  poor,  and  it  is  possible  that 
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day  and  consisted  mainly  of  meat, 
broth,  bread,  and  beer.  Because 
milk  and  water  supplies  were  often 
contaminated,  and  because  coffee 
and  tea  were  available  only  to  the 
wealthy,  beer  and  ale  became  the 
standard  beverages  of  the  sick. 
Fruits  and  vegetables  were  thought 
to  have  little  importance  in  the  diet 
and  were  rarely  served.  Dietary  re- 
strictions were  often  used  as  a 
means  of  discipline  for  patients  who 
complained  about  the  food. 

The  need  for  varied  diets  arose 
as  more  was  learned  about  the 
treatment  of  diseases.  Fevers  were 
common,  so  gruels  and  porridges 
were  substituted  for  heavy  solid 
foods.  Since  these  foods  were  in- 
expensive and  easy  to  prepare,  they 
were  often  included  in  other  hos- 
pital diets. 2 

There  was  little  change  in  hos- 
pital food  service  until  the  end  of 
the  19th  century.  At  this  time,  spe- 
cial diet  kitchens  were  established 
where  student  nurses  worked,  and 
steam  tables  were  installed  to  help 
serve  hot  food  to  patients.^ 
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The  challenge  of  providing  nu- 
tritious, palatable  meals  to  patients 
is  still  with  us  today.  Patients  in  the 
hospital  are  in  different  states  of 
health,  have  different  nutrient 
needs,  prefer  different  foods,  and 
react  differently  to  medical  proce- 
dures and  care.  Recognizing  and 
treating  those  patients  who  are  at 
most  risk  of  malnutrition  can  cer- 
tainly improve  their  chances  for  re- 
covery. 

Recognizing  the  Nutritionally 
Depleted  Patient 

Concern  about  the  poor  nutri- 
tional status  of  hospitalized  pa- 
tients has  arisen  since  the  alarming 
discovery  that  from  30-65%  of  hos- 
pitalized patients  surveyed  in  the 
1970s  suffered  from  a significant 
degree  of  malnutrition."*  This  inter- 
est has  led  to  the  development  of 
the  nutrition  support  service.  This 
service  in  many  medical  centers  can 
provide  a very  sophisticated  nutri- 
tional assessment  of  patients;  how- 
ever, there  are  numerous  other  pa- 
rameters which  can  be  employed 
in  any  hospital.  These  include  find- 
ings from  anthropometric,  bio- 
chemical, and  historical  data. 

Anthropometric  Data 

These  techniques  may  be  used 
to  identify  normal,  malnourished, 
and  severely  malnourished  patients 
with  the  least  amount  of  staff, 
equipment,  and  complicated  tech- 
niques. The  anthropometric  meas- 
urements which  can  indicate  skel- 
etal muscle  protein  and  fat  status 
are  height,  weight,  triceps  skinfold 
thickness  (TSF),  and  arm  muscle 
circumference  (AMC). 


measurements  of  significant  vis- 
ceral protein  deficit  in  adults.^  Be- 
cause transferrin  has  a more  rapid 
turnover  rate  and  equlibrium,  it  is 
the  more  sensitive  indicator.  If  the 
laboratory  does  not  have  the  equip- 
ment necessary  to  determine  trans- 
ferrin levels  directly,  an  equation 
using  total  iron  binding  capacity  can 
be  used.  Because  decreased  albu- 
min and  transferrin  levels  may  also 
be  due  to  renal,  GI,  or  liver  disease, 
they  should  be  used  in  conjunction 
with  other  indicators  of  diminished 
nutritional  status. 

Urinary  Creatinine  Excretion 

The  creatinine  height  index  (CHI) 
provides  a means  of  assessing  the 
nutritional  status  of  the  metaboli- 
cally  active  tissue  by  allowing  a 
comparison  between  expected  body 
cell  mass  for  height  and  actual  body 
cell  mass.® 

Measuring  Immune  Status 

Various  forms  of  malnutrition 
have  been  associated  with  depres- 
sion of  the  immune  system.  The  to- 
tal number  of  lymphocytes  de- 
creases as  protein  depletion  occurs, 
so  the  total  lymphocyte  count  is  a 
useful  index  in  nutrition  assess- 
ment.^ 

Historical  Data 

Historical  data  are  an  extremely 
important  part  of  the  nutrition  as- 
sessment. The  physician’s  medical 
history  as  well  as  the  dietitian’s  diet 
history  can  identify  various  risk  fac- 
tors for  poor  nutrition  status.  A drug 
history  is  also  important  because 
certain  classifications  of  drugs  can 
influence  nutrition  status. 


If  the  laboratory  does 
not  have  the  equipment 
necessary  to  determine 
transferrin  levels 
directly,  an  equation 
using  total  iron  binding 
capacity  can  be  used. 


Table  1 summarizes  the  infor- 
mation needed  for  assessing  a pa- 
tient’s nutrition  status.  These  data 
can  be  provided  by  the  registered 
dietitian  who  can  also  determine 
the  patient’s  caloric  needs  by  em- 
ploying the  Harrison-Benedict  for- 
mula for  Basal  Energy  Expenditure 
(BEE).  A nutrition  care  plan  can  then 
be  formulated  and  implemented. 

Current  Trends  in  Feeding  the 
Hospitalized  Patient 

In  keeping  with  the  update  nu- 
trition knowledge  available  to  the 
general  public  in  magazines,  news- 
papers, and  television,  hospital  food 
service  departments  are  changing 
menus,  delivery  systems,  and  even 
serving  times  to  accommodate  their 
customers.  Food  service  directors 
are  developing  a master  plan  to 
bring  patients  and  staff  innovative 
menu  selections  within  budget 
realities  by  using  the  latest  knowl- 
edge in  food  product  development, 
waste  management,  computers,  and 
personal  electronics. 

Rare  is  the  office  of  the  hospital 
food  service  director  that  does  not 
contain  a personal  computer.  PC 
programs  are  available  for  control 


Biochemical  Data 

Several  biochemical  tests  which 
are  included  in  routine  lab  work  can 
be  helpful  in  identifying  nutrition- 
ally depleted  patients. 

Albumin  and  Transferrin 

Low  serum  albumin  and  trans- 
ferrin levels  are  constant  features  of 
kwashiorkor  and  are  also  useful 


TABLE  1 — Data  Useful  for  Determining 

Nutrition  Status 

Height-Weight 

Serum  Transferrin 

Weight  Change 

Lymphocyte  Count 

Triceps  Skinfold  Thickness 

Medical  History 

Arm  Muscle  Circumference 

Diet  History 

Creatinine  Height  Index 
Serum  Albumin 

Drug  History 
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of  menus,  inventory,  recipes, 
scheduling,  and  nutritional  analy- 
sis. Nutritional  analysis  programs 
are  useful  for  analyzing  a patient’s 
current  intake  as  well  as  the  nu- 
trient composition  of  modified  and 
general  menus.  Many  food  distrib- 
uting companies  are  able  to  link 
with  the  hospital  food  service  di- 
rector, and  food  orders  can  be 
processed  in  a fraction  of  the  for- 
mer time.  Increased  control  of  in- 
ventory and  scheduling  leads  to  a 
more  varied  menu  selection  for  both 
patients  and  hospital  staff.  Hospi- 
tals conduct  frequent  survey  of  pa- 
itients’  food  acceptance,  including 
Itheir  menu  preferences  and  re- 
! quests. 

j Patient  tray  appearance,  a key 
'factor  in  meal  acceptance,  has  been 
lupdated  to  resemble  a restaurant 
|meal.  Careful  scrutiny  over  food 
1 colors,  textures,  and  even  aromas 
['assures  increased  patient  accept- 
iance.  Garnishing  has  brought  its 
lartform  to  the  patient  tray,  increas- 
!ing  eye  appeal  as  well  as  increasing 
itray  acceptance. 

I More  than  half  the  patients  being 
admitted  to  a hospital  today  state 
they  are  modifying  their  diets  at 
home.  These  include  the  more  strict 
diet  regimens  of  the  diabetic  and 
renal  patients  as  well  as  those  who 
are  avoiding  saturated  fats,  choles- 
terol, sodium,  and  caffeine  in  an 
effort  to  improve  their  lifestyle  and 
ireduce  their  risk  for  disease. 


Standard  admission  diets  in  hos- 
pitals contain  foods  that  could 
be  allowed  on  most  diet  restric- 
tions. They  usually  consist  of  a pro- 
tein source,  a vegetable  that  is  not 
cooked  in  fat,  a starch  choice  of 
potato,  rice,  or  noodles,  and  fruit 
that  is  canned  without  sugar.  The 
beverage  is  usually  a low  caffeine, 
if  not  decaffeinated  tea.  Condi- 
ments are  added  per  the  diet  order. 
Selective  and  restaurant  style  menus 
are  standard,  with  patients  being 
able  to  select  their  own  meal 
choices  on  a daily  basis.  These 
same  menus  are  then  reviewed  and 
if  necessary  corrected  to  the  diet 
prescription  by  Nutrition  Assistants 
in  the  menu  control  area. 

In  the  interest  of  health  promo- 
tion, as  well  as  guest  relations,  hos- 
pitals have  updated  their  cafeteria 
offerings  to  include  recipes  re- 
duced in  fat,  cholesterol,  and  salt. 
Fruits  packed  without  sugar  are  the 
norm.  Self-serve  salad  bars,  potato 
bars,  and  taco  bars  are  becoming 
more  popular  along  with  increased 
requests  for  low-fat  soft-serve  fro- 
zen yogurt  bars. 

Patients  being  discharged  from 
the  hospital  no  longer  receive  a 
simple  list  of  foods  to  avoid  and/or 
foods  that  are  allowed  as  their  “diet 
instruction.”  Information  alone  is 
often  not  enough  to  cause  or  enable 
a person  to  improve  his  or  her  eat- 
ing habits  and  nutritional  status. 
Patients  must  assume  the  respon- 


Current  events  that 
may  play  an  important 
role  in  the  future  of 
health  care  delivery 
will  include  the  war  in 
the  Persian  Gulf 
involving  potential  loss 
of  personnel  to  the 
armed  forces,  increased 
costs  of  food  items  due 
to  increased  oil  prices, 
and  potential  scarcity 
of  some  commodities. 


sibility  for  their  own  behaviors.  The 
benefits  of  improved  nutrition  hab- 
its may  not  be  directly  experienced 
as  in  the  case  of  an  averted  illness. 
The  goal  is  to  promote  variety  of 
food  selection  and  to  be  sensitive 
to  the  range  of  acceptable  choices 
associated  with  ethnic,  economic, 
geographic,  and  age  variations  in 
our  society.  Nutrition  counseling, 
the  process  by  which  patients  are 
most  effectively  helped  to  acquire 
more  healthful  behaviors,  guides  the 
patient  to  assume  the  responsibility 
of  learning  skills  for  managing  his 
or  her  own  dietary  habits.*  ® 

With  the  supermarkets  flooded 
with  numerous  products  all  claim- 
ing to  be  “low  in  cholesterol,”  “nat- 
ural,” “organic,”  or  even  “diet,”  pa- 
tients are  susceptible  to  the 
advertising  “hype,”  and  may  be 
prone  to  spend  their  food  dollars 
foolishly.  The  Registered  Dietitian 
spends  time  with  patients  and  their 
families  explaining  how  to  analyze 
food  labels  and  advertising  claims 
in  order  to  choose  products  wisely 
and  correctly.  For  example,  a label 
stating  the  product  contains  “no 
cholesterol,”  may  not  indicate  that 
other  fats,  especially  saturated  fats, 
are  in  the  product,  perhaps  even 
exceeding  the  recommended  30% 
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TABLE  2 — National  Nutrition  Guidelines 


1.  Eat  a variety  of  foods 

2.  Maintain  a desirable  weight 

3.  Avoid  too  much  fat,  saturated  fat,  and  cholesterol 

4.  Eat  foods  adequate  in  starch  and  fiber 

5.  Avoid  too  much  sugar 

6.  Avoid  too  much  sodium 

7.  If  you  drink  alcoholic  beverages,  do  so  in  moderation. 
American  Dietary  goals: 

50%  of  total  calories  to  be  derived  from  carbohydrate  sources, 
especially  complex  carbohydrates 

20%  of  total  calories  to  be  derived  from  protein  sources 
30%  of  total  calories  to  be  derived  from  fat  sources 
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of  calories  as  suggested  by  the  na- 
tional nutrition  guidelines  (Table  2). 

Physical  fitness  continues  to  be 
of  popular  concern  to  a large  part 
of  the  population.  Today’s  Regis- 
tered Dietitian  works  hand  in  hand 
with  the  exercise  physiologist  in  as- 
sessing a patient’s  nutrient  needs 
to  go  along  with  their  exercise  pro- 
gram, whether  their  goal  is  to  lose 
weight,  gain  weight,  reduce  risk 
factors,  or  train  for  athletic  com- 
petition. 

Trends  for  the  Future 

As  our  nation  looks  for  ways  to 
prevent  disease  and  to  improve 
health  care  delivery  systems  and  the 
quality  of  care  for  our  citizens,  the 
science  of  nutrition  becomes  more 
important. 


Current  events  that  may  play  an 
important  rote  in  this  future  will  in- 
clude the  war  in  the  Persian  Gulf 
involving  potential  loss  of  person- 
nel to  the  armed  forces,  increased 
cost  of  food  items  due  to  increased 
oil  prices,  and  potential  scarcity  of 
some  commodities. 

Another  factor  influencing  our  fu- 
ture is  the  U.S.  Census  Bureau’s 
prediction  of  population  distribu- 
tion changes  toward  the  South. 
Georgia  is  one  of  the  six  states  ex- 
pecting an  increase  in  population 
of  over  14%  during  the  1990s.'®  This 
influx  will  have  an  impact  on  the 
number  of  patients  seeking  care  in 
Georgia’s  hospitals. 
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We  know  2.7  million  people 
with  unusually  large  hearts. 


And  we  hope  you’ll  meet  some  of  them,  too.  They  are  the  enthusiastic 
volunteers  of  the  AHA,  and  they  generously  donate  their  time  and  care, 
visiting  homes,  schools  and  workplaces  everywhere,  helping  millions  learn 
how  to  reduce  their  risk  of  heart  disease.  Without  them,  our  organization 
wouldn’t  be  the  success  that  it  is.  If  you’d  like  to  volunteer,  or  simply  learn 
more,  call  or  write  your  nearest  American  Heart  Association. 
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This  space  provided  as  a public  sen  ice. 
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Successful  Obesity  Treatment,  or 
How  to  Manage  the  Unmanageable 


IN  AN  EARLIER  article,'  it  was 
pointed  out  that  attitudes  of  the 
physician  toward  overweight  pa- 
tients can  either  make  or  break  any 
; weight  reduction  treatment  pro- 
I gram.  The  successful  management 
of  any  obesity  problem  requires  a 
I plan  of  treatment  that  takes  into 
consideration  the  environment  in 
which  the  patient  lives,  the  patho- 
physiology of  that  particular  pa- 
; tient’s  obesity,  any  associated  ac- 
jjtive  conditions  (hypertension, 

, diabetes,  gout,  elevated  lipids,  etc.), 

I and  the  motivation  that  brought  him 
I or  her  into  your  office  to  begin  with. 

A realistic  attitude  on  the  part  of 
i physician  and  patient  is  of  great  im- 
jportance.  The  patient  has  to  realize 
that  “there  are  no  free  lunches”  in 
a fat  loss  program.  You  don’t  lose 
fat  if  you  don’t  work  at  it!  You  can ’t 
lose  more  than  one  or  two  pounds 
of  real  fat  (versus  weight)  a week 
without  causing  severe  physical  and 
iPsychologic  damage,  because  the 
jWElGHT  you  often  lose  is  not  FAT, 
|but  PROTEIN. 

I The  physician  has  to  realize  that 


J.  Thomas  Cooper,  M.D.,  M.P.H. 


The  physiology  of  the 
obese  patient  has  been 
studied  extensively, 
and  one  abnormality 
that  stands  out  is  a 
reduced  turnover  of 
noradrenaline. 


some  of  the  psychologic  and  phys- 
iologic drives  causing  the  patient  to 
eat  are  often  quite  difficult  to  resist. 
When  the  patient  has  a problem 
eating  episode,  this  should  not  be 
taken  as  a personal  affront  to  the 
physician.  There  are  no  perfect  pa- 
tients and  no  perfect  doctors,  so  the 
all-or-none  personality  who  quits 
completely  at  the  first  sign  of  prob- 
lems needs  to  be  counselled  prior 
to  the  starting  of  any  eating  pro- 
gram, so  as  to  avoid  this  type  of 
failure. 


Dr.  Cooper  is  a family  practitioner  specializing  in 
bariatrics.  Send  reprint  requests  to  him  at  1234 
Powers  Ferry  Rd.,  Suite  104,  Marietta,  GA  30067. 


Some  of  the  traps  and  dangers 
of  obesity  and  its  treatment  are 
given  here  in  the  form  of  questions 
and  answers; 

1)  Does  the  obese  patient  have 
a low  metabolism  that  needs  to  be 
“adjusted”  with  thyroid? 

The  answer  is  probably  “not  in 
most  cases.”  Garrow^  has  shown 
that  the  overall  energy  expenditure 
of  most  obese  persons  is  actually 
greater  than  their  lean  counter- 
parts, partly  as  a result  of  the  in- 
creased lean  body  mass  accumu- 
lated along  with  the  excess  adipose 
tissue. 

Patients  going  on  a hypocaloric 
diet  program  show  a gradual  fall  in 
serum  T3  levels  with  a correspond- 
ing increase  in  rT3,  the  inert  iso- 
mer. This  appears  to  be  a physio- 
logic response  of  the  body  designed 
to  spare  lean  body  mass.^  The  ad- 
dition of  thyroid  hormone  in  an  es- 
sentially euthyroid  individual  trying 
to  lose  unwanted  fat  should  be 
avoided  as  an  exercise  in  futility. 
Any  such  “weight”  lost  through  such 
treatment  is  more  likely  to  be  lean 
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tissue  than  fat.  If  a physician  feels 
that  there  is  a hypothyroid  condi- 
tion, the  newer  sensitive  thyroid- 
stimulating  hormone  and  free  T4 
assays  should  confirm  or  deny  true 
hypothyroidism. 

BMR  is  almost  always  equivalent 
in  obese  and  lean  patients,  and  cor- 
relates with  the  amount  of  lean  body 
tissue.  A safer  way,  but  by  no  means 
an  easy  way,  to  induce  increased 
BMR  in  the  obese  patient,  is  in- 
creased aerobic  exercise,  with 
walking  (not  running  or  jogging)  as 
the  primary  activity.  About  20  to  30 
minutes  a day  of  walking  is  the  ideal 
time.  It  takes  a lot  of  encourage- 
ment and  continuing  reinforcement 
to  keep  the  average  patient  walking 
on  a daily  basis.  Don’t  be  discour- 
aged if  compliance  seems  to  be  lag- 
ging. 1 have  often  said  that  some  of 
my  patients  will  almost  literally  kill 
to  avoid  walking  extra  distances. 

The  daily  aerobic  exercise  will 
gradually  induce  muscle  hypertro- 
phy and  thereby  increase  the  BMR. 
Patient  education  is  vital  here  to 
avoid  disappointment.  If  muscle 
“weight”  on  the  scale  balances  with 
fat  weight  loss,  there  may  appear 
to  be  no  progress,  and  the  patient 
will  quit.  Each  physician  must  teach 
the  patient  what  to  expect  and 
should  stress  changes  in  body  size 
and  looseness  of  clothing,  rather 
than  changes  in  scale  weight. 

2)  If  patients  are  going  to  regain 
all  their  weight,  why  treat  them  at 
all? 

A physician  should  look  at  an 
obese  patient  in  the  same  light  that 
he  or  she  looks  at  someone  with 
hypertension,  alcoholism,  diabe- 
tes, gout,  elevated  lipids,  or  recur- 
rent peptic  ulcer  disease.  THERE  IS 
NO  CURE!  1 repeat,  YOU  CAN’T 
CURE  AN  OBESE  PATIENT!  How- 
ever, this  does  not  mean  you  can’t 
try  and  help  them  control  their  body 
weight  as  much  as  possible. 

Obesity  is  a chronic  disease  that 
will  emerge  and  remain  a problem, 
once  the  stress  situation  that  un- 
masks it  occurs.  Most  obesity  can 


be  dated  from  an  episode  of  stress, 
such  as  pregnancy,  surgery,  an  in- 
fectious disease,  marriage,  divorce, 
change  of  job,  or  similar  situations. 
Once  it  appears,  it  almost  never 
spontaneously  goes  away. 

An  attitude  of  tolerance  and  un- 
derstanding of  what  the  patient  is 
going  through  is  vital,  or  there  will 
be  treatment  failure,  with  the  pa- 
tient suffering  the  consequences. 

3)  Is  there  anything  in  the  phys- 
iologic makeup  of  a patient  that 
would  aid  me  in  treating  his  or  her 
obesity? 

Yes,  there  are  some  things  that 
can  help  the  treating  physician,  but 
none  are  primarily  important.  One 
of  the  primary  measures  is  to  rid 
the  diet  of  as  much  sucrose  and  fat 
as  possible.  Experimental  animals, 
when  fed  a diet  high  in  fat  or  su- 
crose, were  usually  unable  to  reg- 
ulate energy  balance,  ingesting 
more  than  those  on  normal  diets 
and  developing  obesity."* 

Those  who  would  advocate  the 
free  use  of  either  of  these  food- 
stuffs, particularly  sucrose,  should 
note  the  parallel  between  alcohol- 
ics who  take  “just  one  drink”  and 
the  so-called  “sweetaholic”  who 
takes  “just  one  bite”  of  a sweet.  The 
results  are  disastrous  in  both  in- 
stances. Nevertheless,  1 still  see 
books  that  recommend  no  restric- 
tion and  free  use  of  sweets  and  fats 
so  as  to  not  harm  the  psyche  of  the 
dieter.  It  is  evident  that  restriction 
of  excess  fat  to  less  than  20  to  30% 
of  the  dietary  calories,  and  of  total 
restriction  of  sucrose  when  possi- 
ble, is  a necessary  thing. 

The  second  physiologic  effect  is 
a relatively  straight  line  reduction 
in  hypertension  and  cholesterol 
levels  as  excess  weight  loss  occurs. 
The  dietary  management  of  both 
problems,  plus  related  ones,  seems 
to  be  far  superior  in  a great  majority 
of  cases.  There  is  an  immediate 
drop  in  both  systolic  and  diastolic 
pressures  that  seems  out  of  pro- 
portion to  the  drop  in  fat  mass.  This 
could  be  related  to  the  decreased 


sodium  intake,  or  to  some  other 
factor,  but  it  seems  to  be  a preva- 
lent effect. 

4)  Should  I consider  using  ap- 
petite suppressants  to  take  weight 
off  my  patients? 

If  that  is  all  you  use,  the  answer 
is  a flat  no.  The  failure  rate  of  an- 
orectics and  a “diet  sheet”  as  the 
only  measure  in  obesity  manage- 
ment is  dismal. 

A good  review  article  by  Wein- 
traub  and  Bray^  covers  some  atti- 
tudes of  physicians  and  regulatory 
agencies.  They  say  that:  “Obesity  is 
the  only  analogous  clinical  setting 
where  failure  of  medications  to 
achieve  cure  is  unacceptable.”  No! 
responsible  physician  would  pre-' 
scribe  these  medications,  espe- 
cially the  forbidden  Schedule  II 
drugs,  if  there  is  not  at  least  a sig-i 
nificant  clinical  response  (SCR) 
from  the  patient.  Overusage  of  any’ 
anorectics,  or  diversion  to  illegal 
channels,  must  be  constantly 
watched  for  and  avoided. 

5)  Does  that  mean  I should  neveH 
use  these  medicines,  even  with  re-> 
sponsible  patients? 

Use  them  correctly  or  not  at  all 
The  physiology  of  the  obese  patieni 
has  been  studied  extensively,  anc 
one  abnormality  that  stands  out  is 
a reduced  turnover  of  noradrena 
line  (NA).  The  blood  levels  of  N/ 
are  lower  in  the  overweight  patient 
both  before,  during,  and  after  weigh 
reduction.®-  ^ 

This  would  tend  to  indicate  tha 
the  sympathetic  nervous  systeir 
could  be  somewhat  defective  ir 
obese  subjects.  The  problem  may 
be  an  inability  to  activate  and  utiliz(- 
thermogenic  tissues,  which  is  nor 
mally  seen  post-prandially  in  thf- 
thermal  effect  of  feeding  (TEF) 
Many  investigators,  including  Brav' 
have  noted  that  the  only  difference 
between  obese  and  lean  patients  ii! 
their  metabolism  is  the  TEF  factor 

Lean  people  appear  to  “turn  on 
their  facultative  thermogenic  ma 
chinery  in  response  to  increases 
amounts  of  foodstuffs  over  an« 
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above  what  might  be  needed  by  the 
body.  Obese  subjects  are  ham- 
pered in  this  regard  and  their  fac- 
ultative TEF  responses  are  blunted, 
perhaps  as  a result  of  this  reduced 
turnover  of  NA. 

The  positive  response  of  many 
obese  patients  to  anorectic  agents 
may  not  come  as  much  from  the 
“appetite  suppressant”  effect  of 
these  medications,  but  from  the  in- 
creased sympathetic  tone  induced 
by  these  drugs.  Agents  as  varied  as 
nicotine,  ephedrine,  theophylline, 
caffeine,  and  beta  agonists  (meth- 
oxyphenamine)  assist  in  increasing 
sympathetic  tone,  through  one 
mechanism  or  another.  Caffeine  and 
theophylline  are  primarily  inhibi- 
tors of  phosphodiesterase,  while 
ephedrine  stimulates  the  release  of 
NA,  similar  to  its  phenethylamine 
anorectic  counterparts  or  mazin- 
dol,  with  the  latter  being  closer  to 
tricyclic  antidepressant  com- 
pounds.® 

The  SCR  would  be  a factor  in 
whether  or  not  anorectic  agents  are 
continued  in  any  individual  patient. 
Patients  requesting  heavier  and 
heavier  doses  of  any  medication,  or 
insisting  on  a single  brand  of  an- 
I orectic,  should  be  looked  upon  with 
1 suspicion  and  temporarily  changed 
to  another  medication,  or  given  a 
rest  period  of  several  weeks.  The 
! drug  diverter  or  addict  will  not  tol- 
erate this  and  will  quit,  while  the 
seriously  committed  patient  will  go 
along  with  your  directions. 

The  American  Society  of  Bariatric 
Physicians  is  currently  addressing 
possible  anorectic  guidelines  that 
I could  be  used  by  individual  state 
medical  boards  and  other  regula- 
tory agencies  and  is  the  de  facto 
[authority  on  obesity  treatment. 
Those  guidelines  are  available  for 
the  asking  by  writing  the  ASBP  at 
5600  S.  Quebec  St.,  Suite  160-D,  En- 
glewood, CO  80111  or  by  calling 
303-779-4833. 

6)  My  patients  often  say  that  they 
\are  hungry,  even  on  the  maximum 


doses  of  anorectic.  How  should  I 
handle  this? 

Certainly  not  with  increased 
doses  of  medicine.  Only  about  5% 
of  problem  eating  is  related  to  hun- 
ger as  such.  All  the  rest  of  overeat- 
ing behavior  is  triggered  by  habit, 
stress,  environmental  traps,  spouse 
or  family  sabotage,  or  false  signals 
of  hunger. 

The  last  one  is  important  to  warn 
your  patients  about.  About  2 hours 
after  a meal,  there  is  a rebound  of 
stomach  acid  production,  some- 
times producing  a burning,  gnaw- 
ing, rumbling,  or  empty  feeling  in 
the  patient’s  epigastric  area.  Unless 
the  patient  is  warned,  he  or  she  will 
eat  in  response  to  this  cue,  instead 
of  using  an  antacid  or  drinking  water 
to  overcome  this.  This  produces  an 
unwanted  intake  of  extra  calories 
and  can  sabotage  a diet  quickly. 

An  educated  patient  is  a suc- 
cessful one.  Making  each  person 
aware  of  the  traps  in  weight  loss 
will  insure  a better  performance. 

7)  What  diet  should  / use  to  help 
patients  reduce? 

There  is  no  single  diet  that  is  per- 
fect. With  the  exception  of  a con- 
trolled modified  fast  in  the  hands 
of  a competent  physician,  the  best 
diet  is  one  with  a variety  of  foods, 
that  is  very  low  in  sucrose  and  fat, 
high  in  fiber,  and  with  a large 
amount  of  fruits  and  vegetables. 
Eggs  and  meats  high  in  fat  should 
be  eliminated  or  severely  restricted 
for  most  patients.  Caution  should 
be  used  in  diets  of  less  than  800 
kCal  daily.  Many  patients  do  very 
well  at  the  level  of  1200  to  1400 
calories  and  wind  up  losing  more 
in  the  long  run. 

The  last  component  of  any  diet 
should  be  a competent  physician 
who  sees  the  patient  frequently. 
Weekly  weighings,  even  if  done  by 
a nurse,  with  daily  checks  are  a lit- 
tle more  trouble  for  the  patient,  but 
are  powerful  inducers  of  success. 

Above  all,  don’t  abdicate  your  pa- 
tients’ care  to  storefront  “clinics” 


that  claim  to  be  medically  super- 
vised. 1 recently  had  a patient  come 
to  me  who  had  a laxative  recom- 
mended to  her  by  the  “nurse”  in 
one  of  these  “clinics”  when  she 
complained  of  abdominal  pain.  The 
patient  survived  post-op,  with  the 
help  of  a good  surgeon,  but  I have 
a feeling  she  would  have  done  far 
better  seeing  her  personal  physi- 
cian and  registered  dietician,  or  a 
trained  bariatrician. 

There  are  lay-run,  self-help  groups 
and  organizations  that  can  increase 
your  patients’  success  rate.  The 
University  of  Georgia  Cooperative 
Extension  Service  has  a Weight  Off 
Wisely  (WOW)  program  available 
through  any  county  extension  serv- 
ice. The  WOW  program  is  a good 
source  of  information  for  any  phy- 
sician and  his  or  her  patients.  Take 
Off  Pounds  Sensibly  (TOPS)  and 
Overeaters  Anonymous  are  also  ex- 
cellent and  economical  sources  of 
information  and  support.  There  is 
absolutely  no  need  for  any  of  us  to 
let  our  patients  fall  into  the  hands 
of  charlatans  who  promise  mira- 
cles, not  with  all  the  medical  sup- 
port and  ethical  lay  assistance  we 
can  call  upon. 
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Great  American  Food  Fight  Against  Cancer 
Tips  For 

Dining  Out  And  Traveling 


I 

I 


► Don't  try  to  change  eating  and  shopping  habits  overnight. 

Think  of  it  as  an  ongoing  process  of  good  health  for  life.  It's  just 
not  possible  to  learn  everything  about  healthier  lifestyles  at 
once,  so  don't  set  an  impossible  task  for  yourself. 

► Try  to  plan  shopping  as  carefully  as  possible.  Sometimes, 
shopping  has  to  be  done  in  a hurry,  but  try  to  give  some 
thought  to  it  ahead  of  time  in  order  to  minimize  or  eliminate 
impulse  purchases.  Besides,  even  a few  moments  of  planning 
saves  a lot  of  time  and  aggravation  at  the  store.  Spend  some 
time  in  advance  thinking  about  healthy  substitutions  and 
additions  to  make. 

► Don't  shop  on  an  empty  stomach. 

► You  don't  have  to  avoid  treats  or  rewards.  )ust  try  to  think  of 
healthy  foods  as  special  treats. 

► Explore  the  produce  section.  Be  adventuresome  and  try  a new 
kind  of  fruit  or  vegetable.  Try  them  one  at  a time,  so  they  won't 
seem  as  overwhelming.  Think  of  new  ways  to  try  produce,  and 
remember  that  it  is  usually  low  in  fat  and  high  in  fiber. 

► Look  for  fresh  herbs  to  season  foods,  instead  of  fats,  sauces,  and 
gravies. 

► A variety  of  foods  is  important  to  healthy  eating  and  will  also 
keep  shopping  from  seeming  so  routine. 

► Read  labels  carefully.  Ingredients  are  listed  in  order  of  quantity. 
Choose  products  that  have  no  fats  or  oils,  or  in  which  fats  are 
listed  last. 

► Beware  of  so-called  "healthy"  or  "lite"  foods.  Read  the  labels 
carefully  for  fat,  fiber,  and  vitamin  content.  Remember  that  you 
don't  need  to  buy  any  special  foods  to  improve  your  diet. 

► Avoid  processed,  salt-cured,  smoked,  and  nitrite-cured  meats 
and  foods.  Always  buy  fresh  when  you  can. 

► Select  low-fat,  non-fat,  and  skim  milk  dairy  products. 

► Buy  tuna  packed  in  water,  not  in  oil. 

► Brace  yourself  for  a barrage  of  impulse  items,  such  as  candy 
bars,  at  the  checkout.  Prepare  in  advance  to  resist  this  assault  by 
reading  a magazine,  balancing  your  checkbook,  or  engaging  in 
conversation. 

► Contact  your  local  American  Cancer  Society  for  more  tips. 
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Select  a restaurant  that  will  offer  a variety  of  foods  and  variety' 
of  choices.  If  a restaurant  is  unfamiliar  to  you,  call  in  advance 
and  inquire  about  menu  options  and  methods  of  cooking. 

Try  to  pick  a restaurant  with  a salad  bar  which  offers  many  low- 
fat,  high-fiber  choices.  Steer  clear  of  high-fat  toppings  such  as 
cheese,  bacon  bits,  croutons,  and  regular  dressings.  Soup  and 
salad  make  a great  combination,  but  be  sure  to  choose  clear 
broth  soups  instead  of  creamy  ones. 

Read  the  menu  carefully.  Avoid  items  that  are  buttered,  fried, 
breaded,  creamed,  and  browned.  If  you're  not  sure  about  a 
recipe,  don't  be  shy  about  asking  your  server.  And  don't  be 
afraid  to  ask  if  items  can  be  prepared  in  a different  manner  or 
substituted.  You  can  also  ask  that  an  item,  such  as  high-fat 
french  fries  or  chips  or  bread,  not  be  brought  with  the  meal. 

Always  be  clear  about  what  you  order.  Don't  assume  your 
server  knows  exactly  what  you  want. 

Always  ask  for  sauces  and  salad  dressing  to  be  delivered  on  the 
side.  Order  breads  and  toast  without  butter  or  margarine. 

Lean  meats,  poultry,  and  fish  are  healthiest  baked  or  broiled. 

Look  for  menu  items  that  are  roasted,  steamed,  poached,  and 
stir-fried.  Ask  to  have  these  items  prepared  without  added  fat. 

Cut  down  on  portion  sizes  by  ordering  appetizers  as  the  main 
course,  ordering  a la  carte,  sharing  food  with  a companion,  or  ^ 

taking  home  part  of  your  meal  in  a doggie  bag.  ; 

Order  desserts  with  less  fat  and  sugar,  such  a fresh  fruit,  i 

sherbert,  sorbets,  frozen  yogurt,  and  angel  food  cake.  ! 

Even  at  fast  food  restaurants  you  can  make  a difference  by  | 
looking  for  a salad  bar,  skipping  the  cheese  and  mayonnaise  on  I 

sandwiches,  eating  smaller  portions,  and  choosing  low-fat  milk,  j 

juice,  or  tea  instead  of  shakes  and  malts. 

Airlines  offer  special  meals,  such  as  low-fat  ones.  Check  with  the  j 
airline  or  your  travel  agent  before  you  fly.  | 

Keep  low-fat,  high-fiber  snacks  at  work  and  in  your  car.  That 
way  you  always  have  a smart  snack  on  hand  and  can  avoid 
vending  machines.  Most  snack  items  found  in  vending  j 

machines  are  high  in  fat  and  calories. 

Contact  your  local  American  Cancer  Society  for  more  tips. 
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Fads  and  Quackery  in  Nutrition 


i 

1 


I 

1 

The  health  food  Industry  is  a 
huge  and  very  profitable  one, 
I'much  of  which  is  involved  in  rec- 
1 ommending  unnecessary  food  sup- 
Iplements.  Popular  diet  books  and 
diet  articles  constitute  a substantial 
jamount  of  the  publishing  industry 
as  well,  and  the  American  public’s 
, interest  in  their  nutritional  health 
1 leads  many  to  seek  advice  from  the 
wrong  quarters.  It  has  often  been 
said  that  it  is  much  easier  to  get 
;bad  nutritional  advice  than  sound 
and  scientific  advice. 

A fad  is  defined  as  a “custom, 
hobby,  style,  etc.  adopted  and  pur- 
sued by  many  people  for  a time, 
with  undue  zeal.”  A quack  is  de- 
fined as  “one  who  with  little  or  no 
foundation  pretends  to  have  skill  or 
'knowledge  in  a particular  field.” 
Quackery  comprises  the  “actions, 
claims  or  methods  of  a quack,  es- 
pecially in  medicine.”'  A synonym 
IS  charlatanry.  In  this  brief  article, 
we  will  attempt  to  give  an  overview 
bf  some  of  the  fads  and  quackery 
associated  with  contemporary  nu- 
jTition. 

j 


Terrence  T.  Kuske,  M.D. 


Popular  diet  books  and 
diet  articles  constitute 
a substantial  amount  of 
the  publishing  industry, 
and  the  American 
public’s  interest  in  their 
nutritional  health 
leads  many  to  seek 
advice  from  the 
wrong  quarters. 


Vitamins  as  Miracle  Drugs 

The  13  known  vitamins  are  really 
miraculous  agents  in  the  treatment 
of  the  deficiency  syndromes,  pro- 
ducing dramatic  response  in  skin 
lesions,  hemorrhagic  tendencies, 
etc.  with  the  administration  of  ap- 
propriate doses  of  these  vitamins. 
There  are  nine  water  soluble  vita- 
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mins  and  four  fat  soluble  vitamins. 
An  extensive  body  of  research  has 
led  to  a definition  of  what  is  con- 
sidered the  minimum  daily  require- 
ment (MDR),  that  level  below  which 
one  is  at  risk  of  developing  defi- 
ciency, and  the  recommended  daily 
allowance  (RDA),  which  is  nor- 
mally 2 to  6 times  the  MDR,  in  order 
to  avoid  deficiency  in  all  subjects. 
There  have  been  described  certain 
in-born  errors  of  metabolism  in 
which  individuals,  due  to  very  rare 
genetic  mutations,  are  unable  to 
appropriately  utilize  vitamins,  and 
this  can  be  compensated  for  by 
administration  of  massive  doses  of 
the  vitamin.  These  are  extremely 
rare,  with  approximately  25  condi- 
tions reported  to  date. 

The  fact  that  the  vitamin  respon- 
sive in-born  errors  exist  has  led 
to  the  concept  of  “megadosing”  with 
vitamins  in  healthy  people,  or  to 
treat  various  diseases,  the  so-called 
“orthomolecular”  approach.  Sup- 
posedly, these  large  doses  are  con- 
verted to  coenzymes,  which  satu- 


rate  various  apoenzymes  to 
maximize  metabolic  processes. 
These  concepts  have,  however,  not 
been  proven  in  any  studies,  and 
what  has  resulted  instead  has  been 
the  development  of  toxicity  due  to 
megadoses  of  certain  of  these  vi- 
tamins. The  fat  soluble  vitamins  A 
and  D are  associated  with  serious 
toxicity  in  the  high  dosages  not  in- 
frequently recommended  by  nutri- 
tion quacks.  Massive  doses  of  vi- 
tamin B6,  pyridoxine,  are  associated 
with  an  irreversible  peripheral  sen- 
sory neuropathy.  Large  closes  of  vi- 
tamin C in  certain  individuals  can 
result  in  the  production  of  calcium 
oxalate  kidney  stones.  Thus,  it  has 
become  important  in  taking  the  his- 
tory of  vitamin  intake  to  be  assured 
the  patient  has  not  been  taking  the 
massive  doses  recommended  with- 
out any  scientific  or  medical  basis. 

Another  area  in  which  quackery 
is  prominent  in  vitamin  treat- 
ment are  the  “new”  vitamins.  Ac- 
tually, no  new  vitamins  have  been 
discovered  in  over  40  years,  but 
nonetheless  these  are  portrayed  as 
essential  compounds.  “Vitamin  P” 
(bioflavonoids)  and  “vitamin  B15” 
(Pangamic  Acid)  are  not  vitamins, 
as  they  are  not  essential  to  life,  and 
they  serve  no  particular  function  in 
humans.  “Vitamin  B15”  is  not  de- 
fined as  to  its  structure,  so  individ- 
uals can  and  do  package  and  mar- 
ket under  that  name  a variety  of 
compounds,  some  of  which  have 
been  shown  to  be  toxic.  The  posi- 
tion of  the  US  Food  and  Drug 
Administration  is  that  Pangamic 
Acid  is  illegal,  worthless,  and  pos- 
sibly unsafe. 2 

An  additional  category  of  vitamin 
misuse  relates  to  recommendation 
of  vitamins,  particularly  vitamin  E 
and  vitamin  B12,  for  conditions  in 
which  there  has  been  no  scientific 
evidence  that  they  are  of  benefit. 
Examples  of  this  include  vitamin 
B12,  recommended  for  treatment  of 
fatigue  or  with  miraculous  claims 
for  sexual  performance,  etc.  Vita- 


min E is  recommended  to  prevent 
heart  disease  and  to  improve  one’s 
sexual  performance.  Neither  of 
these  vitamins  has  been  shown  ob- 
jectively to  function  in  this  fashion. 

“Super  Food”  Combinations 

Numerous  authors,  part  of  the  so- 
called  “health  food  movement,” 
have  written  about  the  miraculous 
effects  of  “super”  types  of  foods  or 
combinations  of  foods,  along  with 
beneficial  effects  of  megavitamins 
in  various  common  conditions.  The 
books  of  Adele  Davis,  though  she 
is  now  deceased,  are  available  in 
most  bookstores  and  health  food 
stores,  and  individuals  continue  to 


It  is  important  in 
teJcing  the  history  of 
vitamin  intake  to  be 
assured  the  patient  has 
not  been  taking 
massive  doses 
recommended  without 
any  scientific  or 
medical  basis. 


subscribe  to  the  erroneous  con- 
cepts contained  therein.  Ms.  Davis 
was  trained  in  Dietetics  and  Nutri- 
tion at  the  University  of  California 
at  Berkeley  and  obtained  a Master’s 
Degree  in  Biochemistry  from  the 
University  of  Southern  California. 
After  an  early  promising  career,  she 
began  writing  books  providing  nu- 
tritional advice,  with  titles  Wke  Let’s 
Get  Well  and  Let’s  Eat  Right  to  Keep 
Fit,  which  have  sold  over  10  million 
copies  but  are  not  on  the  approved 
list  of  any  bona  fide  nutrition  so- 
ciety. Rynearson^  reviewed  the  ref- 
erences in  her  book  Let’s  Get  Well 
and  found  that  in  many  instances 
the  references  she  gave  had  been 
either  misquoted  or  taken  out  of 
context  and  not  one  of  the  individ- 


uals cited  by  her  could  recommend 
her  book.  She  has  recommended 
toxic  doses  of  Vitamin  A,  opposed 
the  pasteurization  and  homogeni- 
zation of  milk,  is  opposed  to  white 
bread,  food  additives,  and  chemi- 
cal fertilizers. 

Carlton  Fredericks,  another 
prominent  writer  and  radio  person- 
ality, had  virtually  no  nutritional  or 
health  science  training.  He  re- 
ceived a degree  from  the  University 
of  Alabama  with  a major  in  English 
and  began  writing  advertising  copy 
for  a vitamin  corporation.  He  was 
convicted  of  practicing  medicine 
without  a license  in  1945.  He  is  sim- 
ilarly a proponent  of  megadose  vi- 
tamins, with  considerable  enthu- 
siasm for  hypoglycemia,  from  which 
Fredericks  estimated  20  million 
Americans  suffered.  These  individ- 
uals supposedly  suffer  from  func- 
tional hypoglycemia  requiring  di- 
agnosis with  expensive  studies  and 
treatment  with  special  diets  and  in- 
jections of  whole  adrenocortical 
extracts.  These  beliefs  have  been 
condemned  as  unscientific  by  the 
American  Medical  Association,  The 
Endocrine  Society,  and  the  Ameri- 
can Diabetes  Association.^ 

Mystical  Nutrition 

A number  of  groups  have  devel- 
oped nutritional  precepts  to  coin- 
cide with  their  philosophical  be- 
liefs. In  most  cases,  there  is  no  harm 
insofar  as  they  consume  healthy 
vegetarian  diets.  In  certain  in- 
stances, however,  this  is  taken  to 
an  extreme  and  has  resulted  in  mal- 
nutrition and  death. 

The  prime  example  of  this  is  Zen 
Macrobiotics,  originated  by  George 
Ohsawa.  In  this  mixture  of  philos- 
ophy and  nutritional  recommen- 
dations, certain  foods  are  catego- 
rized as  yin  and  others  as  yang,  and 
the  development  of  the  diet  is  an 
attempt  to  balance  these  forces.  In 
addition,  there  is  a great  emphasis 
on  the  inclusion  of  whole  grain  ce- 
reals and  restriction  of  fluid  intake. 
The  individual  progresses  through 
10  levels  of  improvement  of  one’s 
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diet.  Those  who  have  not  achieved 
the  desired  state  of  well  being  at 
any  one  stage  of  the  diet  progress 
to  another  until  they  reach  the  high- 
est level,  diet  7,  which  is  an  all  ce- 
real diet  with  restricted  fluid  intake. 


The  largest  area  of 
quackery  and  food 
faddism  in  this  country 
I is  in  weight  reduction 
I diets.  ...  It  is  not 
I possible  to  describe  all 
I these  diets  here,  but 
' we  will  describe  them 
1 by  category. 


More  serious  than  the  nutritional 
i consequences  of  such  diets  is  the 
fact  that  they  are  recommended  as 
' treatment  for  specific  illness  and 
1 can  result  in  death  due  to  failure  to 
'obtain  appropriate  medical  care. 

! Recommendations  are  made  for 
' treating  appendicitis,  heart  disease, 

I cancer,  etc.  Those  who  follow  the 
' more  rigid  diets  have  presented  with 
serious  nutritional  deficiencies,  in- 
I eluding  cases  of  scurvy,  anemia, 
hypoproteinemia,  starvation,  and 
loss  of  kidney  function.  The  danger 
:of  this  diet  has  been  specifically 
[pointed  out  by  the  Council  on  Foods 
'and  Nutrition  of  the  American  Med- 
iical  Association. 

Weight  Reduction  Plans 

The  largest  area  of  quackery  and 
food  faddism  in  this  country  is  in 
weight  reduction  diets.  The  most 
significant  nutrition  problem  in  the 
US  is  obesity,  and  there  are  con- 
stant societal  pressures  to  reduce 
weight.  Magazines  of  the  type  seen 
at  the  checkout  counter  of  the  su- 
permarket or  in  beauty  parlors 
maintain  their  circulation  by  com- 
ing up  with  a new  diet  in  each  is- 
sue, which  the  reader  can  follow 
ifor  a few  days,  see  that  it  doesn’t 


work,  and  wait  for  the  next  issue  to 
try  another.  It  is  not  possible  to  de- 
scribe all  these  diets  in  the  article, 
but  we  will  describe  them  by  cat- 
egory. 

Low  Carbohydrate  Diets 

These  diets  are  based  on  the  fact 
that  removal  of  carbohydrate  from 
the  diet  leads  to  ketosis,  which 
causes  loss  of  ketone  bodies  along 
with  sodium  in  the  urine  and  an 
obligate  diuresis.  Thus,  the  individ- 
ual loses  5 to  10  pounds  fairly 
quickly  because  of  this  diuresis. 
Naturally  as  soon  as  they  return  the 
carbohydrate  to  their  diet  and  end 
the  ketosis,  they  immediately  retain 
that  fluid  and  regain  the  weight.  This 
is  usually  the  source  of  the  claim 
“Lose  a Pound  a Day  for  the  First 
Seven  Days”  that  goes  with  this  kind 
of  diet.  Examples  of  these  diets  in- 
clude the  so  called  “Pilots’  Diet,” 
the  “Air  Force  Diet,”  and  “The 
Drinking  Man’s  Diet.” 

High  Protein  Diet 

This  category  includes  two  pop- 
ular diets:  the  Stillman  and  Scars- 
dale  Diets.  The  Stillman  Diet  is  a 
high  protein,  high  fat,  low  carbo- 
hydrate diet.  The  low  carbohydrate 
component  induces  diuresis,  lead- 
ing to  a rapid  fluid  weight  loss.  The 
diet  tends  to  be  unpalatable  and 
can  cause  nausea,  fatigue,  and  ex- 
haustion. It  has  been  demonstrated 
to  increase  the  serum  cholesterol, 
and  may  raise  the  BUN  in  individ- 
uals with  renal  insufficiency.'' 

The  Scarsdale  Diet  is  high  in  pro- 
tein but  low  in  fat  and  carbohy- 
drate. It  is  a diet  restricted  to  1000 
calories  for  a 2-week  period  fol- 
lowed by  2 weeks  of  a more  gen- 
erous maintenance  diet.  The  indi- 
vidual alternates  these  every  2 
weeks  during  the  course  of  the  diet. 
There  is  a diuresis  due  to  the  very 
low  carbohydrate  content  which 
leads  to  the  claim  of  “lose  a pound 
a day.”  In  that  this  diet  controls  the 
amount  of  saturated  fat  and  cho- 
lesterol intake  it  does  not  have  the 


untoward  effects  of  the  Stillman  Diet 
in  relationship  to  serum  choles- 
terol. Patients  do  complain  how- 
ever of  fatigue  and  lassitude  on  this 
diet. 

High  Fat  Diets 

The  index  diet  in  this  category  is 
“Dr.  Atkins’  Diet  Revolution”  from 
the  early  1970s  which  is  a zero  car- 
bohydrate, high  fat,  moderate  pro- 
tein diet.  The  author  claims  that  in- 
dividuals can  eat  all  the  calories  he 
or  she  wants  on  this  diet  and  still 
lose  weight.  In  reality,  the  diet  rap- 
idly induces  ketosis,  and  ketosis  in 
turn  induces  anorexia.  Because  of 
this,  if  one  measures  the  calories, 
the  individuals  consume  progres- 
sively less  as  they  stay  on  the  diet. 
The  diet  induces  fatigue  and  pos- 
tural hypotension  as  well  as  hy- 
peruricemia and  hyperlipidemia 
with  attendant  risk  of  coronary  ar- 
tery disease. 5 

High  Carbohydrate  Diet 

The  index  diet  in  this  category  is 
the  Pritikin  Diet,  which  is  a high 
carbohydrate,  high  fiber,  extremely 
low  fat  (less  than  10%  of  calories) 
diet.  No  sugars  or  processed  foods 
are  allowed,  and  less  than  one 
quarter  pound  of  meat  or  fish  is 
consumed  daily.  The  diet  is  com- 
bined with  an  exercise  program. 
This  diet  is  more  designed  for  re- 
ducing risk  of  coronary  artery  dis- 
ease through  reduction  of  serum 
cholesterol  and  blood  pressure  than 
it  is  for  weight  reduction.  However, 
it  is  such  a dramatic  departure  from 
the  typical  American  diet  that  it 
leads  to  weight  reduction  as  well. 
The  very  high  fiber  content  leads  to 
change  in  the  gut  flora  with  greatly 
increased  production  of  intestinal 
gas.  While  presumably  effective  in 
reducing  serum  cholesterol,  the  diet 
is  so  restrictive  as  to  lead  to  diffi- 
culty in  any  long  term  adherence. 

Very  Low  Calorie  Diets 

In  the  late  1970s,  several  liquid 
protein  modified  fast  diets  were 
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marketed  over  the  counter  for  rapid 
weight  reduction.  These  very  low 
calorie  diets,  with  less  than  500  Real 
per  day,  consisted  of  a collagen  hy- 
drolysate, a protein  low  in  biologic 
value.  Within  a short  period  of  time, 
over  60  deaths  among  persons  on 
these  diets  had  been  reported  to  the 
U.S.  Centers  for  Disease  Control. 
Presumably,  the  deaths  in  these 
individuals  were  due  to  acute 
arrhythmias,  and  many  occurred  in 
patients  without  any  other  predis- 
posing conditions.  While  the  spe- 
cific mechanism  has  not  been  dis- 
covered, the  low  quality  of  the 
protein  hydrolysate  and  lack  of 
mineral  supplementation  were 
thought  to  contribute  to  adverse  ef- 
fects.® 

More  recent  variants  of  low  cal- 
orie diets  such  as  the  Cambridge 
Diet  provided  very  high  quality  bi- 
ologic value  protein  at  the  same 
time  as  very  low  calories.  The  pur- 
pose of  such  diets  is  to  spare  pro- 
tein during  weight  reduction,  but 
studies  have  demonstrated  that  in- 


dividuals do  go  into  negative  nitro- 
gen balance  and  stay  in  this  for  the 
entire  maximal  recommended  time 
on  the  diet.^ 

There  is  some  evidence,  how- 
ever, that  diets  utilizing  high  quality 
protein,  mineral  supplementation, 
and  careful  medical  observation 
may  be  safe.®  Their  long  term  effi- 
cacy in  maintaining  weight  loss  is 
questionable.  There  have  been  a 
number  of  deaths  reported  in  in- 
dividuals using  the  Cambridge  Diet, 
but  it  is  virtually  impossible  to  de- 
termine whether  these  deaths  were 
due  to  the  diet. 

In  summary,  there  is  a host  of 
companies  ready  to  advertise 
and  sell  nostrums  and  recommen- 
dations to  the  gullible  public  which 
for  the  most  part  are  relatively 
harmless  (other  than  to  the  pock- 
etbook).  However,  there  are  occa- 
sions in  which  these  recommen- 
dations can  produce  serious  and 
even  fatal  complications,  and  thus 
the  practicing  physician  should  be 


aware  of  this  potential  in  his  or  her  ' 
practice.  Inquiring  about  vitamin 
supplementation  and/or  other  fonns 
of  self  treatment  can  be  an  impor- 
tant point  in  the  differential  diag- 
nosis of  a host  of  problems,  as  noted 
in  the  article. 
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Hospital  and  Physician  Obligations 
Under  the  Medicare  “Anti-Dumping” 
Legislation 

Susan  Cowan  Atkinson 


During  the  1980s,  a primary  fo- 
cus of  the  Congressional 
health  care  agenda  was  the  reduc- 
tion of  federal  expenditures  on 
Medicare  and,  to  some  extent,  Med- 
icaid. While  it  dramatically  cur- 
tailed increases  in  spending,  how- 
ever, Congress  also  sought  to 
protect  access  to  health  care  re- 
sources by  the  elderly  and  indigent. 

I Highly  publicized  incidents  of  pa- 
tient “dumping”  (hospitals  inap- 
propriately transferring  emergency 
' patients  on  the  basis  of  their  ina- 
bility to  pay  for  services  rendered) 
prompted  Congress  to  enact  “anti- 
dumping” legislation. 

Background 

Historically,  the  “community 
service”  provisions  of  the  Hill-Bur- 
ton Act*  required  hospitals  receiv- 
ing Hill-Burton  funding  to  provide 
emergency  medical  services  to  per- 
sons working  or  residing  within  the 
hospital’s  service  area.  In  an  effort 
to  protect  access  to  health  care  re- 
' sources  by  Medicare  and  Medicaid 
beneficiaries  and  to  address  more 
specifically  the  problem  of  inap- 
propriate transfers.  Congress  en- 
acted the  Emergency  Medical  Treat- 
; ment  and  Active  Labor  Act  (here- 
* inafter  “the  Act”)  in  1985.^  On  June 
16,  1988,  the  Health  Care  Financing 
1 Administration  (HCFA)  published 
I proposed  regulations  under  the  Act; 

^ however,  before  final  regulations 
; were  issued.  Congress  significantly 
' amended  the  Act  under  provisions 
of  the  Omnibus  Budget  Reconcili- 
, ation  Act  of  1989  (“OBRA  1989”).^ 
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ighly  publicized 
incidents  of  patient 
** dumping**  (hospitals 
inappropriately 
transferring  emergency 
patients  on  the  basis  of 
their  inability  to  pay 
for  services  rendered) 
prompted  Congress  to 
enact  ** anti-dumping** 
legislation,  y 

While  the  OBRA  1989  amendments 
cleared  up  some  questions  created 
by  the  original  Act,  they  did  not  re- 
solve all  of  the  Act’s  ambiguities, 
and  they  created  some  new  diffi- 
culties. Furthermore,  final  regula- 
tions expanding  upon  the  Act  as 
amended  by  OBRA  have  yet  to  be 
published. 

General  Requirements 

Under  OBRA  1989,  all  hospitals 
participating  in  Medicare,  even 
those  without  an  emergency  de- 
partment, must: 

1)  Adopt  and  enforce  a policy  to 
insure  compliance  with  the  Act; 


*This  article  was  prepared  at  the  request  of  the 
Journai  Ms.  Atkinson  is  an  associate  in  the  law 
firm  of  Vincent,  Chorey,  Taylor  & Fell,  Suite  1700, 
The  Lenox  Building,  3399  Peachtree  Road,  NE,  At- 

lanta, Georgia  30326.  Send  reprint  requests  to  Ms. 
Atkinson. 


2)  Maintain  medical  and  other  rec- 
ords related  to  individuals  trans- 
ferred to  or  from  the  hospital  for 
a period  of  five  years  from  the 
date  of  the  transfer; 

3)  Maintain  a list  of  on-call  physi- 
cians who  are  on  call  for  duty 
after  the  initial  examination  (de- 
scribed below)  to  provide  treat- 
ment as  may  be  necessary  to 
stabilize  an  individual  with  an 
emergency  medical  condition; 
and 

4)  Postconspicuously  in  any  emer- 
gency department  a sign  speci- 
fying the  rights  of  individuals  to 
emergency  treatment  and  infor- 
mation on  whether  or  not  the 
hospital  participates  in  the  Med- 
icaid program.'* 

Although  the  Act  mostly  specifies 
obligations  of  the  hospital,  the  ob- 
ligations imposed  by  the  Act  gen- 
erally apply  to  physicians  as  well.^ 

Initial  Screening  Examination 

The  Act  requires  hospitals  to 
“provide  for  an  appropriate  medi- 
cal screening  examination”  within 
the  “capability  of  the  hospital’s 
emergency  department”®  of  any  in- 
dividual presenting  at  the  emer- 
gency department  for  examination 
or  treatment.  Interestingly,  the  pro- 
visions of  the  Act  apply  to  non-in- 
digent  and  indigent  individuals 
alike,  although  the  Act  provides  that 
neither  the  initial  screening  exam- 
ination nor  any  treatment  may  be 
delayed  by  inquiries  about  the  in- 
dividual’s method  of  payment  or  in- 
surance status.*' 
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The  initial  screening  examina- 
tion is  performed  to  determine 
whether  an  “emergency  medical 
condition”  exists.  An  “emergency 
medical  condition”  is  defined  as: 

(A)  a medical  condition  manifest- 
ing itself  by  acute  symptoms  of 
sufficient  severity  (including 
severe  pain)  such  that  the  ab- 
sence of  immediate  medical 
attention  could  reasonably  be 
expected  to  result  in  — 

(i)  placing  the  health  of  the  in- 
dividual (or,  with  respect  to  a 
pregnant  woman,  the  health  of 
the  woman  or  her  unborn  child) 
in  serious  jeopardy, 

(ii)  serious  impairment  to  bod- 
ily functions,  or 

(iii)  serious  dysfunction  of  any 
bodily  organ  or  part;  or 

(B)  With  respect  to  a pregnant 
woman  who  is  having  contrac- 
tions — 

(i)  that  there  is  inadequate  time 
to  effect  a safe  transfer  to  an- 
other hospital  before  delivery, 
or 

(ii)  that  the  transfer  may  pose 
a threat  to  the  health  or  safety 
of  the  woman  or  the  unborn 
child.® 

If  an  “emergency  medical  condi- 
tion” exists,  the  hospital  must  either 
1)  provide  such  further  medical  ex- 
amination and  treatment,  within  the 
staff  and  facilities  available,  as  may 
be  necessary  to  “stabilize”  the  in- 
dividual’s condition,  or  2)  provide 
an  “appropriate  transfer”  of  the  in- 
dividual. 

Stabilization 

Stabilization  requires  providing 
“such  medical  treatment  of  the  con- 
dition as  may  be  necessary  to  as- 
sure, within  reasonable  medical 
probability,  that  no  material  dete- 
rioration of  the  condition  is  likely 
to  result  from  or  occur  during  the 
transfer  of  the  individual  from  a fa- 
cility,” or,  with  respect  to  a preg- 
nant woman  having  contractions. 


ysicians  should 
make  every  effort  to 
establish  regular 
referral  patterns  for 
seriously  ill  and  trauma 
patients  before  the 
need  to  transfer 
** undesirable**  patients, 
whether  indigent,  high 
risk,  or  arriving  in  the 
middle  of  the  night,  y 

to  deliver.®  The  OBRA  1989  amend- 
ments added  the  “or  occur  during” 
language,  creating  potential  liabil- 
ity for  any  material  deterioration  in 
a patient’s  condition  occurring  dur- 
ing transfer,  even  if  it  was  not  a 
result  of  the  transfer. 

A hospital  will  be  deemed  to  have 
met  the  stabilization  requirement  if 
the  hospital  offers  to  provide  further 
examination  or  treatment,  but  the 
patient  “refuses  to  consent  to  the 
examination  and  treatment. Sim- 
ilarly, a hospital  may  also  fulfill  the 
“stabilization”  requirement  if  it  of- 
fers to  transfer  the  individual  to  an- 
other hospital  in  accordance  with 
the  Act,  but  the  patient  “refuses  to 
consent  to  the  transfer.”" 

Stabilization  prior  to  transfer  is 
not  required  under  limited  circum- 
stances. First,  if  a patient  or  his  or 
her  legal  representative  makes  a 
written  request  for  transfer  after 
being  informed  of  the  hospital’s 
treatment  obligations  and  of  the 
risks  of  transfer,  the  hospital  may 
transfer  the  patient  so  long  as  the 
transfer  is  an  “appropriate  trans- 
fer.”'2  Second,  the  patient  may  be 
transferred  upon  the  “certification 
that,  based  upon  the  information 
available  at  the  time  of  transfer,  the 
medical  benefits  reasonably  ex- 


pected from  the  provision  of  appro- 
priate medical  treatment  at  another 
medical  facility  outweigh  the  in- 
creased risks  to  the  individual”  (or 
the  unborn  child)  from  making  the 
transfer.'®  This  certification  must  be 
signed  by  a physician;  however,  “if 
a physician  is  not  physically  pres- 
ent in  the  emergency  department  at 
the  time  an  individual  is  trans- 
ferred, a qualified  medical  person” 
may  sign  the  certification  if  a phy- 
sician, “after  consultation  with  the 
person,”  has  determined  that  the 
benefits  of  transfer  outweigh  the 
risks  and  if  the  physician  subse- 
quently countersigns  the  certifica- 
tion.’'* Left  unclear  is  whether  a phy- 
sician must  ever  physically  examine 
the  individual  prior  to  transfer  if  the 
individual’s  medical  condition 
clearly  warrants  treatment  not  avail- 
able at  the  transferring  hospital. 

The  OBRA  1989  amendments  also 
added  so-called  “whistleblower 
protections,”  which  provide  that  a 
hospital  may  not  “penalize  or  take 
adverse  action  against  a physician 
because  the  physician  refuses  to 
authorize  the  transfer  of  an  individ-  i 
ual  with  an  emergency  medical  I 
condition  that  has  not  been  stabi- 
lized.” 


Appropriate  Treinsfer 

The  Act  defines  an  “appropriate 
transfer”  as  a transfer:  j 

(A)  in  which  the  transferring  hos-  j 
pital  provides  the  medical 
treatment  within  its  capacib’ 
which  minimizes  the  risks  to 
the  individual’s  health  and,  in  I 
the  case  of  a woman  in  labor, 
the  health  of  the  unborn  child;  I 

(B)  in  which  the  receiving  facil-  i 
ity  — 

(i)  has  available  space  and 
qualified  personnel  for  the 
treatment  of  the  patient,  and 

(ii)  has  agreed  to  accept  trans- 
fer of  the  patient  and  to  provide 
appropriate  medical  treatment: 
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(C)  in  which  the  transferring  hos- 
pital sends  to  the  receiving  fa- 
cility all  medical  records  . . . , 
related  to  the  emergency  con- 
dition for  which  the  individual 

I has  presented,  available  at  the 
time  of  transfer,  including  rec- 
ords related  to  the  individual’s 
emergency  medical  condition, 
observations  of  signs  or  symp- 
I toms,  preliminary  diagnosis, 

I treatment  provided,  results  of 

I any  tests  and  the  informed  writ- 

ten consent  or  certification  . . . 
and  the  name  and  address  of 
any  on-call  physician  . . . who 
has  refused  or  failed  to  appear 
within  a reasonable  time  to 
provide  necessary  stabilizing 
treatment; 

(D)  in  which  the  transfer  is  effected 
through  qualified  personnel 

i and  transportation  equipment, 

I as  required  including  the  use 

1 of  necessary  and  medically  ap- 

I propriate  life  support  meas- 

ures during  the  transfers;  and 

(E)  which  meets  such  other  re- 
quirements as  the  Secretary  [of 
Health  and  Human  Services] 
may  find  necessary  in  the  in- 
terest of  the  health  and  safety 
of  patients  transferred.'® 

Paragraph  A above  requires  the 
transferring  hospital  to  provide 
imedical  treatment  “within  its  ca- 
pacity.” Although  arguably  a phy- 
sician is  not  required  to  actually  ex- 
amine an  individual  before 
^authorizing  a transfer  after  “con- 
sultation” with  a “qualified  medical 
person,”  must  a physician  then  pro- 
vide hands-on  treatment  to  the  in- 
jdividual  after  the  transfer  has  been 
(authorized?  Although  an  emer- 
|gency  department  should  have  a 
jphysician  on  duty,  a physician  may 
Nnot  be  readily  available  at  a small 
Ihospital  without  an  emergency  de- 
|partment.  Hopefully,  the  regula- 
tions will  rectify  this  ambiguity. 

I Hospitals  having  “specialized 
capabilities  or  facilities  (such  as 
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• The  long-awaited 
final  regulations  are 
expected  sometime 
early  this  spring,  . . , To 
the  extent  that  the 
regulations  do  not 
clarify  the  Act 
adequately,  the 
submission  of 
comments  may  be  the 
last  and  best  hope  of 
physician  and  hospital 
groups  to  clarify  their 
constituents* 
responsibilities,  y 


burn  units,  shock-trauma  units, 
neonatal  intensive  care  units,  or 
(with  respect  to  rural  areas)  re- 
gional referral  centers  . . . shall  not 
refuse  to  accept  an  appropriate 
transfer  of  an  individual  who  re- 
quires such  specialized  capabili- 
ties or  facilities  if  the  hospital  has 
the  capacity  to  treat  the  individ- 
ual.”'® This  section  does  not  spe- 
cifically define  “capacity  to  treat,” 
and  it  is  arguable  that  a receiving 
hospital  lacking  available  bed  space 
does  not  have  the  “capacity  to  treat.” 
However,  this  ambiguity  leaves 
specialized  facilities  in  a difficult 
position,  since  transferring  hospi- 
tals might  argue  that  every  transfer 
must  be  accepted. 

Enforcement  Provisions 

The  Act  provides  for  numerous 
enforcement  mechanisms  directed 
at  both  hospitals  and  physicians.  A 
hospital  that  “knowingly  and  will- 
fully, or  negligently”  violates  any 
provision  of  the  Act  faces  suspen- 
sion or  termination  of  its  Medicare 


provider  agreement,"’  thus  leaving 
it  ineligible  for  reimbursement  for 
services  provided  for  Medicare  ben- 
eficiaries and  threatening  its  partic- 
ipation in  Medicaid  and  the 
CHAMPUS.  Similarly,  a physician 
who  violates  the  Act  in  a “knowing 
and  willful  or  negligent”  manner  is 
subject  to  exclusion  from  partici- 
pation in  the  Medicare  program  and 
state  health  care  programs.'®  A 
knowing  violation  further  subjects 
the  hospital  to  civil  monetary  pen- 
alties of  up  to  $50,000  for  each  vi- 
olation after  a hearing  before  an  ad- 
ministrative law  judge.  Also,  “any 
physician  who  is  responsible  for  the 
examination,  treatment,  or  transfer 
of  an  individual  . . . , including  a 
physician  on-call  for  the  care  of 
such  an  individual,”  who  know- 
ingly violates  the  Act  is  subject  to 
a civil  monetary  penalty  of  up  to 
$50,000  for  each  such  violation. 

Interestingly,  the  OBRA  1989 
amendments  provide  immunity 
from  these  penalties  for  physicians 
performing  the  initial  screening  ex- 
aminations under  certain  circum- 
stances. If  the  screening  physician 
determines  that  the  patient  requires 
the  services  of  a listed  on-call  phy- 
sician and  so  notifies  the  on-call 
physician,  and  the  on-call  physi- 
cian “fails  or  refuses  to  appear 
within  a reasonable  period  of  time,” 
the  screening  physician  may  deter- 
mine that,  without  the  services  of 
the  on-call  physician,  the  benefits 
of  transfer  outweigh  the  risks.  In 
such  a situation,  the  screening  phy- 
sician may  authorize  a transfer  and 
is  not  subject  to  penalty;  however, 
both  the  hospital  and  the  on-call 
physician  are  subject  to  penalty  in 
such  a situation.'® 

Certain  other  enforcement  pro- 
visions are  provided  which  only  ap- 
ply to  hospitals.  One  such  provi- 
sion provides  that  any  “dumped 
upon”  hospital  which  suffers  a fi- 
nancial loss  due  to  a transferring 
hospital’s  violation  of  the  Act  may 
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bring  a civil  action  for  damages  (or 
appropriate  equitable  relieO  against 
the  transferring  hospital  “under  the 
law  of  the  State  in  which  the  hos- 
pital is  located. ”2°  Finally,  any  in- 
dividual “who  suffers  personal 
harm”  as  a result  of  a participating 
hospital’s  violation  of  the  Act  may 
bring  a civil  action  against  the  par- 
ticipating hospital  to  “obtain  those 
damages  available  for  personal  in- 
jury under  the  law  of  the  State  in 
which  the  hospital  is  located”  and 
appropriate  equitable  relief.^'  The 
Act  provides  that  these  civil  actions 
must  be  brought  within  2 years  of 
the  date  of  the  alleged  violation. 

Future  Implications 

The  fact  that  ambiguities  in  the 
Act  remain  unresolved  leaves  phy- 
sicians and  hospitals  in  the  unen- 
viable position  of  facing  severe 
penalties  for  actions  not  clearly 
prohibited.  HCFA  is  receiving  many 
complaints  under  the  Act,  mostly 
from  disgruntled  receiving  hospi- 
tals, and  the  agency  appears  to  be 
proceeding  full  steam  ahead  with 
enforcement  actions,  despite  the 
remaining  ambiguities.  Interest- 
ingly, in  the  region  which  contains 
Georgia,  only  a few  enforcement 
actions  have  actually  resulted  in 
monetary  penalties,  the  majority  of 
which  involved  cases  of  inappro- 
priately transferred  women  in  la- 
bor. 

The  long-awaited  final  regula- 
tions are  expected  sometime  early 
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this  spring.  These  final  implement- 
ing regulations  will  become  effec- 
tive immediately,  but  there  will  also 
be  a “comment  period”  during 
which  HCFA  will  accept  comments 
upon  the  content  of  the  regulations. 
To  the  extent  that  the  regulations 
do  not  clarify  the  Act  adequately, 
the  submission  of  comments  may 
be  the  last  and  best  hope  of  phy- 
sician and  hospital  groups  to  clarify 
their  constituents’  responsibilities. 

In  the  meantime,  physicians  and 
hospitals  can  take  some  prac- 
tical steps  to  help  reduce  the  po- 
tential for  liability  under  the  Act. 
Hospitals  can  work  with  members 
of  the  medical  staff  to  develop  or 
to  revise  patient  transfer  policies, 
patient  transfer  summaries  and  in- 
formed consent  forms  to  comply 
with  the  Act.  Furthermore,  physi- 
cians should  make  every  effort  to 
establish  regular  referral  patterns  for 
seriously  ill  and  trauma  patients  be- 
fore the  need  to  transfer  “undesir- 
able” patients  (whether  indigent, 
high  risk,  or  arriving  in  the  middle 
of  the  night)  arises.  Finally,  physi- 
cians should  remember  these  rules 
of  thumb:  1)  Do  not  transfer  an  in- 
dividual for  non-medical  reasons  if 
the  individual  has  an  emergency 
medical  condition;  2)  When  trans- 
ferring such  an  individual  for  med- 
ical reasons,  do  so  in  a carefully 
documented  manner  which  com- 
plies with  the  Act;  and  3)  In  close 
cases,  resolve  doubts  in  favor  of  not 
transferring  the  individual. 


Notes 

1. 42  U.S.C.  §291c(e)  (1982). 

2.  Consolidated  Omnibus  Budget  Reconciliation 
Act  of  1985,  Pub.  L.  No.  99-272,  tit.  IX,  §9121,  100 
Stat.  82,  164,  §1867  of  the  Social  Security  Act  (cod- 
ified as  amended  at  42  U.S.C.  §1395dd  (effective 
August  1,  1986)). 

3.  Omnibus  Budget  Reconciliation  Act  of  1989, 
Pub.  L.  No.  101-239,  tit.  VI,  §6211.  103  Stat.  2106, 
2245  (effective  July  1,  1990). 

4.  42  U.S.C.  §1395cc(a)(l).  O.C.G.A.  §31-7-3.1, 
which  became  effective  on  January  1,  1991,  also 
sets  forth  a similar  signage  requirement. 

5.  See.  eg.,  Sorrells  v.  Babcock.  733  F.  Supp. 
1189  (N.D.  111.  1990). 

6.  Including  any  ancillary  services  routinely 
available  to  the  emergency  department.  42  U.S.C. 
§1395dd(a). 

7.  42  U.S.C.  §1395dd(h). 

8.  42  U.S.C.  §1395dd(e)(l).  This  section  did  away 
with  the  term  “active  labor”  and  instead  broadened 
the  definition  of  “emergency  medical  condition” 
to  include  pregnant  women  having  contractions. 

9.  42  U.S.C.  §1395dd (e)(4) (A). 

10.  42  U.S.C.  §1395dd (b)(2).  The  hospital  must 
inform  the  individual  or  his  legal  representative  of 
the  risks  and  benefits  of  the  examination  and  treat- 
ment. If  the  patient  refuses  treatment,  the  hospital' 
must  "take  all  reasonable  steps  to  secure  the  in- 
dividual's (or  person’s)  written  informed  consent 
to  refuse  such  examination  and  treatment." 

1 1.  42  U.S.C.  §1395dd(b)(3).  The  hospital  must 
inform  the  patient  or  his  legal  representative  of  the 
risks  and  benefits  of  the  transfer  and  take  reason- 
able steps  to  secure  the  patient’s  “written  informed 
consent  to  refuse  such  transfer.” 

12.  42  U.S.C.  §1395dd(c)(l)(A)(i). 

13.  42  U.S.C.  §1395dd(c)(l)(.A)(ii).  Such  certi- 
fication shall  also  include  a “summary  of  the  risks 
and  benefits  upon  which  the  certification  is  based." 

14.  42  U.S.C.  §1395dd(c)(l)(A)(ii).  The  term 
“qualified  medical  person”  has  not  been  defined 
in  regulations  as  of  this  writing. 

15.  42  U.S.C.  §1395dd(c)(2). 

16.  42  U.S.C.  §1395dd(g)  (emphasis  supplied). 

17.  42  U.S.C.  §1395dd(d)(l). 

18.  42  U.S.C.  §1395dd (d)(2). 

19.  42  U.S.C.  §1395dd(d)(2)(C).  Cf.  text  accom- 
panving  footnote  17. 

20.  42  U.S.C.  §1395dd (d)(3)(B). 

21. 42  U.S.C.  §1395dd(d)(3)(A). 

22.  42  U.S.C.  §1395dd(d)(3)(C). 
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Managing  Implanted  Venous  Access  Devices 

Mary  Gullatte,  R.N.,  M.N.,  Michael  J.  Koretz,  M.D., 

P.  Ravi  Sarma,  M.D. 


The  implanted  venous  access  de- 
vices (VADs)  offer  a solution  to 
the  problem  of  poor  venous  access 
in  a number  of  patient  care  situa- 
tions. The  implanted  venous  ports 
are  ideal  for  patients  requiring 
chronic  continuous  or  intermittent 
intravenous  therapy.  From  a pa- 
tient’s perspective,  the  implanted 
port  requires  little  or  no  care  once 
the  incisions  have  healed.  In  man- 
aging the  intravenous  therapy  needs 
!af  the  medical  oncology  patients  in 
hospital,  ambulatory,  and  home 
care  settings  we  have  found  the  im- 
planted VADs  invaluable. 

The  implanted  ports  include  in- 
ra-arterial,  intraperitoneal,  and  in- 
ravenous  devices.  For  purposes  of 
his  article,  the  venous  access  ports 
vill  be  reviewed.  Venous  access 
aorts  are  similar  in  function,  de- 
sign, and  application  but  are  made 
Tom  a variety  of  materials.  When 
CT  scans  and  Magnetic  Resonance 
Imaging  are  used  in  diagnostic  pro- 
cedures, it  should  be  noted  that  the 
ype  of  material  the  port  is  made  of 
I'Such  as  stainless  steel  and  tita- 
nium) can  impact  the  quality  of  im- 
iige  by  producing  undesirable  arti- 
;acts. 

I Indications  For  Use 

The  implanted  venous  access  de- 
uces are  recommended  for  pa- 
tents requiring  chronic  intrave- 
nous therapy.  These  VADs  can  be 
Jsed  for  the  administration  of 
chemotherapy,  blood  and  blood 
oroducts,  antibiotics,  analgesics, 
ind  parenteral  nutrition.  The  im- 
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Venous  access 
devices  can  be  used  for 
the  administration  of 
chemotherapy,  blood 
and  blood  products, 
antibiotics,  analgesics, 
and  parenteral 
nutrition,  y 

planted  VADs  are  cost  effective  be- 
cause they  require  no  dressing 
change  supplies,  and  only  require 
monthly  heparinization  when  not  in 
use.  They  are  safe,  convenient,  and 
the  catheter  care  does  not  interfere 
with  the  patient’s  lifestyle.  For  pa- 
tients requiring  multiple  or  dual  ve- 
nous access  concurrently,  a double 
lumen  implanted  venous  port 
should  be  considered. 

Surgical  Considerations 

Complications  such  as  malfunc- 
tion or  infection  associated  with 
placement  of  implanted  catheters 


Ms.  Gullatte  is  Head  Nurse,  Medical  Oncology,  Di- 
vision of  Nursing,  Emory  University  Hospital;  Dr. 
Koretz  is  Assistant  Professor  of  Surgery,  Division 
of  Neoplastic  Diseases.  Dr.  Sarma  is  Associate  Pro- 
fessor of  Medicine,  Division  of  Hematology/On- 
cology, Winship  Clinic/Medical  Oncology,  Emory 
University  School  of  Medicine.  Send  reprint  re- 
quests to  Ms.  Gullatte,  Medical  Oncology,  Division 
of  Nursing,  Emory  Hospital  — 6BN,  1364  Clifton 
Rd.,  Atlanta,  GA  30322, 


can  delay  treatment  with  chemo- 
therapy as  well  as  cause  significant 
and  expensive  morbidity.  Thus, 
careful  attention  should  be  given 
towards  minimizing  intra-  and  post- 
operative complications.  At  Emory 
University  Hospital,  approximately 
200  implanted  catheters  are  placed 
each  year,  accounting  for  signifi- 
cant expense  and  operating  room 
utilization.  We  have  favored  the 
Hickman  subcutaneous  port 
(DAVOL,  Cranston,  Rl)  because  of 
its  low  cost,  ease  of  assembly,  and 
readily  palpable  septum  edges. 

Either  cutdown  over  the  external 
jugular  vein  or  subclavian  vein  or 
cannulation  allows  ready  access  to 
the  central  venous  system.  Because 
many  oncology  patients  may  have 
clotting  abnormalities  or  respira- 
tory problems,  we  prefer  the  exter- 
nal jugular  cutdown  since  it  ob- 
viates complications  such  as 
pneumo  and  hemothorax  reported 
with  the  subclavian  vein  puncture. 
Intraoperative  fluoroscopy  is  nec- 
essary to  confirm  satisfactory 
placement  in  the  superior  vena 
cava.  Patency  of  the  port  is  checked 
prior  to  the  patient  leaving  the  op- 
erating room. 

The  acceptable  infection  rate 
should  be  less  than  5%,  while  other 
complications  including  catheter 
malfunction  and  thrombosis  should 
be  limited  to  less  than  10%.  Satis- 
factory placement  of  the  catheter 
tip  and  possibly  low-dose  warfarin 
have  been  reported  to  decrease  the 
chances  for  central  vein  thrombo- 
sis. 
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Managing  Complications 

While  users  of  the  implanted 
VADs  report  fewer  complications 
and  a lower  infection  rate  than  ex- 
ternally placed  catheters,  these  de- 
vices are  not  without  problems. 

Infections 

Barring  any  immediate  post-op 
infection  at  the  surgical  site,  pa- 
tients with  compromised  immune 
systems  related  to  disease  or  treat- 
ment require  close  assessment  of 
the  port  site  at  each  health  care  visit. 
In  the  febrile  patient  with  no  clini- 
cal evidence  of  port  site  infection, 
blood  specimens  should  be  ob- 
tained from  the  VAD  and  a course 
of  antibiotic  therapy  initiated.  Ini- 
tial antibiotic  treatment  should  in- 
clude coverage  for  Staphylococcus 
aureus  (especially  Methicillin-re- 
sistant  S.  aureus  (MRSA)  and  gram 
negative  organisms,  pending  cul- 
ture results.  For  refractory  bacte- 
remia and  persistent  catheter  site 
or  tunnel  infection,  the  VAD  will 
have  to  be  removed. 

Catheter  Associated  Thrombosis 

Subclinical  thrombosis  may  be 
present  in  20%-30%  of  all  cases. 
Clinically  apparent  thrombosis  is 
seen  in  approximately  6%  of  pa- 
tients. This  can  involve  the  subcla- 
vian vein  or  the  superior  vena  cava. 

Material  such  as  polyurethane 
which  is  used  in  the  more  recent 
devices  is  probably  less  thrombo- 
genic  than  material  like  silicone, 
used  in  the  earlier  devices. 

The  onset  of  thrombosis  can  be 
acute,  and  the  patient  may  present 
with  symptoms  of  superior  vena 
caval  obstruction.  Or,  the  onset  can 
be  more  subtle,  and  the  first  clue 
may  be  a failure  to  obtain  a blood 
return  after  the  device  is  accessed. 
However,  for  many  catheters,  a 
blood  return  may  be  absent  but  does 
not  preclude  the  administration  of 
intravenous  solutions.  If  intralumen 
clotting  is  suspected,  as  evidenced 
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by  absence  of  blood  return  and/or 
resistance  to  flushing,  the  admin- 
istration of  urokinase  (5000  to 
10,000  u)  into  the  port  will  restore 
patency.  If  vascular  thrombosis  is 
suspected,  catheter  or  arm  venog- 
raphy is  performed  to  document  the 
thrombosis. 

If  there  is  thrombosis,  it  can  be 
treated  with  heparin  and  warfarin 
anticoagulation.  In  most  instances, 
it  is  not  necessary  to  remove  the 
catheter.  Bern  et  al'  have  shown  that 
the  use  of  low  dose  warfarin  pro- 
phylaxis will  decrease  the  risk  of 
catheter  associated  thrombosis  to 
less  than  4%  without  additional 
complications  from  warfarin.  It  is 
not  necessary  to  monitor  the  pro- 
thrombin time.  Warfarin  1 mg/day, 
is  started  3-days  prior  to  the  place- 
ment of  the  catheter  and  continued 
thereafter. 


Port  Erosion 

Rarely,  the  disc  of  the  implantec 
system  can  erode  through  the  skin 
The  device  should  be  removed  ir 
such  instances  (Figure  1). 

Extravasation  of  Chemotherapy 

Although  the  risk  is  small,  extra 
vasation  can  occur  if  the  needh 
slips  out  of  place  or  if  a leak  de 
velops  in  the  catheter.  Care  shoulc 
always  be  taken  to  ensure  that  nc 
extravasation  occurs. 

Conclusion 

Implanted  catheters  have  been  c 
major  benefit  to  patients  and  nurj 
ing  staff  and  have  markedly  lesj 
ened  the  chances  for  soft  tissue  ir 
juries  from  extravasation  c 
chemotherapeutic  agents.  Newe 
technologies  such  as  periphery 
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i 

i 

|prts  may  lead  to  decreased  costs 
iut  are  not  suitable  for  every  pa- 
jent. 

i The  implanted  VADs  are  pre- 
pred  to  the  external  venous  cath- 
jters  in  situations  other  than  leu- 
emia  and  bone  marrow 
jansplantation.  Careful  and  indi- 
jdualized  evaluation  of  the  venous 
pcess  needs  of  the  patient  should 
lad  to  a rational  choice  of  im- 

planted  venous  access  catheters 
and  improve  the  quality  of  life  for 
the  patient  receiving  treatment. 
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is  responsible  for  the 
death  of  more  children  than  any  other  disease.  Twenty 
years  ago  there  was  no  effective  treatment  for  this 
dread  disease,  and  acute  types  usually  killed  within 
months.  Today,  thanks  to  research,  five-year  survival 
may  be  achieved  by  60  percent  of  young  patients  with 
the  most  common  childhood  leukemia. 

But,  leukemia  now  kills  more  adults  than  children— 
and  more  than  half  of  all  leukemia  cases  occur  in 
persons  over  60  years  of  age! 

Support  the  Leukemia  Society’s  vital  programs, 
ncluding  research,  patient  aid,  and  public  and  pro- 
essional  health  education.  Join  the  Society’s  count- 
iown  to  cure.  It’s  a matter  of  time. 
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For  more  information,  including  the 
free  booklet  "What  Everyone  Should 
Know  About  Leukemia,"  write  to: 

leiKemia' 

society  of  america,  inc. 

1447  Peachtree  Street  N.E. 
Suite  412 

Atlanta,  Georgia  30309 
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Cheiron  is  the  practice  management  sys- 
tem that  combines  the  latest  advances  in 
high  technology  with  a commitment  to  100% 
customer  satisfaction.  We  take  pride  in  our 
ability  to  adapt  each  system  to  fit  the  par- 
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III  HEALTH  'QUIP,ljjlNC. 

“Liquidators  for  the  Medical  Professions  " 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 
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YOCON' 

YOHIMBINE  HCI 


DeMripttm:  Yohimbine  is  a 3a-15a-a)B-17a-hydroxy  Yohimblne-l6a-cai  ■ 
boxylic  acid  methyl  ester.  The  ^toid  is  found  in  Rubac^e  and  related  trees 
Also  in  Rauvimifia  Serpentina  (L)  Bend).  Yohimbine  is  an  indolaikytamin  « 
^toid  with  chemical  simiiariiy  to  reserpine.  It  is  a crystalline  powdei  i 
odorless.  Ear^  oimpr^sed  tablet  otnteiins  {1/12  gr.)  5,4  mg  of  Yohimbin 
Hydrodiloride.  I 

Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  ti 
action  on  peripheral  blood  vessels  resembles  ttwt  of  reserpine,  though  it 
weaker  anti  of  short  duration.  Yohimbine’s  peripheral  aotorKWiic  nervot  , ■ 
system  effect  is  to  increjee  par^Hdtathetic  (cholinergic)  and  decreas  . 
^pattietic  (»1r«iergic)  actit^.  If  is  to  be  nofed  that  in  male  s^u  ^ 
perfbrmanMs,  erectfon  is  linked  to  cholinwgic  activity  «d  to  alpha-2  at 
ratergic  blockade  vritidi  may  theoretically  result  in  increased  penile  infflo* 
decreasal  penile  outflow  or  both,  i 

Yohimbine  exerts  a ^mufebng  action  on  the  moof  and  may  incre^j 
anxiety.  Such  actions  h^  mrt  been  adequately  studied  or  related  to  dosacj 
although  they  a^ear  to  retpre  high  doses  of  toe  drug . Yohimbtoe  has  a mi  | 
anti-diuretic  action,  pr^bly  via  stimulatton  of  h^thalmic  centers  arfi 
release  of  posterior  {Mihary  hormone . 

Reportedly,  Yc^Une  exerts  no  significant  influence  on  cardiacstimd 
tion  arto  other  eifecto mediated  by  B-adrenergic  receptors,  its  effedon 
pressure,  if  any,  would  be  to  lowerit;  however  no  cHtequatestudiK  are  at  har 
toqitontit^etois  effect  in  terms  ofYoMnbine  dost^. 
iatBeattons:  Yocon®  is  indicated  as  a ^mpathicolytic  and  mydriatrk:.  ft  m< 
activity  as  an  aftorodisiac. 

^ontrainAl^lons:  Renal  diseases, < and  patient’s  sensitive  to  toe  dmg. 
view  of  the  limited  and  Inadequate  information  at  haml,  pret^  febulatk 
can  be  offers  of  additional  contraindiotfens. 

Wamtaq:  Gotorally , this  dnjg  is  not  proposed  for  use  to  females  and  certair 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use 
pediatrto,  geriatric  or  cardio-renal  patients  with  pstric  or  duodenal  uk 
history.  Nor  shoukt  It  be  used  in  conjunction  with  morto-mmlifying  dru' 
such  as  antid^resstoits,  or  in  psyditobto  patients  in  ger^ral. 

Mwise  Reactions:  Yohimbine  readity  penetrates  the  (CNS)  and  produces 
compfex  pattern  of  response  to  tower  (^s  toan  required  to  produce  perip 
eral  a-adre^ic  Mockade.  These  include,  anti-diuresis,  a general  picture 
central  excitation  tochtoing  etovation  of  blood  pressure  and  h^  rate,  i 
creased  motor  activity,  irritobility  and  tremor.  Sweating,  nausea  and  vomiti 
are  wimmon  after  p^enteral  atminisbation  of  the  drug.i  -2  Also  dEzines 
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or  rwtvousness.  In  toe  event  of  side  effects  dosage  to  be  reduced  to  Vz  tabte 
times  a day,  totlowat  by  gralusd  increases  to  1 tablet  3 times  a day.  Report 
therapy  not  more  toan  10  weeks.3 
How  ^toptied:  Oral  tablets  of  Yoam®  1/12  gr.  5.4  mg  to 
bottles  of  m's  NOC  53159-001-01  and  10(H)'s  f 
53159-001-10, 
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Reflex  Syncope:  Current  Understanding  of  the 
Pathophysiology  and  Therapies 

Barry  Silverman,  M.D. 


\ 

SYNCOPE  IS  a common  clinical 
problem  which  accounts  for 
% of  emergency  room  visits  and 
% of  general  hospital  admissions.' 
he  disorder  has  been  described  as 
brief  moment  of  death  and  is  the 
ssult  of  a loss  of  consciousness 
om  interruption  of  cerebral  blood 
ow.  The  disorder  is  classified  by 
tiology  and  may  be  the  result  of 
rimary  cardiac  disorder,  an  ab- 
ormality  of  cardiovascular  re- 
exes,  or  a non-cardiovascular 
isorder,  such  as  a neurologic, 
letabolic,  or  psychiatric  abnor- 
lality.  In  patients  over  60  years  of 
ge,  two-thirds  of  the  etiologies  are 
ilated  to  primary  cardiac  disease, 
/hen  this  is  the  result  of  ventricular 
ichycardia,  mortality  is  between  20- 
3%  yearly.  Non-cardiac  causes  are 
5sociated  with  only  a 5%  mortal- 
i,  and  one  of  the  most  common 
auses  of  non-cardiac  syncope  is 
Dnormalities  of  neurocardiovas- 
jlar  reflexes.  Routine  evaluation 
f syncopal  patients  with  Hotter 
lonitoring,  stress  ECGs,  echocar- 
iograms,  EEG,  CT  scanning,  and 
^en  electrophysiologic  studies  has 
!vealed  no  specific  cause  in  up  to 
)%  of  patients.'  The  addition  of 
aro  receptor  testing,  including  tilt 
ble  testing,  has  significantly  in- 
'eased  diagnostic  yield.  These 
Khniques  have  established  a di- 
k gnosis  in  an  additional  30-40%  of 
btients.  Since  syncope  is  such  a 
ijavastating  disorder  — unpredict- 
|i)le,  often  associated  with  severe 
t juries,  affecting  the  patients’  life- 
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The  syncope 
associated  with 
hemorrhage  or 
orthostatic  stress  might 
be  the  result  of 
vigorous  contraction  of 
an  almost  empty 
ventricular  chamber, 
producing  an  abrupt 
paradoxical  increase  in 
firing  of  these  C-fiber 
receptors,  promoting 
bradycardia  and 
vasodilatation,  y 

style,  and  limiting  their  ability  to 
drive  — establishing  a diagnosis  has 
been  of  primary  importance  to  both 
the  physician  and  the  patient.  This 
paper  discusses  our  current  under- 
standing concerning  pathophysio- 
logic mechanisms  of  reflex  syn- 
cope and  new  recommendations 
concerning  therapies. 


Dr.  Silverman  practices  cardiology.  Send  reprint 
requests  to  him  at  the  Department  of  Cardiology, 
Northside  Hospital,  1000  Johnson  Ferry  Rd.,  At- 
lanta, GA  30042. 

This  article  was  prepared  at  the  request  of  the 
American  Heart  Association,  Georgia  Affiliate.  Those 
wishing  to  contribute  papers  to  this  Section  should 
send  them  to  Dr.  Robert  Schlant,  Journal  HEART 
Editor,  Department  of  Medicine,  Emory  University 
School  of  Medicine,  69  Butler  St.,  SE,  Atlanta,  GA 
30303. 


Causes  of  Syncope 

Reflex  syncope  occurs  as  a result 
of  decreased  venous  return.  It  re- 
flects peripheral  pooling  occurring 
usually  in  the  standing  and  occa- 
sionally sitting  positions.  It  can  be 
precipitated  by  emotion,  stress,  or 
pain.  Syncope  is  often  associated 
with  such  symptoms  as  epigastric 
discomfort,  nausea,  diaphoresis, 
and  blurred  vision.  Investigators 
have  noticed  that  it  is  often  precip- 
itated by  an  increase  in  heart  rate 
or  blood  pressure  immediately  be- 
fore the  syncopal  episode.  It  is  felt 
that  the  mechanism  may  be  the  Be- 
zold-Jarisch  reflex. 

This  reflex,  an  inhibitory  reflex 
originating  in  cardiac  sensory  re- 
ceptors, appears  to  account  for  the 
hypotension  bradycardia  associ- 
ated with  a number  of  syncopal  dis- 
orders.2  The  afferent  limb  of  this  re- 
flex is  non-myelinated  (C-fiber) 
vagal  afferents.  These  receptors  are 
located  in  the  left  ventricular  myo- 
cardium with  an  increased  density 
in  the  inferior  wall.  Some  respond 
to  chemical  substances  such  as 
bradykinans  and  prostaglandins. 
Others  appear  to  be  stimulated  by 
mechanical  stimuli,  such  as  in- 
creased contractility.  Evidence  of 
the  reflex  has  been  demonstrated 
in  acute  myocardial  ischemia  and 
infarction,  particularly  involving  the 
inferior  posterior  wall,  where  there 
is  a concentration  of  C-fiber  recep- 
tors. This  may  explain  the  transient 
bradycardia  hypotension,  often 
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noted  in  inferior  posterior  infarc- 
tions. The  nausea  and  vomiting  as- 
sociated with  this  infarction  may  be 
related  to  the  marked  vagal  stimu- 
lus of  this  reflex.  Coronary  angiog- 
raphy can  produce  a similar  reflex 
when  injection  of  the  coronary  ar- 
tery results  in  inferior  wall  is- 
chemia. 


Vasovagal  syncope  may  be  ini- 
tiated by  increased  contractil- 
ity as  a result  of  decreased  venous 
return  or  increased  catecholamine 
stimulation.  So  the  syncope  asso- 
ciated with  hemorrhage  or  ortho- 
static stress  might  be  the  result  of 
vigorous  contraction  of  an  almost 
empty  ventricular  chamber,  pro- 
ducing an  abrupt  paradoxical  in- 
crease in  firing  of  these  C-fiber  re- 
ceptors, promoting  bradycardia  and 
vasodilatation.  A similar  mechan- 
ism might  account  for  the  effect  of 
emotion  with  marked  increased 
contractility  as  the  result  of  cate- 
cholamine stimulation,  stimulating 
fibers  and  resulting  in  vagal  stim- 
ulus. This  mechanism  may  play  a 
role  in  the  effect  of  Digitalis,  which 
is  known  to  have  important  neu- 
roexcitatory  effects.  Digitalis  in- 
creases contractility  with  a marked 
increase  in  vagal  tone.  The  result 
may  be  that  it  acts  as  a vasodilator 
with  peripheral  vasodilation  sec- 
ondary to  the  vagal  effect,  and  bra- 
dycardia from  the  vagal  afferent  fi- 
bers.^ 

Diagnostic  Methods 

The  diagnosis  of  these  patients 
requires  an  assessment  of  Baro  re- 
ceptor function  of  the  autonomic 
reflexes.  In  the  past,  this  has  been 
carried  out  with  orthostatic  testing, 
response  to  valsalva,  the  cold  pres- 
sor test,  mental  arithmetic,  and  re- 
sponse to  amyl  nitrite.^  Use  of  the 
tilt  table  has  provided  a fairly  spe- 
cific and  sensitive  method  for  es- 
tablishing a diagnosis  of  reflex  syn- 
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• This  disorder  is 
classified  by  etiology 
and  may  be  the  result 
of  primary  cardiac 
disorder,  an 
abnormality  of 
cardiovascular  reflexes, 
or  a non- 
cardiovascular 
disorder,  such  as  a 
neurologic,  metabolic, 
or  psychiatric 
abnormality,  y 


cope.  Upright  tilt  is  only  rarely 
associated  with  syncope  in  healthy 
control  subjects.^  However,  in 
symptomatic  patients,  tilt  fre- 
quently produces  hypotension  bra- 
dycardia. The  addition  of  Isopro- 
terenol has  significantly  increased 
diagnostic  yield  without  losing 
specificity.  Isoproterenol,  acting  as 
a stimulus  for  the  Bezold-Jarisch  re- 
flex, initiates  increased  contractility 
during  passive  upright  tilt.'* 

Our  own  experience  in  52  pa- 
tients with  syncopal  or  presyncopal 
symptoms  demonstrated  a 35% 
positive  response  using  a protocol 
that  included  5 minutes  in  the  su- 
pine position  and  1 0 minutes  at  80% 
of  tilt.  If  patients  had  no  response, 
they  returned  to  the  supine  position 
and  were  given  an  infusion  of  Iso- 
proterenol at  Imcg/minute  for  5 
minutes,  and  then  tilted  to  80  de- 
grees for  an  additional  10  minutes. 
This  was  repeated  with  1 mg/minute 
increments  to  a total  of  4mcg/min- 
ute  of  limiting  symptoms. 

Treatment 

Traditional  treatment  for  patients 


with  abnormal  reflex  syncope  ha 
been  related  to  avoiding  situatioi 
that  might  produce  syncopal  sym 
toms,  such  as  sitting  with  urinatic 
or  sitting  with  coughing;  recognii 
ing  stressful  or  panic  situation, 
avoiding  immersing  in  cold  wate, 
or  diving  into  a pool.  Therapy  h< 
been  related  to  volume  and  sa 
loading  and  anticholinergic  agenti 
including  transdermal  Scopoh 
mine.  While  these  have  been  hel 
ful  in  some  patients,  as  a rule  moi 
patients  have  received  little  benef< 
Vasopressor  agents  such  as  Ephej 
rine  and  Ergotamine  have  rary 
been  helpful,  and  the  use  of  Cloi 
idine  and  prostaglandin  inhibitci 
in  orthostatic  hypotension  has  or. 
rarely  been  effective.  Implantatig 
of  a pacemaker  in  patients  wi; 
documented  bradycardia  or  as>^ 
tole  is  often  not  corrective,  siu 
maintaining  heart  rate  cannot  ov< 
come  the  marked  effects  of  perip 
eral  vasodilatation.^  The  two  the 
apies  that  have  been  most  effecti 
in  recent  studies  have  been  the  u 
of  Beta-blocking  agents  and  Dys 
pyramide.^®  Beta-blocking  dmgs  c 
effective  in  preventing  the  i 
creased  mechanical  contracti(’ 
associated  with  reduced  left  ve 
tricular  filling  or  increased  contra 
tility,  and  prevent  a C-fiber  recepti 
stimulation.  Disopyramide  acts 
a vagolytic  agent  to  reduce  or  p 
vent  the  efferent  vagal  stimulatio 
A recent  study  by  Tomkole  et 
demonstrated  that  94%  of  patiei 
treated  with  a Beta  blocker  or  !‘|j 
sopyramide  had  no  recurrent  s}l 
copal  spells  during  long  term  f|| 
lowup.®  j 

The  value  of  new  diagnostic  tec :! 
niques  and  therapies  is  often  a 
preciated  when  a dramatic  case 
seen  that  demonstrates  so  vivic 
the  danger  of  the  disorder,  the  • 
fectiveness  of  diagnosis  which 
not  previously  able  to  be  made,  a 
the  relief  of  having  an  effective  th  ■ 
apy.  We  recently  evaluated  a • 
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lar-old  individual,  an  athlete  and 
hner,  who  had  experienced  over 
[^ears  four  different  syncopal  ep- 
bdes,  including  one  while  driv- 
several  while  jogging,  and  one 
jiile  running  up  stairs.  The  patient 
|d  experienced  several  injuries 
ith  these  episodes,  and  previous 
pluations  had  been  unable  to  es- 
)lish  a cause.  Tilt  table  testing 
luced  profound  hypotension  with 
5-second  period  of  asystole.  This 
;ponse  was  blocked  on  Beta 
)ckers,  and  the  patient  has  had 
further  symptoms.  It  is  now  part 
iDur  routine  evaluation  to  restudy 
|i;ients  who  experience  syncopal 
|!Sodes  after  therapy  is  initiated. 

then  have  demonstrated  evi- 
lice  that  the  reflex  hypotension 
iidycardia  is  effectively  blocked. 


Dr.  Abboud,  in  an  editorial, 
comments:  “to  those  who 
think  of  the  heart  as  really  a pump, 
the  concept  that  an  episode  of  syn- 
cope may  be  triggered  by  activation 
of  sensory  nerve  endings  in  the  ven- 
tricles may  be  far-fetched.  It  should 
not.  We  accept  the  notion  that  an 
arterial  bulge  at  the  carotid  bifur- 
cation can  cause  syncope  if  com- 
pressed or  massaged  vigorously, 
and  we  recognize  the  syndrome  of 
carotid  sinus  syncope  and  carotid 
sinus  hypersensitivity  as  a common 
clinical  entity.”^ 

Ventricular  syncope  or  hypersen- 
sitivity of  cardiac  mechanical  re- 
ceptors may  be  a common  etiology 
to  syncope.  There  is  now  a more 
sensitive  means  of  diagnosis  and 
effective  therapy. 
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Avoid  capital  gains  tax. 

I Support  the  American  Heart  Association. 


By  supporting  the  American  Heart  Association 
you  may; 

• avoid  capital  gains  tax  on  appreciated  securities 
or  other  property 

• reduce  current  and  future  income  taxes 

• provide  a lifetime  income  for  yourself 
or  beneficiaries 


• avoid  probate  and  publicity 

• maximize  estate  tax  savings 

It  may  pay  you  to  inquire  about  the  American  Heart 
Association’s  Planned  Giving  Program. 

Sometimes,  it  can  be  better  to  give  than  to  receive. 


^American  Heart  Association 
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L 1 ' 

fjH  1991,  Vol.  80 


175 


C L 


PHYSICIAN  WANTED 


Public  Health  Director  For  State 
Agency  — Georgia  Department  of 
Human  Resources  in  Atlanta  seeks 
director  for  Division  of  Public  Health. 
Responsible  for  state  public  health 
initiatives  including  programs  in 
community  health,  emergency  health, 
environmental  health,  family  health, 
employee  health,  epidemiology, 
infectious  disease,  primary  health 
care,  and  vital  records.  Manages 
division  of  1,225  state  and  3,200 
county  employees,  $226  million 
budget.  Reports  to  Commissioner  of 
Human  Resources.  Candidate  must 
be  a medical  doctor  and  have 
significant  administrative  and 
management  experience  in  public 
health.  Experience  must  include 
executive  responsibility  for  large  staff 
and  multiple  programs.  Preference 
given  to  applicant  with  additional 
degree  of  Master  of  Public  Health, 
health  care  administration  or 
equivalent.  Salary  negotiable  with 
established  range.  Submit  resume  by 
April  1,  1991:  to  James  G.  Ledbetter, 
Ph.D.,  Commissioner,  Georgia 
Department  of  Human  Resources,  47 
Trinity  Ave.,  Room  522-H,  Atlanta,  GA 
30334-1202.  An  equal  opportunity 
employer. 


Immediate  Emergency  Medicine  — 

opportunities  available  for  physicians 
in  primary  care  specialty  with  ED 
experience.  Several  attractive 
emergency  sites  to  choose  from  in 
various  areas  of  Mississippi.  Contact: 
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Brenda  Little,  Coastal  Emergency 
Services  of  Birmingham,  Inc.,  One 
Perimeter  Park  South,  Suite  430N, 
Dept.  SM,  Birmingham,  AL  35243. 
800-878-4210. 

Investigate  — this  opportunity  to 
contract  with  a firm  that  recognizes 
the  importance  of  the  physician. 
Enviable  financial  package  with 
double  coverage  on  weekends. 
Flexible  work  schedule.  Contact: 
Brenda  Little,  Coastal  Emergency 
Services  of  Birmingham,  Inc.,  One 
Perimeter  Park  South,  Suite  430N, 
Dept.  SM,  Birmingham,  AL  35243. 
800-878-4210. 


93  miles  north  of  New  Orleans  — 

Coastal  Emergency  Services  of 
Birmingham,  Inc.  offers  the  relaxed 
lifestyle  of  the  South  with  earning 
potential  to  enjoy  it  to  the  fullest. 
Continued  development  throughout 
the  state  guarantees  options  for  the 
future.  McComb  is  a progressive, 
friendly,  family-oriented  community. 
Southwest  Mississippi  Regional 
Medical  Center  is  one  of  Mississippi’s 
three  trauma  centers.  Contact:  Brenda 
Little,  Coastal  Emergency  Services  of 
Birmingham,  Inc.,  One  Perimeter  Park 
South,  Suite  430N,  Dept.  SM, 
Birmingham,  AL  35243.  800-878-4210. 


Radiologist  needed  to  join  small 
group  in  North  Atlanta  area.  Hospital 
and  Imaging  Center  practice.  Board 
eligibility  required.  Recent  training 
preferred.  Competitive  salary/benefits. 
Send  responses  to  the  Journal,  938 


Peachtree,  NE,  Box  291,  Atlanta,  G/ 
30309. 

Pulmonologist/Internist  — The  Sta 

of  Georgia  Tuberculosis  Control 
Program  is  seeking  a board  certifiec 
pulmonologist  or  internist  interestet 
in  tuberculosis.  The  position  includ 
a combination  of  clinical, 
consultative  and  teaching 
responsibilities.  Located  in  Rome, 
Georgia,  65  miles  northwest  of 
Atlanta,  with  a population  of  30,00C 
colleges,  and  diverse  cultural  and 
civic  opportunities.  Salary  range 
$90,000-$96,000  with  excellent 
benefits.  Applicants  must  be  eligibl 
for  licensure  to  practice  in  Georgia. 
For  a Merit  System  application, 
contact  Lester  Martens,  M.D., 
Tuberculosis  Control,  Building  512,, 
1305  Redmond  Circle,  Rome,  Geori( 
30160-1393  or  (404)  295-6292. 


FOR  LEASE 


North  Fulton,  1,000  to  2,000  sq.  ft. 
first  floor  space  located  across  the 
street  from  North  Fulton  Regional 
Hospital.  404-889-2494,  Bob 
Blackburn. 


Marietta,  Georgia,  Medical  office, 

1300  to  2000  sq.  ft.  located  in 
medical  complex  one  block  from 
Kennestone  Hospital.  Carpet  and 
redecorating  allowance.  378-5256,  f 
Gillentine. 
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Nearly  haJf  of  all  hesirt  attack  victims 
are  borii'under  this  sign. 

Heart  attack  is  by  far  the  biggest  killer  of  American  women,  claiming  nearly 
250,000  lives  each  year.  But  there  is  hope.  Thanks  to  AHA-supported  research 
and  educational  efforts,  millions  of  women  have  learned  how  to  reduce  their  risk. 
And  you  can,  too,  by  calling  or  writing  your  nearest  American  Heart  Association. 


American  Heart 
Association 
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William  C.  Collins,  M.D. 


ECENTLY,  U.S.  Secretary  of 
Health  and  Human  Services, 
ouis  W Sullivan,  M.D.,  urged 
jnerican  doctors  to  become  Ren- 
issance  physicians.  He  urged  us  to 
ecome  well  rounded  and  lifetime 
parners.  He  said,  however,  it  is  not 
|jst  enough  to  be  competent  in  our 
|>articular  area  of  specialty  exper- 
tise, but  also  to  develop  communi- 
ation  skills  so  that  our  patients  will 
sel  that  they  have  truly  a doctor-pa- 
ient  relationship  and  not  just  an  en- 
ounter  with  a technician.  1 would 
iccuse  Dr.  Sullivan  of  having  some 
nind-reading  ability,  as  this  has  been 
long  on-going  thought  process  with 
line.  1 think  it  bears  a fertile  area  of 
development  for  every  physician. 

I The  Renaissance  is,  of  course,  that 
j )eriod  of  development  of  the  world 
livhere  Western  civilization  is  said  to 
■lave  flourished  and  marks  the  tran- 
sition from  the  Middle  Ages  to  Mod- 
ern Times.  It  reached  its  height  in 
he  Fifteenth  to  Seventeenth  Centu- 
[ies  and  brought  new  importance  to 
Individual  expression,  self-con- 
sciousness, and  worldly  experience 
n scholarship,  literature,  the  arts, 
md  science.  That  era  is  perhaps 
lersonified  by  Leonardo  da  Vinci 
jind  Michelangelo  who  were  able  to 
tiering  brilliance  to  several  areas  and 
ivere  considered  to  be  experts  in 
several  fields  of  endeavor. 


Modern  medical  training  tends 
to  require  young  college 
scholars  to  concentrate  so  on  sub- 
jects of  science  that  it  leaves  little 
time  to  develop  true  appreciation 
of  languages,  art,  literature,  and 
music.  1,  indeed,  think  that  a true 
liberal  arts  scholar  in  the  long  run 
will  have  a better  appreciation  of 
what  the  art,  as  well  as  the  science, 
of  medicine  is  all  about  and  how  it 
relates  to  man  as  a human  being 
and  not  just  an  anatomical  or  phys- 
iologic model.  Medical  school 
training,  of  course,  is  demanding 
from  a scientific  standpoint,  and  a 
student  has  very  little  time  to  de- 
velop the  cultural  aspects  of  his 
being.  A medical  student  must  take 
it  upon  himself  to  continue  his  ed- 
ucation in  the  arts  as  well  as  in  the 
sciences.  Keen  competition  for 
specialty  residencies  makes  a young 
medical  student  select  his  field  of 
expertise  earlier  and  earlier,  and 
often  he  never  becomes  a well- 
rounded  physician  before  he  enters 
into  the  area  of  his  specialty.  Hence, 
we  have  seen  the  passing  of  the 
rotating  internship,  and  more  and 
more  medical  students  tend  to 
specialize  even  before  they  leave 
medical  school.  It  is  only  natural 
that  the  newly  trained  graduates  of 
our  era  consider  themselves  to  be 
specialists  and  not  physicians  with 
a specialty. 


Certainly  the  specialties  have  be- 
come more  and  more  confining  and 
even  within  a specialty,  any  attempt 
at  understanding  the  specialty  as  a 
whole  is  viewed  as  old  fashioned. 
More  and  more  young  physicians 
regard  themselves  as  “knee  sur- 
geons, corneal  surgeons  or  inner 
ear  surgeons,”  rather  than  ortho- 
paedists, ophthalmologists,  or  ENT 
physicians.  1 am  afraid  that  Dr.  Sul- 
livan’s search  for  a true  Renais- 
sance physician  will,  in  the  very  near 
future,  put  him  in  the  same  futile 
position  of  Diogenes  looking  for  an 
honest  man.  In  other  words,  a Ren- 
aissance physician  will  be  hard  to 
come  by. 

The  ultimate  concentration  on 
smaller  and  smaller  areas  of  ex- 
pertise of  specialization,  1 am  afraid, 
will  lead  the  new  physician  to  lose 
sight  of  his  relationship  with  other 
physicians  in  the  body  whole,  forc- 
ing him  into  the  trap  of  the  ego- 
centric personality  who  sees  the 
world  revolving  around  him  rather 
than  his  being  a part  of  the  whole 
of  creation. 

Lest  1 paint  a dark  and  impos- 
sible picture  of  the  modern 
physician  with  the  thought  that  it  is 
impossible  to  have  a spirit  of  Ren- 
aissance in  the  modern  world  of 
super-specialization,  let  me  say 
quickly  that  medicine  has  exam- 
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pies  of  men  who  have  waged  this 
war  against  becoming  one  dimen- 
sional individuals.  There  is  hope  for 
all  of  us  if  we  truly  desire  to  be 
reborn  in  the  spirit  of  enlighten- 
ment. 1 lift  up  for  an  example  for 
every  physician  to  study  and  sug- 
gest he  become  a part  of  your  lives. 
1 offer  Sir  William  Osier.  He  repre- 
sents the  very  best  of  science  and 
the  very  best  of  the  Renaissance 
man.  A small  book  suitable  for  car- 
rying in  your  vest  pocket  is  called 
the  Counsels  and  Ideals  of  Sir  Wil- 
liam Osier  with  Selected  Aphor- 
isms. This  is  available  from  the 
Classics  of  Medicine  Library  in  Bir- 
mingham, Alabama.  1 urge  that  you 
procure  this,  take  it  into  your  per- 
son and  read  it  as  you  would  a bible 
for  that  is  what  it  truly  is. 

Osier,  in  his  time,  had  the  same 
admonitions  to  young  physicians 
as  1 would  urge  at  this  point.  The 
tendency  toward  super-specializa- 
tion is  not  new.  He  states  medicine 
may  be  said  to  have  begun  with 
specialists.  The  Ebers  papyrus  is 
largely  taken  up  with  the  consid- 
eration of  local  diseases  and,  cen- 
turies later,  we  find  certain  individ- 
uals treating  special  ailments. 
Aristophanes  satirizes  a rectum 
specialist  not  unlike  our  comic 

journal  would  poke  fun  at  a super- 
specialized  eye  physician  or  inner 
ear  physician.  He  cautions  greatly 
in  that  specialists  and  super-spe- 
cialists, as  they  become  narrow  in 
their  field  and  focus,  begin  to  look 
only  at  a very  small  part  of  the  field 
of  medicine  and  might  tend  them- 
selves to  become  small  men  or 
women.  One  fears  that  the  serious 
loss  of  perspective  with  prolonged 
concentrated  effort  tends  to  make 
our  specialists  more  of  a mechanic, 
and  they  tend  to  lose  touch  with  the 
physiology  and  pathology  upon 
which  their  specialty  and  art  is 
based.  Various  organs,  the  disease 
of  which  are  subdivided  for  treat- 
ment, are  not  isolated  but  complex 
parts  of  a complex  whole  and  every 
day’s  experience  brings  home  the 
truth  of  the  saying,  “when  one 
members  suffers,  all  the  members 
suffer  with  it.” 

And  so  my  friends  and  fellow 
members  of  the  Medical  Associa- 
tion of  Georgia,  I urge  you  to  heed 
the  words  of  Louis  Sullivan  and  Wil- 
liam Osier  — you  and  you  alone 
can  keep  yourself  from  falling  into 
the  trap  of  the  narrow  focus.  How, 
you  may  ask,  do  I do  this?  First,  view 
yourself  as  primarily  a physician. 
Keep  up  with  what  is  going  on  in 

the  rest  of  medicine.  Read  one  a 
tide  every  week  outside  your  spe 
cialty.  Stay  active  in  your  local  mec 
ical  society,  the  Medical  Associatio 
of  Georgia,  and  the  American  Me( 
ical  Association,  and  keep  yoi 
membership  in  these  organization 
current  so  that  you  do  feel  a part  ( 
medicine  as  a whole  and  not  just 
subspecialty.  Certainly  society  view 
us  as  one  profession  and  the  forc^ 
that  are  applied  to  medicine  as 
whole  will  be  felt  in  all  the  con 
ponent  parts.  Secondly,  involv 
yourself  in  your  community.  As 
part  of  the  several  learned  profe. 
sions  you  have  the  responsibility  ( 
providing  leadership  in  the  con 
munity  in  many  spheres,  both  pc 
litical  and  cultural.  Select  one  of  th 
arts,  become  knowledgeable  in 
and  provide  financial  support  an 
guidance  for  its  flourishing  in  yoi 
community.  Thirdly,  through  yoi 
travels,  readings,  and  avocatioi 
continue  to  expand  your  horizor 
and  never  let  your  view  of  the  worl 
be  of  a limited  scope.  In  the  er 
you,  and  you  alone,  have  the  pow» 
to  keep  alive  the  spirit  of  the  Re: 
aissance. 

i 
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THE  AUXILIARY 


Jana  K.  Hill 

President,  A-MAG 


Reflections . . . 


HEN  I THINK  over  the  past  year, 
my  reflections  about  the  Aux- 
:ary  and  the  association  with  MAG 
■ ) in  many  different  directions.  First, 
think  about  the  31  county  auxili- 
[ies  around  this  state,  involved  in 
myriad  of  projects,  related  to 
ealth,  medical  legislation,  philan- 
jropy  for  medical  education  and 
:search,  and  an  increasing  aware- 
:2ss  in  the  goals  and  objectives  of 
■ganized  medicine  in  Georgia. 

I am  reminded  of  the  one  new 
ijxiliary  that  came  out  of  the  her- 
ige  of  medicine  in  this  state,  when 
le  doctor’s  wife  decided  that  there 
seded  to  be  a special  day  to  honor 
e healing  profession.  As  a result 
i'  that  one  determined  auxilian, 
lere  will  be  a national  proclama- 
bn  signed  by  President  Bush,  de- 
’aring  March  30  as  Doctors’  Day. 
i 1 recall  how  for  the  first  time  of 
le  Auxiliary  and  MAG,  they  united 
j'  actively  increase  the  member- 
pip  in  both  groups.  The  results  of 
is  “Mission  Possible’’  were  con- 
jcts  made  around  the  state  on  the 
pone  Bank  to  invite  physicians  to 
in  forces  with  the  medical  society 
help  improve  the  quality  of  med- 
:ine.  Over  300  contacts  to  non- 
ember physicians  were  warmly 
ceived  and  membership  infor- 
iation  was  forwarded  to  more  than 
ilf  of  those  contacted.  It  is  our 
3pe  to  continue  to  use  the  strength 


of  our  forces  jointly  to  increase 
membership. 


In  addition,  the  special  projects 
on  adolescent  and  O.P.A.L.S. 
(Older  People  with  Active  Life- 
styles)-related  topics  reflect  once 
again  how  the  Auxiliary  and  the 
MAG  have  come  together  effectively 
to  improve  the  public  awareness  of 
problems  specific  to  each  age  group 
and  why  the  medical  community  is 
so  concerned.  Auxilians  and  phy- 
sicians around  the  state  have  given 
many  hours  in  their  communities 
to  the  implementation  of  these  and 
other  timely  health  issues. 

1 recall  the  summer  legislative 
seminar  when  physicians  and  aux- 
ilians gathered  to  be  trained  and 
charged  for  the  upcoming  political 
races.  We  were  challenged  to  get 
involved,  get  out  and  vote,  and  get 
others  to  become  involved.  We 
learned  our  lessons  well,  and  as  a 
result,  many  candidates  who  are  in- 
formed and  interested  in  medical 
issues,  are  now  in  a position  to  work 
with  the  MAG  to  help  improve  the 
quality  of  health  care  systems.  One 
such  elected  official  is  highlighted 
in  this  issue.  An  auxilian,  a former 
state  president,  upset  the  apple  cart 
in  her  district,  and  1 am  sure,  there 
are  many  more  apple  carts  to  fol- 
low. 


All  of  these  important  issues 
pale  however,  as  the  stark  re- 
alization of  war  brings  us  out  of  our 
reflections.  Many  of  our  friends, 
families,  and  colleagues  have  been 
uprooted  from  their  homes,  profes- 
sions, and  patients  and  transported 
halfway  around  the  world  to  a de- 
sert. The  impact  of  this  conflict  is 
far  reaching  and  serious.  Practices 
have  been  left  unattended,  salaries 
unpaid,  patients  untended,  and 
there  is  an  enormous  strain  on  those 
left  behind.  Now  more  than  ever, 
the  medical  community  needs  to 
come  together  in  support  of  all  the 
members  of  the  forces  in  conflict 
to  do  whatever  the  situation  de- 
mands. If  you  know  of  physicians 
serving,  report  it  to  the  MAG  office, 
so  that  an  accurate  list  can  be  com- 
piled. If  your  community  is  affected 
by  the  loss  of  personnel,  pitch  in 
and  take  up  the  slack.  If  you  are 
needed  to  volunteer  even  for  the 
smallest  most  insignificant  task,  just 
do  it.  Chances  are  that  your  reward 
in  satisfaction  will  far  outweigh  the 
satisfaction  of  the  one  who  receives 
the  help.  This  could  be  our  greatest 
opportunity  for  service  to  our  coun- 
try and  our  fellow  man.  We  hope, 
in  the  near  future,  to  be  able  to  give 
you  some  specific  suggestions  of 
ways  to  be  of  service,  but  in  the 
meantime,  do  what  you  can,  where 
you  can. 
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As  this  year  draws  to  a close,  the 
most  significant  reflection  is  that  of 
the  partnership  between  the  Aux- 
iliary and  MAG.  We  are  working  side 
by  side  for  the  same  goals.  The 
bridges  that  connect  us  to  each 
other  and  the  community  are  being 
undergirded  by  the  strong  support 
of  MAG  for  the  Auxiliary’s  projects. 
This  comes  in  the  form  of  a warm 
and  supportive  relationship  be- 
tween the  leadership  of  the  two  or- 
ganizations, and  the  help  and  pa- 
tience of  the  MAG  staff.  Working 
under  tremendous  pressure,  the 


staff  is  ever  willing  to  accommo- 
date the  Auxiliary  needs. 

1 hope  that  as  you  read  this  issue, 
you  will  be  inspired  to  support  the 
MAG,  the  Auxiliary  and  the  projects 
that  are  executed  in  the  name  of 
these  two  organizations,  and  will 
strive  to  be  an  active  recruiter  for 
increased  membership  and  support 
in  both  organizations.  We  are  in- 
debted to  Sara  Becham  (Mrs.  Paul) 
of  Roswell,  Georgia,  who  served  as 
Guest  Editor  of  this  issue. 

It  has  been  a great  pleasure  for 
me  to  represent  the  Auxiliary  to  the 


Medical  Association  of  Georgii 
both  within  our  state  and  at  furl 
tions  throughout  the  country.  Me 
icine  in  Georgia  is  well  recogniz 
nationally,  so  it  has  been  a very  ea 
task  for  me  to  receive  the  accolad 
on  your  behalf.  1 thank  you  for  t 
opportunity  to  be  a spokesperso 
for  one  of  the  finest  medical  cor 
munities  in  this  nation  and  1 loi' 
forward  to  future  endeavors  as  \ 
“Emerge  into  the  Nineties”  t 
gether. 

^.J4ux 
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EW  MEMBERS 


. Michael  Bailey,  M.D., 
Cardiology/Internal  Medicine  — 
Bibb  — (Active)  1157  Forsyth 
St.,  Macon  31201 


ystal  L.  Brown,  Family  Practice 
— Bibb  — (Resident)  Medical 
I Center  of  Central  Georgia,  Box 
1 97,  Macon  31208 


;e  Brown,  Family  Practice  — 
Muscogee  — (Resident)  385 
Hamilton  Station,  Columbus, 
31901 


werly  A.  Byrd,  Obstetrics/ 
Gynecology  — DeKalb  — 
(Active)  315  Winn  Way,  Decatur 


i 


30030 


imothy  T.  Catchings,  Pulmonary 
1 1 Disease/Critical  Care  Medicine 
■ — Bibb  — (Active)  777 
; Hemlock  St.,  Macon  31208 

!an  K.  Chalker,  Dermatology  — 
i Richmond  — (Active)  1521 
I Pope  Avenue,  Augusta  30912- 
I 7400 

lyung  Y.  Chang,  Pathology  — 
i MAA  — (Active)  310  Yellowroot 
li  Lane,  Dunwoody  30350 


arc  S.  Coan,  Internal  Medicine 
— Stephens-Rabun  — (Active) 
i 800  East  Doyle  St.,  Toccoa 
'!  30577 

j| 

«Bndra  A.  Cole,  Dermatology  — 
I DeKalb  — (Active)  1387 
i Oakridge  Circle,  Tucker  30084 


Richard  L.  Culp,  Jr.,  Family 
Practice  — Bibb  — (Resident) 
Medical  Center  of  Central 
Georgia,  Hospital  Box  104, 
Macon  31208 

Scott  R.  Fowler,  General  Practice 
— Bibb  — (Resident)  784 
Spring  St.,  Macon  31201 

Rosalyn  A.  Gayle,  Family  Practice 
— Bibb  — (Resident)  P.O.  Box 
6000,  Macon  31208 

Michael  E.  Greene,  Family 
Practice  — Bibb  — (Resident) 
784  Spring  St.,  Macon  31201 

Lawrence  J.  Grench, 
Anesthesiology  — Habersham 

— (Active)  48  Chambers 
Avenue,  Cornelia  30531 

Phillip  G.  Grooms,  Family  Practice 
— Ware  — (Active)  P.O.  Box 
764,  Alma  71510 

Paul  V.  Hartman,  Radiation 
Oncology  — Crawford  W.  Long 

— (Active)  1199  Prince  Avenue, 
Athens  30613 

John  L.  Hinton,  Jr.,  General 
Surgery  — Bibb  — (Resident) 
P.O.  Box  6000,  Macon  31201 

Keith  D.  Homes,  Otolaryngology 
— Bibb  — (Resident)  800  First 
Street,  Macon  31201 

John  F.  Hudleston,  Obstetrics/ 
Gynecology  — MAA  — (Active) 
25  Prescott  Street,  NE,  Atlanta 
30308 

Donna  R.  Hughes,  Neurology  — 
Cobb  — (Active)  1791  Mulkey 
Road,  Suite  103,  Austell  30001 


Raymond  S.  Corpe,  Orthopaedic 
; Surgery  — Floyd-Polk-Chattooga 
B (Active)  100  John  Maddox  Dr., 
Rome  30161 

dward  M.  Crosland, 

I Orthopaedics  — Richmond  — 

1 (Active)  1521  Anthony  Road, 
ij  Augusta  30910-0799 


Lillette  A.  Intaphan,  Internal 
Medicine  — Bibb  — (Resident) 
777  Hemlock  Street,  Macon 
31208 

Frederick  W.  Jennart,  Neurology 
— Bibb  — (Active)  420  Charter 
Boulevard,  Suite  3306,  Macon 
31210 
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Larry  M.  Keithley,  Family  Practice 
— Sumter  — (Active)  P.O.  Box 
1251,  Americus  31709 

Gordon  M.  Kelly,  Jr.,  General 
Surgery  — Newton-Rockdale  — 
(Active)  4139  Hospital  Dr., 
Covington  30209 

Lloyd  G.  King,  Gastroenterology 
— DeKalb  — (Active)  487  Winn 
Way,  Suite  206,  Decatur  30030 

Randall  C.  Lanier,  Internal 
Medicine/Pulmonary  Medicine 
— Tift  — (Active)  712  East  18th 
Street,  Tifton  31794 

Anne  Marie  Lee,  Internal  Medicine 
— Bibb  — (Resident)  777 
Hemlock  St.,  Macon  31208 

Harvey  B.  Leslie,  Internal 
Medicine  — DeKalb  — (Active) 
3009  Rainbow  Dr.,  Suite  139, 
Decatur  30034 

K.  Clarice  Lynn,  Internal  Medicine 
— Bibb  — (Resident)  103 
Biltmore  Terrace,  Warner 
Robins  31088 

Joseph  C.  MacDonald,  General 
Surgery  — Muscogge  — 

(Active)  710  Center  St.,  P.O. 

Box  951,  Columbus  31995-2299 

Alan  Maloon,  Neurology  — Cobb 
— (Active)  522  North  Avenue, 
Marietta  30060 

Ian  Marks,  Anesthesiology  — 
Spalding  — (Active)  47  Ashford 
Way,  Griffin  30223 

Stuart  D.  Marks,  Ophthalmology 
— Richmond  — (Active)  2050 
Walton  Way,  Suite  201,  Augusta 
30904 

David  E.  Mathis,  Internal  Medicine 
— Bibb  — (Resident)  Medical 
Center  of  Central  Georgia, 
Macon  31208 

Jeffrey  N.  Mclntire,  Radiology  — 
Hall  — (Active)  1075  Spring  St., 
Suite  A.,  Gainesville  30505 
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Robert  E.  Meeks,  Jr.,  Obstetrics/ 
Gynecology  — Bibb  — 
(Resident)  777  Hemlock  Street., 
Macon  31208 

Toni  D.  Meeks,  Internal  Medicine 
— Bibb  — (Resident)  4364 
Barrington  Place,  Macon  31210 

Daniel  R.  Nelson,  Obstetrics/ 
Gynecology  — Carroll-Haralson 

— (Active)  156  Clinic  Ave., 
Carrollton  30117 

Diane  B.  Osburn,  Obstetrics/ 
Gynecology  — Cobb  — (Active) 
3823  Roswell  Road,  #201, 
Marietta  30001 

Marvin  T.  Phillips,  111,  Pediatrics 
— Hall  — (Active)  650  Broad 
St.,  SE,  Gainesville  30505 

J.  Michael  Randle,  Neurosurgery 
— Dougherty  — (Active)  P.O. 
Box  625,  Albany  31702 

Robert  M.  Ritchea,  Internal 
Medicine  — Bibb  — (Resident) 
777  Hemlock  Street,  Macon 
31208 

John  G.  Seiler,  111,  Orthopaedic 
Surgery/Hand  Surgery  — MAA 

— (Active)  1365  Clifton  Rd., 
Atlanta  30322 

Carlos  A.  Selmonosky,  Thoracic 
Surgery  — Blue  Ride  — 

(Active)  P.O.  Box  778,  East 
Ellijay  30639 

W.  Thomas  Shoaf,  111,  Pediatrics 
— Barrow  — (Active)  1 1 0 
Cedar  Bluff,  Winder  30680 

David  L.  Stephens,  Internal 
Medicine  — Cobb  — (Active) 
593  Salem  Woods  Dr.,  Marietta 
30067 

James  A.  Stevick,  General  Surgery 
— Bibb  — (Resident)  777 
Hemlock  Street,  Macon  31208 

Mark  J.  Stewart,  Anesthesiology  — 
Richmond  — (Active) 
Department  of  Anesthesiology, 
Medical  College  of  Georgia, 
Augusta  30912 
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James  D.  Stillerman,  Internal 
Medicine  — Newton-Rockdale 

— (Active)  4114  Mill  St., 
Covington  30209 

Paige  W.  Tench,  Psychiatry  — 
Bibb  — (Active)  334  College 
St.,  Macon  31201 

Bassam  B.  Tome,  Internal 
Medicine  — Newton-Rockdale 

— (Active)  2536-C  Dunwoody 
Crossing,  Atlanta  30338 

Theodore  F.  Vonck,  Emergency 
Medicine  — Cobb  — (Active) 
250  Brandenburgh  Circle, 
Roswell  30075 

William  C.  Waters,  IV,  Internal 
Medicine/Nephrology  — MAA 

— (Active)  35  Collier  Rd.,  Suite 
350,  Atlanta  30309 

John  P.  Wei,  General  Surgery  — 
Richmond  — (Active) 
Department  of  Surgical 
Oncology,  Medical  College  of 
Georgia,  Augusta  30912 

Roberta  J.  Weintraut,  Family 
Practice  — Bibb  — (Active)  380 
Hospital  Drive,  Suite  150, 

Macon  31201 

Hadyn  T.  Williams,  Nuclear 
Medicine,  Diagnostic  Radiology 
— MAA  — (Active)  300 
Boulevard,  Atlanta  30312 


Errata 

Charles  Betz  was  omitted;  Nancy 

Benjamin  was  listed  incorrectly. 

Correct  listing  for  both  are: 

Nancy  Benjamin,  Family  Practice 
— Muscogee  — (Resident)  The 
Medical  Center,  P.O.  Box  951, 
Columbus  31994 

Charles  J.  Betz,  Family  Practice  — 
Floyd-Polk-Chattooga  — 

(Active)  216  East  Ninth  St., 
Rome  30161 


PERSONALS 

Clayton-Fayette  CMS 

V.  Alexander  Garcias,  M.D., 

urologist  in  Clayton,  has  been 
elected  chief  of  staff  for  1991  at 
Clayton  General  Hospital. 

Gordon  CMS 

Jack  Gent,  M.D.,  a surgeon 
from  Dalton,  retired  recently  and 
was  honored  in  a reception  at  I 
Murray  County  Memorial  Hospib 
for  his  years  of  practice  and  I 
service. 

Medical  Association  of  Atlanta 

I.  Lehmzm  Lindsey,  Jr.,  M.D 

of  Atlanta,  was  honored  recenth 
by  both  the  Medical/Dental  Staff 
of  Scottish  Rite  Children’s  Medici 
Center  and  its  Clinic  Staff  when 
he  retired  from  the  Neurology 
Clinic  after  20  years  of  service. 

Dr.  Lindsey  was  one  of  the  fir 
medical  specialists  at  the  old 
Scottish  Rite  Hospital  for  Crippl^ 
Children  in  Decatur.  He  began 
volunteering  his  time  in  early 
1971  by  starting  the  Neurology 
Clinic.  He  played  an  important 
role  not  only  in  the  growth  of  th 
clinic  program,  but  also  in  the 
growth  of  the  medical  aspects  o 
Scottish  Rite  Children’  Medical 
Center. 

Dr.  Lindsay  is  not  retiring  frori 
practice,  only  from  the  Clinics.  L 
will  continue  to  be  associated 
with  Scottish  Rite  and  his  privaW 
practice. 

Byron  R.  Williams,  Jr.,  M.D. 

of  Atlanta,  has  been  nominated 
the  Institute  for  Clinical  PET’s 
(ICP)  board  of  directors.  Dr. 
Williams  is  one  of  the  nation’s 
foremost  specialists  in  the  clinidi 
and  research  applications  of 
positron  emission  tomography 
technolog\'.  He  is  the  director  oi 
cardiac  services  at  Saint  Joseph 
Hospital  in  Atlanta  and  is  certifi  I 
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1/  the  American  Board  of  Internal 
ledicine  in  cardiovascular 
jisease. 

|p/7?rcr  CMS 

i i Deidra  R.  Woods,  M.D.,  of 

:mericus,  has  been  elected  to 
pllowship  in  the  American 
jollege  of  Physicians.  Dr.  Woods 
! Board-Certified  and  a 
[jiplomate  of  the  American  Board 
f Internal  Medicine  with  added 
ualifications  in  Geriatric 
ledicine.  She  has  been  on  the 
lumter  Regional  Hospital  Medical 
taff  since  1988  and  is  currently 
hairman  of  SRH  department  of 
ledicine. 

^/alker-Catoosa-Dade  CMS 

I Reid  Blackwelder,  M.D.,  of 

renton,  was  recently  appointed 
) the  New  Physicians  Committee 
f the  American  Academy  of 
amily  Physicians  (AAFP).  The 
ommittee  studies  the  special 
oncerns  of  young  physicians  in 
amily  medicine. 

yhitfield-Murmy  CMS 

Stefan  H.  Fromm,  M.D., 
i'.A.C.S.,  of  Dalton,  recently 
eceived  a 3-year  appointment  as 
ancer  Liaison  Physician  for  the 
I’ancer  Program  at  Hamilton 
ledical  Center.  The  Cancer 
iaison  Program  is  an  integral 
>art  of  the  Commission  on  Cancer 
I'f  the  American  College  of 
urgeons. 

:OUNTY  ACTIVITIES 

'obb  County  Symposium 

Nationally  known  authors  Drs. 
erroll  Sams,  Eugenia  Price,  and 
’piscopal  Bishop  C.  Fitzsimmons 
Ulison,  will  headline  the  1991 
Cobb  County  Symposium,  “The 
Vritten  Word:  Its  Genesis,  Its 
^ower  and  Its  Meaning,”  on  April 
• and  5.  Dr.  Sams,  whose  third 
lovel  When  All  The  World  Was 


Young,  is  due  out  later  this  year, 
will  be  the  opening  dinner 
speaker  at  the  new  Marietta 
Country  Club  Thursday  evening, 
April  4.  Eugenia  Price  and  Bishop 
Allison  will  appear  on  the 
program,  Friday  morning,  April  5, 
in  the  Performance  Arts  Theater  at 
Kennesaw  State  College, 
beginning  at  9:10  a.m.  For  dinner 
reservations,  call  423-6124.  No 
reservation  is  needed  and  there  is 
no  charge  for  the  Friday  a.m. 

April  5 program. 


DEATHS 

William  W.  Coppedge,  M.D., 

of  East  Point,  a retired 
obstetrician/gynecologist,  died 
last  January  of  heart  failure  in 
Atlanta. 

Dr. Coppedge  was  former  chief 
of  staff  of  the  South  Fulton 
Medical  Center  and  also  was  an 
associate  professor  of  obstetrics 
and  gynecology  at  the  Emory 
School  of  Medicine.  He  retired 
from  medical  practice  in  1990. 

He  graduated  from  Emory 
University  in  1932,  received  his 
medical  degree  from  the  Medical 
College  of  Georgia  in  1936,  and 
interned  at  University  Hospital  in 
Augusta.  He  began  his  medical 
practice  in  East  Point  in  1939. 

Dr.  Coppedge  was  past 
president  of  the  Atlanta 
Obstetrical  and  Gynecological 
Society,  and  a Fellow  of  the 
American  College  of  Surgeons 
and  the  American  College  of 
Obstetricians  and  Gynecologists. 


ohn  M.  Hodges,  Sr.,  M.D.,  of 

Marietta,  a retired  surgeon 
and  founder  of  Surgical 
Associates  in  Marietta,  died  last 
January  of  complications  from 
heart  surgery.  He  was  75. 
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Dr.  Hodges  was  an  Army 
surgeon  at  a base  in 
Albuquerque,  N.M.,  during  the 
Korean  War.  He  graduated  from 
Emory  University  and  earned  his 
medical  degree  from  the  Medical 
College  of  Georgia.  He  interned  at 
Charity  Hospital  in  New  Orleans 
and  completed  his  residency  at 
Piedmont  Hospital.  He  was  a 
fellow  in  the  American  College  of 
Surgeons. 

Calvin  B.  Stewart,  M.D.,  a 

retired  Atlanta  surgeon  and 
oncology  specialist,  died  of 
pneumonia  last  February.  He  was 
92.  Dr.  Stewart  was  the  head  of 
the  radium  and  X-ray  department 
at  the  Steiner  Cancer  Clinic  at 
Grady  Hospital.  He  retired  from 
private  practice  in  1974  after  50 
years  in  the  Atlanta  medical 
community.  He  was  a graduate  of 
the  University  of  South  Carolina 
and  the  Medical  College  of  South 
Carolina. 


QUOTES 

/ shine  in  tears,  like  the  sun  in 
April. 

CYRIL  TOURNEUR:  The  Revenger’s 
Tragedy,  v,  1607 

Well-appareTd  April  on  the  heel 
Of  limping  Winter  treads. 
SHAKESPEARE:  Romeo  and  Juliet,  i,  . 
1596 

Keep  quiet  and  people  will  think 
you  a philosopher. 

LATIN  PROVERB 

If  I kept  a seraglio  the  ladies 
would  all  wear  linen  gowns,  or 
cotton  — / mean  stuffs  made  of 
vegetable  substances.  1 would 
have  no  silk:  you  cannot  tell 
when  it  is  clean. 

SAMUEL  JOHNSON:  BoswelTs  Tour  of 
the  Hebrides,  Sept.  17,  1773 


The  AMA 

Hospital  Medical  Staff  Section 

Seventeenth  Assembly  Meeting 

June  20-24J991 

Chicago  Marriott  Hotel 

Chicago,  Illinois 

Highlights  of  the  Annual  Meeting  will  include: 

• an  educational  program  on  the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO)  and  Practice  Parameters; 

• presentation  by  the  AMA-HMSS  Governing  Council  of  reports  on  medical  staff 
issues  including  Evaluation  of  the  Hospital  Medical  Director  and  Criteria  for 
Evaluating  the  Performance  of  the  Hospital  Medical  Director,  PRO  Required 
Education  of  Hospital  Medical  Staff  and  Patient  Responsibility  of  On  Call 
Physicians; 

• an  information  exchange  on  PRO  and  Managed  Care  Review; 

• AMA-HMSS  Governing  Council  elections  for  the  positions  of  Delegate, 
Alternate  Delegate  and  one  Member-At-Large. 


For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

515  North  State  Street 

Chicago,  Illinois  606IO 

Phone  (312)  464-4754  or  464-4761 


I One  in  Seven  Facilities  on 
Financially  Distressed  List 

I Fifteen  percent  of  U.S.  hospitals, 
br  one  in  seven,  are  experiencing 
[inancial  and/or  operational  stress, 
1 new  report  indicates. 

Some  9 1 8 hospitals  are  identified 
'IS  “distressed”  by  Health  Care  In- 
l^estment  Analysts,  Inc.,  (HCIA)  of 
Baltimore.  That  number  jumped  by 
p0%  since  October,  when  704  hos- 
)itals  were  classified  as  distressed. 

HCIA  defines  a distressed  hos- 
)ital  as  one  that  has  experienced 
idverse  changes  in  utilization,  payer 
nix,  profitability,  capital  structure, 
ind/or  liquid  assets. 

‘ HCIA  President  George  Pillari  said 
She  data  indicate  that  adverse  con- 
jditions  have  cut  a swath  across  all 
ypes  of  facilities.  For  example,  13% 
pf  major  teaching  hospitals  and  1 6% 
S)f  non-teaching  hospitals  in  the 
United  States  are  in  distress.  Also, 
jl8%  of  hospitals  affiliated  with  sys- 
jems  and  13%  of  freestanding  fa- 
cilities are  considered  distressed. 

Since  October,  45  hospitals  were 
emoved  from  HCIA’s  distressed 
oster,  but  278  facilities  were  added 

0 the  list. 

“The  hospitals  that  were  re- 
moved from  the  list  generally 
I showed  a propensity  to  take  charge 
of  the  situation  better  than  most  fa- 
cilities, and  they  were  able  to 
'.downsize  and  improve  their  finan- 
cial performance,”  Pillari  said. 

Specialty  hospitals  increasingly 
show  signs  of  financial  stress  due 
|o  cutbacks  in  reimbursement  from 
‘ usurers  and  from  the  impact  of  uti- 
ization  review,  he  added.  Nine  per- 
cent of  the  nation’s  rehabilitation 
cospitals  and  17%  of  its  psychiatric 
Hospitals  are  on  the  distressed  list. 

1 Employment  in  Hospitals 

up  35%  in  1980s 

Despite  a substantial  decline  in 
inpatient  utilization,  employment  in 
I (he  nation’s  private  hospitals  dur- 
|ing  the  1980s  grew  by  35%,  ex- 
iceeding  the  23%  growth  in  general 
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U.S.  employment  for  the  decade,  a 
recent  HCFA-funded  study  found. 

In  addition,  the  average  hourly 
earnings  of  hospital  employees  rose 
by  23%,  adjusted  for  inflation,  com- 
pared with  a 6%  decline  for  all 
workers. 

Gregory  C.  Pope,  one  of  the  study’s 
authors  and  a senior  economist  for 
the  Center  for  Health  Economics 
Research  in  Needham,  Pa.,  said  that 
a major  reason  for  hospital  workers’ 
higher  average  salary  hike  was  that 
many  facilities  increased  their  use 
of  highly  skilled  workers,  such  as 
registered  nurses  and  physical  ther- 
apists. 

But  not  all  hospital  workers’  sal- 
aries showed  dramatic  increases 
during  the  1980s.  The  average 
hourly  wages  for  some  of  the  non- 
professional staff,  such  as  food- 
service  workers  (a  0.1%),  experi- 
enced generally  flat  wage  changes. 

Medicare  Claims 
Processing  Slowdown 
Delays  Pay 

Because  it  will  not  be  able  to  meet 
its  management  expenses  this  year. 
Medicare  has  advised  private  in- 
surers that  help  to  administer  the 
program  to  slow  down  their  claims 
processing. 

A slowdown  in  claims  process- 
ing could  mean  that  hospitals  and 
nursing  homes  would  wait  as  long 
as  36  days  for  Medicare  reimburse- 
ment — nearly  double  the  average 
claims  turnaround,  according  to  the 
Chicago-based  Blue  Cross  and  Blue 
Shield  Association,  the  largest  Med- 
icare contractor.  Physicians  and 
beneficiaries  could  wait  as  long  as 
66  days  for  payment.  Blue  Cross/ 
Blue  Shield  estimated. 

Delaying  claims  payments  would 
cost  Medicare  an  additional  $81 
million  in  interest  payments,  ac- 
cording to  Blue  Cross/Blue  Shield. 
It  also  would  double  the  number  of 
patient  inquiries  and  duplicate 
claims  and  physician  complaints. 

The  delays  in  Medicare  payments 
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to  hospitals,  physicians,  and  el- 
derly patients  could  be  avoided, 
however,  if  the  White  House  Office 
of  Management  and  Budget  (0MB) 
would  release  money  from  a con- 
tingency fund  set  up  for  such  emer- 
gencies. Last  year.  Congress  appro- 
priated $1.4  billion  for  Medicare 
contractors  in  its  FY  1991  budget 
and  then  added  a contingency  fund 
of  $133.1  million. 

AAMC  Rips  OMB’s 
Proposed  Cuts  In  Medicare 
GME  Payments 

The  White  House  Office  of  Man- 
agement and  Budget’s  (0MB)  pro- 
posal to  slash  Medicare  spending 
in  FY  1992  would  undermine  teach- 
ing hospitals’  mission  to  provide 
health  care  services  to  their  com- 
munities, according  to  the  Wash- 
ington, D.C. -based  Association  of 
American  Medical  Colleges 
(AAMC). 

In  a letter  sent  earlier  this  year  to 
0MB  Director  Richard  G.  Darman, 
the  AAMC’s  president  registered  his 
group’s  strong  opposition  to  the 
OMB’s  proposal  to  reduce  teaching 
hospitals’  graduate  medical  edu- 
cation payments  by  more  than  $1.5 
billion  in  FY  1992. 

AAMC  President  Robert  G.  Pe- 
tersdorf,  M.D.,  said  the  proposal 
would  “threaten  the  health  care  de- 
livery system  by  financially  harming 
those  institutions  that  care  for  the 
most  severely  ill,  disabled,  and  eco- 
nomically disadvantaged.” 

As  part  of  an  overall  plan  to  cut 
$2.6  billion  in  Medicare  payments 
to  hospitals  in  FY  1992,  the  0MB 
proposed  reducing  Medicare’s  in- 
direct medical  education  (IME)  ad- 
justment rate  from  7.7%  to  1.9%. 
But  during  negotiations  with  the 
0MB,  HHS  Secretary  Louis  W.  Sul- 
livan, M.D.  reportedly  managed  to 
nudge  the  IME  rate  closer  to  3%. 

Americans  Undecided 
About  Health  Reform 

The  plethora  of  current  data  on 
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how  Americans  would  like  to 
change  the  current  health  care  sys- 
tem often  is  contradictory  and 
shows  “no  clear  consensus”  on  the 
issues,  a new  report  concludes. 

“The  American  people  desire 
change,  but  they  are  either  ambiv- 
alent or  undecided  about  what  that 
change  should  entail,”  said  re- 
searchers Cindy  Jajich-Toth  and 
Burns  W.  Roper. 

For  example,  the  researchers 
noted  that,  although  a majority  of 
Americans  are  satisfied  with  the  in- 
surance they  have  and  the  health 
care  they  receive,  many  say  the 
overall  system  needs  repair. 

But  survey  respondents’  choices 
of  remedies  seem  to  depend  sig- 
nificantly on  how  the  survey  ques- 
tions were  couched,  the  research- 
ers found.  “[When]  respondents  are 
first  asked  about  their  own  experi- 
ences with  health  care  and  cost, 
they  assess  what  they  have  and  then 
lean  in  the  direction  of  supporting 
the  present  system,”  the  report 
stated. 

But  when  questioned  only  on 
their  support  for  national  health  in- 
surance, respondents  tend  to  ap- 
plaud that  proposal. 


QUOTES 

Health  is  the  vital  principle  of 
bliss,  And  exercise,  of  health. 

JAMES  THOMSON:  The  Castle  of 
Indolence,  II,  1748 

Not  less  than  two  hours  a day 
should  be  devoted  to  exercise. 
THOMAS  JEFFERSON:  Letter  to  T.  M. 

Randolph,  Jr.,  1786 
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Those  who  do  not  find  time  for 
exercise  will  have  to  find  time  for 
illness. 

THE  EARL  OF  DERBY:  Address  in 
Liverpool  1873 

A bad  conscience  is  a kind  of 
illness,  in  the  sense  that 
pregnancy  is  an  illness. 

F.  w.  NIETZSCHE:  The  Genealogy  of 
Morals,  II,  1887 

There  are  temptations  which 
strong  exercise  best  enables  us  to 
resist. 

JOHN  LUBBOCK  (LORD  avebury):  The 
Pleasures  of  Life,  vi,  1887 

The  nearer  we  come  to  great  men 
the  more  clearly  we  see  that  they 
are  only  men.  They  rarely  seem 
great  to  their  valets. 

JEAN  DE  LA  BRUYERE,  Caracteres, 

1688 


The  right  kind  of  recreation  is 
almost  as  essential  to  success  as 
the  right  kind  of  education. 

Books,  walks,  music,  plays, 
athletics,  automobiling,  traveling, 
gardening,  conversation  — each 
in  its  proper  place  can  supply 
ideal  recreation.  Recreation 
should  mean  renewing  one ’s  vital 
forces,  getting  a fresh  outlook  and 
a fresh  hold  on  life,  imbibing 
fresh  knowledge  and  refilling  the 
wellsprings  of  joy. 

B.  C.  FORBES 

Faddists  are  continually 
proclaiming  the  value  of  exercise: 
four  people  out  of  five  are  more 
in  need  of  rest  than  exercise. 

LOGAN  CLENDENING-  Modem 
Methods  of  Treatment,  i,  1924 


Whenever  I feel  like  exercise  I lie 
down  until  the  feeling  passes. 
Ascribed  to  Robert  m.  hutchins  b 
j.  p.  MCEVOY.-  Young  Man  Lookin, 
Blackwards,  1938  (America!. 

Mercury,  Dec. 

There  is  always  a certain 
meanness  in  the  argument  of 
conservatism,  joined  with  a 
certain  superiority  in  its  fact. 

R.  w.  EMERSON:  The  Conservative^ 

184 

Nicknames  and  whippings,  when 
they  are  once  laid  on,  no  one  hat 
discovered  how  to  take  off. 

w.  s.  landor:  Imaginar 
Conversations,  i,  752'- 

Some  grief  shows  much  of  love. 
But  much  of  grief  shows  still 
some  want  of  wit. 

SHAKESPEARE:  Romeo  and  j’uliet,  il 

Everyone  can  master  a grief  but 
he  that  has  it. 

SHAKESPEARE:  Much  Ado  AbOL 
Nothing,  III,  c.  159. 

Eloquence,  smooth  and  cutting,  il 
like  a razor  whetted  with  oil. 

JONATHAN  SWIFT.-  Thoughts  o. 
Various  Subjects,  1 70\ 

I do  order  and  declare  that  all 
persons  held  as  slaves  within 
said  designated  states  and  parts 
of  states  are  and  henceforward 
shall  be  free;  and  that  the 
executive  government  of  the 
United  States,  including  the 
military  and  naval  authorities 
thereof,  will  recognize  and 
maintain  the  freedom  of  said 
persons. 

ABRAHAM  LINCOLN.'  Emancipatioj 
Proclamation,  Jan.  I,  186 
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Of  Our  Heritage  — Our  Legacy 

Charles  R.  Underwood,  M.D. 


i i ^AQUES:  All  the  world’s  a 
stage, 

\nd  all  the  men  and  women 
nerely  players; 

^hey  have  their  exits  and  their 
mtrances; 

\nd  one  man  in  his  time  plays 
nany  parts, 

Lis  acts  being  seven  ages.  At  first 
he  infant, 

iAewling  and  puking  in  the 
\mrse's  arms; 

''hen  the  whining  school-boy, 
vith  his  satchel 
\nd  shining  morning  face, 
reeping  like  snail 
Unwillingly  to  school.  And  then 
he  lover, 

iighing  like  furnace,  with  a 
ooeful  ballad 

Vlade  to  his  mistress ' eyebrow, 
^hen  a soldier, 
wll  of  strange  oaths,  and 
bearded  like  the  pard, 

Jealous  in  honour,  sudden  and 
juick  in  quarrel, 

Peeking  the  bubble  reputation 
wen  in  the  cannon ’s  mouth.  And 
hen  the  justice, 
n fair  round  belly  with  good 
capon  lin'd, 

Vith  eyes  severe  and  beard  of 
brmal  cut. 

Full  of  wise  saws  and  modern 
hstances; 

\nd  so  he  plays  his  part.  The 

dxth  age  shifts 

nto  the  lean  and  slipper'd 

wntaloon, 

Vith  spectacles  on  nose  and 
1 louch  on  side. 


His  youthful  hose,  well  sav’d,  a 
world  too  wide 

For  his  shrunk  shank;  and  his  big 
manly  voice. 

Turning  again  toward  childish 
treble,  pipes 

And  whistles  in  his  sound.  Last 
scene  of  all. 

That  ends  this  strange  eventful 
history. 

Is  second  childishness  and  mere 
oblivion; 

Sans  teeth,  sans  eyes,  sans  taste, 
sans  every  thing.  ” 

i4s  You  Like  It,  Act  II,  Scene  7 

WILLIAM  SHAKESPEARE 


i < A churchyard.  Here,  then,  the 
wretched  man  whose 
name  he  had  now  to  learn,  lay  un- 
derneath the  ground.  It  was  a wor- 
thy place.  Walled  in  by  houses; 
overrun  by  grass  and  weeds,  the 
growth  of  vegetation’s  death,  not 
life;  choked  up  with  too  much  bury- 
ing; fat  with  repleted  appetite.  A 
worthy  place! 

The  Spirit  stood  among  the 
graves,  and  pointed  down  to  One. 
He  advanced  towards  it  trembling. 
The  Phantom  was  exactly  as  it  had 
been,  but  he  dreaded  that  he  saw 
new  meaning  in  its  solemn  shape. 

‘Before  I draw  nearer  to  that  stone 
to  which  you  point,  ’ said  Scrooge, 
‘answer  me  one  question.  Are  these 
the  shadows  of  things  that  may  be, 
only?’ 


Still  the  Ghost  pointed  down- 
ward to  the  grave  by  which  it  stood. 

‘Men’s  courses  will  foreshadow 
certain  ends,  to  which,  if  perse- 
vered in,  they  must  lead,  ’ said 
Scrooge.  ‘But  if  the  courses  be  de- 
parted from,  the  ends  will  change. 
Say  it  is  thus  with  what  you  show 
me!’ 

The  Spirit  was  immovable  as 
ever. 

Scrooge  crept  towards  it,  trem- 
bling as  he  went;  and  following  the 
finger,  read  upon  the  stone  of  the 
neglected  grave  his  own  name, 
Ebenezer  Scrooge. 

‘Am  I that  man  who  lay  upon  the 
bed?’  he  cried,  upon  his  knees. 

The  finger  pointed  from  the  grave 
to  him,  and  back  again. 

‘No,  Spirit!  Oh,  no,  no!’ 

The  finger  still  was  there. 

‘Spirit!’ he  cried,  tight  clutching  at 
its  robe,  ‘hear  me!  I am  not  the  man 
I was.  I will  not  be  the  man  I must 
have  been  but  for  this  intercourse. 
Why  show  me  this  if  I am  past  all 
hope!’ 

For  the  first  time  the  hand  ap- 
peared to  shake. 

‘Good  Spirit,  ’ he  pursued,  as 
down  upon  the  ground  he  fell  be- 
fore it;  ‘Your  nature  intercedes  for 
me,  and  pities  me.  Assure  me  that 
I yet  may  change  these  shadows 
you  have  shown  me,  by  an  altered 
life!’ 

The  kind  hand  trembled. 

7 will  honour  Christmas  in  my 
heart,  and  try  to  keep  it  all  the  year. 
I will  live  in  the  Past,  the  Present, 
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and  the  Future.  The  Spirits  of  all 
Three  shall  strive  within  me.  I will 
not  shut  out  the  lessons  that  they 
teach.  Oh,  tell  me  that! may  sponge 
away  the  writing  on  this  stone!' 

In  his  agony,  he  caught  the  spec- 
tral hand.  It  sought  to  free  itself,  but 
he  was  strong  in  his  entreaty,  and 
detained  it.  The  Spirit,  stronger  yet, 
repulsed  him. 

Holding  up  his  hands  in  a last 
prayer  to  have  his  fate  reversed,  he 
saw  an  alteration  in  the  Phantom 's 
hood  and  dress.  It  shrunk,  col- 
lapsed, and  dwindled  down  into  a 
bedpost.  ” 

A Christmas  Carol 
CHARLES  DICKENS 


Perhaps  it  is  a sign  or  a symptom 
as  we  of  the  medical  and  sur- 
gical arts  are  apt  to  say,  of  one’s 
aging,  or  hopefully  maturing,  when 
our  thoughts  for  reason  unknown 
at  times  turn  to  what  we  shall  leave 
behind  when  we  are  gone.  That  is 
the  way  which  we  in  the  South  speak 
of  the  dead  you  see.  “He’s  gone,” 
they  say.  Not  dead  or  deceased  or 
passed  away.  It  is  simply  gone,  as 
gone  over  the  river  perhaps,  or  gone 
home,  or  even  we  will  say  gone  to 
heaven.  It  is  at  such  times  that  our 
thoughts  turn  to  the  heritage,  the 
legacy,  of  our  lives.  Not  perhaps, 
however,  be  it  an  activity  of  mere 
age  should  one  consider  the  rising 
tide  of  teenage  suicide.  Surely  be- 
fore that  fatal  and  final  decision  is 
made  there  must  be  thoughts  in  the 
confused  mind  of  what  will  be  left 
for  family  and  friends  to  remember. 
What  left  to  cope  with. 

What  indeed  do  we  as  physicians 
wish  for  our  heritage,  both  individ- 
ually and  collectively?  Shall  it  be  a 
good  name?  A family  financially  safe 
and  secure?  A family  remembering 
us  with  pleasant  and  loving  thoughts 
even  if  not  financially  secure?  A host 
of  devoted  patients  and  colleagues 
who  speak  of  us  with  reverence  and 


respect  if  not  with  love  and  affec- 
tion? A portfolio  stable,  diversified 
and  secure  against  the  fickle  fluc- 
tuations of  the  market?  A Mercedes 
with  a 1 0-year  guarantee?  A wife  who 
remembers  with  affection? 

Certainly  they  are  all  important 
and  meaningful  aspirations.  Some 
with  greater  priority  for  some  of  us 
than  others,  for  we  are  surely  a di- 
verse group.  I have  among  my 
friends  two  who  exhibit  the  most 
disparate  personality  characteris- 
tics. One  is  a gregarious  raconteur 
placing  value  on  friends  and  on  life’s 
joys  and  pleasures.  The  other  known 
by  all  to  worship  money  and  the 
material  accouterments  of  life. 
Among  his  many  possessions  this 
latter  one  places  great  importance 
on  his  Mercedes  limousine  and  a 
racey  Jaguar  coupe  for  two.  It  was 
during  a friendly  conversation  one 
day  that  the  one,  the  jovial  racon- 
teur, said  to  the  merchant  of  wealth, 
“Ralph,  you  know,  some  day  you 
are  going  to  die,  just  like  the  rest 
of  us,  and  when  you  do  we  are  going 
to  bury  you  in  the  Mercedes  and  let 
all  your  friends  and  mourners  ride 
in  the  Jaguar.”  I thought  it  a rather 
piercing  and  intuitive  insight  into 
one  person’s  legacy. 

But  I disgress.  Most  recently  I 
thought  of  such  things  at  a 
funeral.  A proper  place,  1 thought, 
for  such  reflections.  One’s  mood  at 
such  times  seems  to  dictate  it.  There 
were  for  us  in  fact  three  funerals 
this  past  month,  all  in  the  span  of 
1 week.  One  was  that  of  a physician 
who  had  cared  for  the  surgical  ill- 
nesses in  our  community  for  many 
years.  The  eulogist  spoke  of  devo- 
tion to  patient  and  family  and 
friends.  He  set  an  air,  a standard, 
in  our  medical  community  of  scru- 
pulous attention  to  patient  care  and 
placed  importance  on  personal  de- 
cor and  conduct.  His  grieving  wife 
said  to  me  at  her  home  the  evening 
prior  to  the  funeral,  “We  never  left 


home  to  go  anywhere  without  hir! 
saying,  ‘Give  me  just  a minute  tl 
stop  by  the  hospital  to  check  on 
patient  one  more  time’.”  And  so 
was  that  on  the  way  from  the  fi 
neral  home  to  the  church  she  aske' 
that  the  hearse  drive  slowly  by  th 
hospital  where  colleagues,  nurse^ 
and  friends  stood  to  wave  goodb>j 
on  this  one  last  trip  by  the  hospita 
He  left  a legacy  to  be  envied  by  al 
And  then  the  same  week  cam 
the  funeral  of  the  husband  of  ov 
long-time  Emergency  Room  Nursi 
Supervisor.  We  found  her  at  the  fi 
neral  home  with  the  deceased  hu.' 
band  in  the  casket  in  full  militai 
dress,  ribbons  and  all,  and  the  car 
ket  draped  with  the  American  flail 
“Proper,”  1 thought,  at  this  worn 
some  time  in  our  country’s  histor;* 
He  left  a legacy  of  duty  and  bond 
and  love  of  country. 

And  then  Will  Tanner  left  us  an 
his  aging  and  fragile  wife.  He  wg 
a farmer.  That  is  all  he  ever  die 
Farmed  to  raise  vegetables  and  pa! 
ticularly  flowers  by  the  acre.  Thej 
all  knew  the  two  of  them.  Thos 
who  loved  beauty  and  flowers  an 
placed  no  value  on  material  thing 
There  they  all  were,  all  the  thing 
or  most  of  them,  that  in  my  refleii 
tions  seemed  to  be  the  choices  (j 
our  heritage.  Love  and  respect  (I 
family,  friend,  and  patient  a lif 
Loyalty  to  ideals  and  countr 
Weeping  by  both  poor  and  wealth 
for  a simple  farmer.  My  choices,  ( 
so  it  seemed  I had  them,  lay  bourn 
less  before  me.  I came  to  my  seij 
ses.  No  choices  have  we,  I though 
We  shall  be  thought  of,  remen 
bered  or  not,  as  we  were.  “Oh,  cm 
world,”  I cried  out. 

Happiness,  sheer  joy,  broke  u: 
restrained  upon  me.  I sense 
I realized,  there  is  yet  time!  Sure 
we  physicians  are  poorly  perceive 
by  some.  Some  polls  would  inc 
cate  that  we  are  self-centered  ar 
money  hungry.  We  are  said  to  lobt 
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I'or  our  own  welfare  and  not  that  of 
[he  populace;  But  yet  we  are  loved 
|and  respected  generally  by  our  pa- 
jients.  Who  amongst  us  has  not 
neard  it  said  or  been  told,  ‘Td  let 
nim  cut  my  head  off?”  To  such  an 
Intemperate  remark  on  one  occa- 
pon  from  a patient  of  mine  1 cau- 
jioned,  “You  really  should  not  carry 
|t  that  far.” 

1 This  is  no  obituary.  No  maudlin 
|Tibute  to  the  dead  past  nor  to  the 
jiopeless  future.  There  is  yet  hope. 
iNe  can,  though  with  effort,  choose 
ibur  heritage.  No  more  need  we  be 
j he  lesser  of  used  car  and  insurance 

I salesmen  in  anybody’s  poll.  There 
s yet  time.  We  can  become  what 
ve  will. 

We  can  also  remain  as  we  are.  It 
s our  choice.  Perceived,  deserved 
iifDr  not,  as  focused  on  oneself  — on 
self  preservation  — on  wealth.  Fo- 
i:used  on  preservation  of  the  status 
duo.  And  yet  there  is  that  choice. 
|\n  elective  position  so  precious  that 

I'ew  of  us  seem  to  recognize  it.  There 
s that  opportunity  to  leave  as  our 
leritage  an  image  of  the  medical 

I 

1 


profession  as  caring,  as  willing  to 
participate  in  charity  clinics,  see  and 
care  for  Medicaid  patients,  restrain 
and  police  ourselves,  cooperate 
with  those  other  parties  of  the  health 
care  team.  Perhaps  from  such  an 
environment  shall  arise  an  attitude 
obliterating  our  need  to  protect  our- 
selves at  exorbitant  expense  from 
legalistic  accusations.  Surely  from 
such  genuine  conduct  will  evolve  a 
reputation  we  once  all  enjoyed  of 
placing  the  welfare  of  those  who 
trust  their  health  and  their  lives  to 
us  ahead  of  our  own  well  being. 

Somewhere  in  the  distant  future, 
oh,  so  very  far  distant  1 pray, 
lies  that  time  when  1,  when  we  all, 
shall  be  remembered.  1 hope  for  us 
all  that  it  shall  be  a time  when  this 
particular  generation  of  physicians, 
for  that  indeed  is  all  that  we  can  or 
dare  control,  leaves  behind  a her- 
itage, a legacy,  to  those  who  follow 
us  that  we  are  comfortable  with  and 
proud  of.  1 have  always  thought  that 
this  must  have  been  the  feeling  of 
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Robert  Louis  Stevenson  when  he 
wrote  the  inscription  for  his  own 
tombstone. 

Under  the  wide  and  starry  sky 
Dig  the  grave  and  let  me  lie: 

Glad  did  I live  and  gladly  die, 

And  I laid  me  down  with  a will. 
This  be  the  verse  you  grave  for  me: 
Here  he  lies  where  he  long  d to  be; 
Home  is  the  sailor,  home  from  the 
sea, 

And  the  hunter  home  from  the  hill. 
‘‘Requiem,  ” 

ROBERT  LOUIS  STEVENSON 


And  so  1 thought  as  this  week  of 
funerals  came  to  an  end,  as  my  three 
friends  lay  quietly  in  the  ground, 
that  here  was  stated  at  least  some 
of  the  characteristics  of  the  heritage 
we  physicians  should  aspire  to.  That 
we  lived  our  lives  and  did  our  work 
in  such  a manner  that  when  we  are 
gone  we  will  be  remembered  by  pa- 
tients, friends,  and  colleagues  as 
having  worked  and  lived  gladly  and 
come  to  our  peace  gladly. 


j 
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Park  In  April 

The  city  sparrow  sings  his  song 
Of  discontent  through  winter  weather 
Winging  through  gray  days,  too  long; 

For  leafless  limbs,  wondering  whether 
There  will  be  another  spring 
Or  only  barren  window  ledges. 

Chilled  brown  earth,  winds  that  sing 
Of  northern  slopes  with  frosted  sedges; 

Frozen  fountain,  marble  encased. 

And  lonely  benches  along  the  path. 

With  spider  web  scribbling  that  winds  erased 
In  sudden  decisive  show  of  wrath. 

But  now  ambitious  jonquils  show 
Their  briefest  petals  to  the  trees; 

Then  hyacinths  like  melting  snow 
Or  newly-fallen  Pleiades. 

The  geyser  rests  no  longer,  leaping 
Up  with  laughter  to  awake 
Magnolias  flushed  with  too  much  sleeping 
Close  to  fires  late  March  days  make. 

Now  even  these  winged  skeptics  arouse 
Themselves  from  winter  lethargies 
When  dogwood's  pseudo-snow-tipped  boughs 
Fulfill  gaunt  autumn 's  prophesies. 

Awakening 

Awakening,  I walked  into  the  cool  April 
Before  the  timid  sun.  Dew-washed  fingers 
Of  the  dark  brushed  with  half-forgotten 
Tenderness  across  my  cheeks.  (There  lingers 
Yet  their  touch.)  I pushed  my  way  along 
The  climbing  mountain  path,  then  silently  stood 
Facing  the  wakening  east  in  wonderment 
/4s  the  negligee  of  spring  clung  to  the  wood. 

JOHN  RANSON  LEWIS,  M.D. 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia’s  Poet  Laureate. 
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APRIL  1991 

21-26  — Atlanta:  American 
Association  of  Immunologists. 

Contact  Exec.  Dir.,  J.F.  Saunders, 
Ph.D.,  9650  Rockville  Pike, 
Bethesda,  MD  20814.  PH:  301/530- 
7178. 

21-26  — Atlanta:  American 
Association  of  Pathologists. 

Contact  AAP,  9650  Rockville  Pike, 
Bethesda,  MD  20814.  PH:  301/530- 
7130. 

j 23-24  — Atlanta:  Medical 
I Practice  Management 
Conference.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
i Rd.,  Atlanta  30322.  PH:  404/727- 
; 5695. 

I 24-28  — Sea  Island:  Seventh 
I Annual  Masters  in  Gynecology. 

■ Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

' 26-28  — Augusta:  Frontiers  in 
. Nutrition.  Category  1 credit, 
j Contact  Div.  of  Cont.  Ed.,  MCG, 

1 Augusta  30912-1400.  PH:  404/721- 
,3967. 

I 27-28  — Augusta:  Pathology 
' Symposium.  Category  1 credit. 

' Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

' 29-3  May  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
i Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

29-3  May  — Atlanta:  MR-91 -03 
I Magnetic  Resonance.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

, 29-4  May  — Augusta:  26th 
1 Annual  Family  Practice 
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Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

MAY  1991 

3-4  — Atlanta:  Maintaining 
Function  Among  the  Elderly: 
Clinical  and  Psychological 
Issues.  Category  1 credit.  Contact 
Office  of  CME,  Emory  Univ.  Sch. 
of  Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

9-12  — Atlanta:  Second 
Conference  on  International 
Travel  Medicine.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

13-17  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

\S-\7  — Atlanta:  MRN-91-02 
Magnetic  Resonance.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

17-18  — Atlanta:  The  Cardiac 
Patient.  Category  1 credit.  Contact 
Office  of  CME,  Emory  Univ.  Sch. 
of  Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

17-19  — Lake  Lanier  Islands: 

GAFP  Quarterly  CME/Residents’ 
Research  Weekend.  Contact  Judy 
Rayburn,  Director  of  Education, 
GAFP,  3760  LaVista  Rd,  Ste.  100, 
Tucker  30084.  PH:  404/321-7445 
or  800/392-5841. 

2Q-2A  — Atlanta:  MR-91-04 
Magnetic  Resonance.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


29-2  June  — Savannah: 
Nongynecologic  Pathology. 

Contact  Customer  Services  Dept., 
American  Society  of  Clinical 
Pathologists,  2100  W.  Harrison 
St.,  Chicago,  IL  60612.  PH:  800/ 
621-4142. 

JUNE  1991 

3-7  — Atlanta:  Modem  Methods 
of  Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

9-13  — Sea  Island:  15th 
Symposium  on  Lung  Disease. 

Contact  M.  Williamson,  Southern 
Medical  Association,  35 
Lakeshore  Dr.,  PO  Box  190088, 
Birmingham,  AL  35219.  PH:  800/ 
423-4992. 

13-15  — Atlanta:  Contact  Lens 
Update.  Category  1 credit. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd,  Atlanta  30322.  PH:  404/727- 
5695. 

17-22  — Kiawah  Island,  SC:  22nd 
Annual  Internal  Medicine 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

20- 23  — Sea  Island:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Contact  William  C. 
Mankin,  4059  Land  O’Lakes  Dr., 
Atlanta  30342.  PH:  404/237-3922. 

21- 23  — Hilton  Head  Island,  SC: 

Daily  Anesthetic  Challenges. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

27-30  — Kiawah  Island,  SC: 
Hematology  and  Oncology. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 
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LETTERS 


Dear  Editor, 

1 have  received  your  letter  dated 
26  December  1990  regarding  the 
evaluation  of  activities  at  the 
Journal  on  the  evening  of 
Saturday,  February  2,  1991. 

As  you  probably  know,  1 am 
retiring  on  the  31st  of  March, 

1991.  Since  1 am  a great  believer 
in  orderly  transition,  one  of  the 
final  things  1 have  to  do  relating 
to  that  orderly  transition  is  to 
submit  my  resignation  from  the 
Editorial  Board  of  the  Journal  of 
the  MAG. 

Although  1 have  not  been  very 
active  in  strategy  sessions,  1 
believe  1 have  responded  to  all 
requests  of  the  Journal  from  the 
standpoint  of  evaluating 
manuscripts,  etc.  as  a member  of 
the  Editorial  Board. 

It  has  been  an  honor  for  me  to 
be  on  the  Editorial  Board,  and  1 
appreciate  your  request  that  1 do 
so.  I,  for  one,  am  certain  that  the 
Journal  is  in  good  hands  and  1 
would  like  to  personally 
compliment  you  for  the  way  in 
which  you  have  edited  the 
Journal  of  the  MAG.  Your  editorial 
management  has  been  superb, 
and  1 personally  have  looked 
forward  to  reading  your  editorials 
particularly  each  month  and  will 
continue  to  do  so. 

Once  again,  many  thanks  for 
your  support  and  for  permitting 
me  to  serve  the  Journal  of  the 
Medical  Association  of  Georgia. 
Might  I wish  you  and  yours  and 
the  Journal  all  the  best  in  the 
future. 

Warm  personal  regards. 
Sincerely, 

Arlie  R.  Mansberger,  Jr.,  M.D. 
Professor  and  Chairman 
School  of  Medicine 
Medical  College  of  Georgia 
Augusta 


QUOTES 

Posterity  is  a most  limited 
assembly.  Those  gentlemen  who 
reach  posterity  are  not  much 
more  numerous  than  the  planets. 

BENJAMIN  DISRAELI:  Speech  in  the 
House  of  Commons,  Jan.  22,  1986 

The  true  pleasures  of  a 
gentleman  are  those  of  the  table, 
but  within  the  bound  of 
moderation;  good  company,  that 
is  to  say,  people  of  merit; 
moderate  play,  which  amuses, 
without  any  interested  views;  and 
sprightly  gallant  conversations 
with  women  of  fashion  and 
sense. 

LORD  chesterfield:  Letter  to  his 
son,  Oct.  9,  1746 

Oh!  She  was  good  as  she  was 
fair. 

None  — none  on  earth  above 
her! 

As  pure  in  thought  as  angels  are; 
To  know  her  was  to  love  her. 
SAMUEL  ROGERS:  JacQueline,  \,  1814 

In  war,  hunting  and  love,  men  for 
one  pleasure  a thousand  griefs 
prove. 

GEORGE  HERBERT:  Outlandish 
Proverbs,  1640 

War  is  death ’s  feast. 

IBID. 

Life  is  warfare,  and  the  sojourn  of 
a stranger  in  a strange  land. 

MARCUS  AURELIUS: 

Meditations,  ii,  c.  170 

The  longest  life  and  the  shortest 
amount  to  the  same.  For  the 
present  is  of  equal  duration  for 
all,  and  what  we  lose  is  not  ours. 

IBID. 
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EDITORIAL 


How  Are  Octogenarians  Supposed  to 
Behave? 

Alfred  A.  Messer,  M.D. 


JOHNNY  Carson  had  just  com- 
pleted a delightful  interview 
with  an  octogenarian.  The  woman 
cold  about  her  early  life  on  the  Great 
Plains,  how  active  she  was  cur- 
rently in  her  church  and  social  cir- 
cle, and  about  her  plans  for  travel 
on  her  90th  birthday,  2 years  hence. 
But  then,  Johnny  Carson  ruined 
everything.  After  the  commercial 
Jbreak,  Carson  and  his  sidekick  were 
musing  about  the  interview.  “My, 
she’s  clear  as  a bell,”  he  said  se- 
riously. Well,  why  shouldn’t  she  be 
clear  as  a bell?  Implicit  in  his  re- 
mark is  that  she  should  be  bum- 
bling, confused,  and  doddering. 
Isn’t  that  how  octogenarians  are 
isupposed  to  behave? 

! Carson  betrays  a rampant  belief 
|in  our  society:  as  people  get  older, 
|they  don’t  count.  A man  or  woman 
may  have  been  at  the  top  of  a busi- 
ness or  commercial  enterprise,  or 
!a  successful  athlete  or  actress,  but 
lOnce  retired,  they’re  finished.  Out. 

Perhaps  much  of  this  view  has 
to  do  with  technology,  specif- 
ically, printing  presses.  The  wis- 
jdom  that  came  with  experience  is 
I no  longer  necessary.  Consider 
‘medicine:  when  a complicated 
j medical  problem  arose,  you  looked 
j for  the  senior  doctor  who  might  have 
' treated  many  such  patients  during 
his  long  career.  Today,  the  young- 
* est  intern  can  tally  up  the  symptoms 
{presented  by  a patient,  do  a com- 
ijputer  search  in  the  medical  library, 

I!  and  have  before  him  every  known 

i— 
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* Instead  of  talking 
about  their  abilities  or 
broadcasting  their 
knowledge,  many  older 
people  are  content  to 
talk  about  their 
incapacities  and  the 
constrictions  which 
face  them.  J 

experience  with  this  clinical  situa- 
tion. When  successful  farming  de- 
pended on  knowledge  of  what  had 
been  done  previously,  the  oldest 
farmer  would  tell  of  his  time  with 
planting  and  harvesting.  In  manu- 
facturing, before  modernization  and 
automation,  the  worker  who  had 
been  on  the  job  longest  was  the  one 
whose  advice  was  sought.  Today, 
libraries  provide  the  information 
that  age  and  experience  once  did. 
(In  many  primitive  tribes,  specific 
persons  are  designated  as  oral  his- 
torians because  of  the  lack  of  writ- 
ten records.) 

There’s  irony  here:  many  older 
people  have  bought  the  belief 
that  they  are  supposed  to  wander 


Dr,  Messer  practices  psychiatry  and  psyciioanaly- 
sis  in  Atlanta.  His  address  is  3332  Valley  Rd.,  At- 
lanta, GA  30305. 


aimlessly  in  a wilderness  of  con- 
fusion and  uncertainty,  that  they’re 
over  the  hill.  Instead  of  talking  about 
their  abilities  or  broadcasting  their 
knowledge,  they  are  content  to  talk 
about  their  incapacities  and  the 
constrictions  which  face  them. 

By  contrast:  consider  the  patient 
who  came  to  see  me  years  ago. 
Doctors  don’t  talk  publicly  about 
patients  they’ve  treated,  but  in  this 
case,  the  woman  has  passed  on. 
She  was  94  when  she  appeared  in 
my  office. 

Somewhat  bent  over  with  arthri- 
tis, and  her  vision  impaired  from 
cataract  surgery,  she  stated:  “In  my 
family,  genetically,  we  all  live  to  be 
a hundred.  I want  to  settle  some 
problems  bothering  me  so  that  the 
next  6 years  will  be  more  tranquil.” 

And  so  we  began  treatment.  In- 
stead of  dealing  with  issues  that  had 
been  troubling  her  for  a few  years, 
she  described  concerns  which  had 
existed  for  80  or  85  years.  The  pa- 
tient benefitted  from  standard  psy- 
chotherapy and  lived  to  be  99  — 
more  content,  I hope. 

How  do  we  change  an  attitude 
that  has  become  so  in- 
grained? How  do  we  counteract  the 
image  of  Dwight  D.  Eisenhower, 
who  told  people  that  as  soon  as  he 
retired,  he  would  find  a rocking 
chair,  sit,  and  rock  and  rock  and 
rock? 

One  approach  would  be  for  each 
person  who  reaches  30  to  ask  him/ 
herself  two  questions:  (1)  How  do 
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I want  people  to  regard  me  in  50 
years?  (2)  What  would  I like  to  be 
doing  in  50  years? 

One  answer  1 heard  was  on  a trip 
to  Peru,  to  meet  one  of  my  former 
students  who  practices  medicine 
there.  He  took  me  to  a village  in  the 
Andes  known  for  longevity.  We 
asked  three  different  people  to 
identify  the  oldest  inhabitant.  Each 
pointed  in  the  direction  of  a hill 
where  a man  was  bent  over,  hoeing. 
Each  stated  that  he  was  120  years 
of  age.  (There  might  have  been 
some  exaggeration,  but  birth  cer- 


^Implicit  in  his  remark 
is  that  this  90-year-old 
woman  should  be 
bumbling,  confused, 
and  doddering.  Isn’t 
that  how  octogenarians 
are  supposed  to 
behave?  J 


tificates  were  not  available,  and  wh; 
quibble  about  a few  years?) 

We  strode  to  the  hill,  watchini 
the  man  briefly  as  he  hoed  smal 
patches  of  ground  and  planted  com 
“Could  we  talk  to  you  for  a minute? 
my  student  asked  in  native  Que 
chuan.  The  man  glanced  at  us  fron 
under  his  sombrero,  then  waved  u: 
off  with  great  irritation:  “Get  awa; 
from  me,  1 have  no  time  to  talk 
can’t  you  see  I’m  working?”  Wi 
looked  at  each  other  and  walke( 
on.  No  further  questions  were  nec 
essary. 
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REVOLUTION  is  Underway  in  Au- 
rTk  gusta.  For  the  better  part  of  a 
lecade,  the  Augusta  Resource  Cen- 
er  on  Aging  has  been  blazing  a trail 
)f  progress  in  the  realm  of  services 
or  older  adults. 

, In  early  1985,  strategic  planners 
;it  Augusta’s  700-bed  University 
dospital  identified  the  need  to  ex- 
)and  services  to  older  adults.  Soon 
ifter,  they  joined  forces  with  St.  Jo- 
.eph  Hospital  to  provide  these  serv- 
ces  through  the  Augusta  Resource 
Center  on  Aging,  established  as  a 
lon-profit  corporation  in  early  1987. 

Nothing  earth-shaking  here,  you 
;ay?  Well,  consider  the  direction 
his  new  venture  took.  Sponsorship 
)y  two  hospitals  might  lead  you  to 
expect  a renewed  commitment  to 
geriatric  medicine,  or  the  an- 
louncement  of  a new  hospital  wing 
levoted  to  research  in  gerontology. 

Without  ignoring  such  needs,  this 
enture  took  off  in  a completely  dif- 
erent  direction.  The  cornerstone  of 
jTforts  by  the  Augusta  Resource 
( "enter  on  Aging  (ARCOA)  from  its 
nception  has  been  the  concept  of 


The  tone  was  set  by 
the  initial  funding  of 
$L5  million  from  each 
of  the  sponsoring 
hospitals  in  Augusta  to 
establish  a non-profit 
corporation  in  early 
1987. 


wellness  in  all  its  diverse  physical, 
emotional,  and  spiritual  aspects. 

With  a foresight  blind  to  aging 
stereotypes,  planners  recog- 
nized that  to  offer  services  primarily 
to  those  older  adults  who  are  ill  or 
hospitalized  is  to  ignore  the  major- 


Ms.  Messer  is  President  of  Augusta  Resource  Cen- 
ter on  Aging,  and  President  of  Brandon  Wilde;  Mr, 
Pearson  is  a freelance  writer  in  Augusta. 

Send  reprint  requests  to  Ms.  Messer  at  Brandon 
Wilde,  4275  Owens  Rd„  Evans,  GA  30809. 


ity  of  this  group.  So  they  set  out  to 
identify  and  provide  for  the  needs 
of  older  adults  enjoying  healthier 
and  longer  lives. 

The  need  for  this  direction  is 
highlighted  by  the  fact  that  every 
day  5,500  Americans  turn  65.  By 
2030,  one  person  in  four  will  be 
over  65,  every  third  person  over  age 
55.  It  is  predicted  that  centenarians 
in  America  will  number  one  million 
by  then.  In  the  Augusta  area,  the 
percentage  of  older  adults  is  sig- 
nificantly higher  than  the  national 
average  and  is  increasing  at  a faster 
rate  than  most  cities  in  Georgia. 

Resource  Center  on  Aging 

What  has  been  accomplished  in 
Augusta  to  serve  this  growing  pop- 
ulation since  the  first  planning  ses- 
sion has  been  remarkable.  The  Au- 
gusta Resource  Center  on  Aging  has 
not  been  a rocking-chair  panel  of 
bureaucrats  or  a tea  time  collection 
of  rose  growers  and  poetry  readers, 
but  a dynamic  mixture  of  groups 
and  individuals  taking  dramatic  ac- 
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tion  on  many  fronts. 

The  tone  was  set  by  the  initial 
funding  of  $1.5  million  from  each 
of  the  sponsoring  hospitals;  this 
group  was  going  to  accomplish 
things  in  a highly  visible  fashion. 

A few  examples  include: 

• The  “Age  Old  Question,”  a well 
read  weekly  question  and  an- 
swer column  in  the  Augusta 
Chronicle  featuring  informa- 
tion on  issues  and  local  re- 
sources pertinent  to  older 
adults  and  their  families; 

• The  Aging  Connection,  a free 
information  and  referral  serv- 
ice for  older  adults,  family 
members,  and  caregivers 
throughout  the  greater  Au- 
gusta area  which  makes  call- 
ers aware  of  available  service 
providers  and  makes  the  nec- 
essary contacts  to  get  the  two 
groups  together; 

• ENLIVEN!,  a series  of  annual 
workshops  which  have  been 
held  in  more  than  a dozen  area 
churches  and  synagogues  to 
assist  those  responsible  for 
older  adult  ministries  in  each 
congregation; 

• A monthly  Senior  Report 
broadcast  on  a midday  news 
and  public  affairs  program; 

• A Resource  Directory.  This  a 
free,  large  print  directory  pro- 
viding complete  listings  of 
community  agencies  who  pro- 
vide services  for  older  adults 
throughout  the  Augusta  area. 

As  valuable  as  all  the  above  serv- 
ices are,  they  still  don’t  even  begin 
to  portray  the  scope  of  activities  un- 
dertaken. However,  two  other  ma- 
jor endeavors  of  the  Resource  Cen- 
ter round  out  the  picture. 

ARCOA  Membership 

One  is  ARCOA  Membership,  a 
free  program  for  those  50  and 
better.  The  program  now  boasts 
more  than  7,500  members  who  have 
joined  to  take  advantage  of  free  or 
discounted  benefits  ranging  from 
health  screenings  to  insurance  and 


The  cornerstone  of 
efforts  by  the  Augusta 
Resource  Center  on 
Aging  from  its 
inception  has  been  the 
concept  of  wellness  in 
all  its  diverse  physical, 
emotional,  and  spiritual 
aspects. 


Medicare  counseling,  the  latter  in- 
cluding free  claims  assistance  to 
help  sort  through  the  maze  of  Med- 
icare and  supplemental  insurance 
paperwork. 

The  two  sponsoring  hospitals 
once  again  enter  the  picture  with 
benefits  for  members  like  10%  caf- 
eteria and  gift  shop  discounts  at  the 
hospitals,  free  parking,  special  tours 
for  members,  and  even  such  nice 
touches  as  a personal  visit  by  a 
Membership  staffer  during  stays  at 
either  hospital. 

In  a unique  and  beneficial  twist, 
the  program  is  hosted  and  partly 
underwritten  by  Augusta  Mall.  In 
March,  1987,  the  Augusta  Resource 
Center  on  Aging  teamed  with  the 
Auxiliary  to  the  Richmond  County 
Medical  Society  and  Health  Central, 
University  Hospital’s  Wellness  Cen- 
ter, to  initiate  the  Mall  Walking  Pro- 
gram at  Augusta  Mall.  Auxiliary  vol- 
unteers still  offer  blood  pressure 
screening  for  Mall  Walkers  on  the 
second  and  fourth  Mondays  each 
month.  The  mall  provides  the  office 
space  for  membership  staff  and  uses 
their  huge  electronic  marquee  on 
busy  Wrightsboro  Road  to  let  the 
world  at  large  know  all  the  benefits 
of  joining.  They  throw  out  the  red 
carpet  for  members  who  attend  the 
monthly  educational  programs  or 
special  seminars.  They  also  open 
early  for  the  brisk  Mall  Walkers,  and 
one  of  the  restaurants  opens  before 


regular  business  hours  for  men 
bers  meetings,  free  health  screei 
ings,  and  seminars  on  topics  froi! 
health  insurance  to  pre-retiremei 
planning. 

Other  mall  merchants  have  go 
ten  into  the  act  by  greeting  any  ( 
the  8,000+  Resource  Card  holdeij 
with  healthy  discounts  on  ever 
thing  from  clothing  and  prescrij 
tion  eyewear  to  travel  packages  ani 
books.  The  programs’s  ElderMe 
America,  Inc.,  affiliation  brings  wit, 
it  nationwide  benefits.  Members  stcj 
in  touch  with  what’s  going  o 
through  their  free  subscriptions  t 
both  a quarterly  magazine  and  thi 
monthly  Resource  Update  newslei 
ter. 

The  Resource  Center  is  gratefv 
for  the  opportunity  for  the  pai 
4 years  to  work  closely  with  the  vci 
unteers  of  the  Auxiliary  to  the  Ricli 
mond  County  Medical  Society  in ; 
variety  of  ways.  We  hope  to  play 
part  in  expanding  the  O.P.A.L.S.  F( 
rums  throughout  the  state  of  Geo 
gia  and  would  encourage  oth( 
auxiliaries  to  contact  Beverly  Doi 
at  404/733-7262  for  assistance  ( 
additional  information. 

Breindon  Wilde 

Another  major  endeavor  is  pe 
haps  the  Resource  Center’s  cro\\ 
jewel:  Brandon  Wilde.  Brando 
Wilde  is  Augusta’s  first  non-prol 
retirement  community  offering  Li 
Care,  a concept  embracing  we; 
ness  in  all  its  aspects.  Built  on  c 
beautiful  acres  in  a close-in  count 
setting,  Brandon  Wilde  is  a muf 
million  dollar  investment  in  the  f’j 
ture  of  its  residents  and  in  the  futu;| 
of  independent  living.  | 

Virtually  a self-contained  cif| 
Brandon  Wilde  features  over  llj 
apartments  and  cottages  as  well 
two  separate  nursing  wings,  one  fij 
personal  care,  the  other  for  skilki 
nursing  care.  These  two  comp 
nents  offer  a continuum  of  cari 
guaranteed  to  be  there  whe! 
needed.  More  significantly,  hov 
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i?ver,  thanks  to  the  Life  Care  ap- 
proach, they  also  offer  the  security 
pf  knowing  the  care  is  available 
vithout  any  additional  cost  to  the 
esident  as  long  as  it  is  necessary. 

The  community  also  contains  a 
pank,  post  office,  store,  beauty  sa- 
on  and  barber  shop,  and  a fully 
staffed  9,000  square  foot  Wellness 
Center,  the  first  of  its  kind  in  the 
liation,  containing  an  indoor  pool, 
'm  array  of  exercise  equipment,  an 
irts  and  crafts  center  and  a branch 
|pank.  Living  at  Brandon  Wilde  has 
jpeen  compared  to  living  at  the 
Country  club  or  a resort,  but  to  res- 
idents it  just  feels  like  home.  That’s 
Exactly  the  feeling  expert  planners 
lave  been  carefully  striving  to  cre- 
iite. 

} The  team  assembled  to  create 
wandon  Wilde  includes  a nation- 


wide network  of  consultants,  plan- 
ners and  designers,  all  recognized 
leaders  in  their  field,  most  in  the 
specialized  field  of  retirement  prop- 
erties. Among  them  are  Senior  Liv- 
ing Consultants,  our  overall  devel- 
opment, construction  management 
and  marketing  team,  and  Monarch 
management,  responsible  for  din- 
ing services  and  overall  manage- 
ment of  the  facility.  Even  the  ar- 
chitectural firm  of  Roger  L.  Schutte 
& Associates  which  designed  Bran- 
don Wilde  has  become  specialized 
in  the  development  of  retirement 
communities,  with  more  than  forty 
to  their  credit  across  the  country. 

The  future  still  holds  many  chal- 
lenges as  we  continue  to  forge  a 
new  community  at  Brandon  Wilde. 
All  our  considerable  efforts  to  this 
point  have  merely  provided  a foun- 


dation upon  which  to  build  and  ex- 
pand further.  We  are  fortunate  in 
having  the  8000-member  base  of  the 
AROCA  membership  that  serves  as 
a sounding  board  for  future  goals 
and  needs.  We  survey  them  an- 
nually to  determine  new  directions 
and  refinements,  reflecting  their 
stated  needs  back  to  our  two  spon- 
soring hospitals. 

The  employees  at  Brandon  Wilde 
have  actually  voted  to  do  what  they 
personally  can  toward  making  it  the 
finest  Life  Care  community  in  the 
southeast,  and  the  residents  pro- 
vide a very  strong  and  willing  sup- 
port group.  Together  we  are  well  on 
our  way  to  fulfilling  our  mission  of 
helping  every  resident,  employee 
and  Resource  member  to  be  all  that 
they  can  be.  That  is  what  wellness 
is  all  about. 


Canterbury  Court. 
Elegant 

RETIREMENT  LIVING 
IN  THE  HEART 

OF  Buckhead. 


For  over  2 j years,  Canterbury  Court  has  been  the  standard  for  retirement  living 
in  Atlanta.  And  now  this  church— sponsored  community  has  expanded  with 
all-new  spacious  apartments.  It’s  one  of  the  few  to  offer  total  Life  Care,  so  you  can 
have  the  active  life  you  want  now  and  the  loving  care  you  may  need  later 
Availabilities  are  limited,  so  call  soon  for  details. 

3750  Peachtree  Rd.,  NE,  Atlanta,  Georgia  30319-1399  (404)  261-6611 


/llHEALrff  QUIP,  III  INC. 

"Liquidators  for  the  Medical  Professions  ” 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


CBE  Woiics  for  You 


The  Coundl  of  Biology  Editors,  Inc.  serves  writers,  editors,  and 
publishers  in  the  biological  sciences  through  its  outstanding 
membership  services  and  publications,  including: 

• CBE  Views,  a bimonthly  publication,  keeping  you 
informed  of  the  latest  developments  in  scientific 
communication  and  publishing. 

• publications  providing  valuable  assistance  for  editors  and 
writers,  including  the  CBE  Style  Manual,  the  standard 
reference  in  the  biological  sciences 

• an  aimual  meeting  stressing  continuing  education  and 
networking  among  participants 

Find  out  more  about  the  Council  of  Biology  Editors  today! 


□ Send  me  more  information  about  CBE  membership. 

□ Send  me  more  information  about  CBE  publications. 

Retorn  to: 

Coondl  of  Biology  Ettitcn,  Inc.,  Dept.  D-86,  9650  Rockville  Pike,  Betbesda,  Maryland  20814,  (301)  530-7036 
Nme 

Organlzatioo 

Street  Addrea 

Oty,  State,  Zip  Code. 

Country 


. Phone  Number  A 


YOCON* 

YOHIMBINE  HCI 


De^riphon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-Ce 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  tree 
Also  in  Rauwolfia  Serpentina  (L)  Benft.  Yohimbine  is  an  indolalkytamii 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powde 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbii 
Hydrochloride. 

ftctim;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  I 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervoii 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrea: 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexu 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  a 
renergic  blockade  which  may  theoretically  result  in  increased  penile  inflov 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increas 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosati 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mij 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  ar 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimuli 
tion  and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  bloo/ 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  han 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications;  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  me 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  I 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulatio 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certaini 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  i 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ula 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drug 
such  as  antidepressants,  dr  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  peripf 
eral  a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  c 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  ir 
creased  motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomitin' 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness 
headache,  skin  flushing  reported  when  used  orally.  T3 
Doage  and  Administration:  Experimental  dosage  reported  in  treatment  c 
erectile  impotence.  ^ ■3.'*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  take 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizzines 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  rejuced  to  Vi  tablet : 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reportet 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

Reterences: 

1.  A,  Morales  et  al..  New  England  Journal  of  Medi- 
cine; 1221.  November  12, 1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188, 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  1 28: 

45-47, 1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 


Running  Fran  the  Reaper: 
The  Key  to  Loiger  Life 

Talmadge  A.  “Tripp”  Bowden 


To  REMAIN  FOREVER  young?  An  im- 
possibility. To  live  forever?  Even 
Methusula  proved  incapable  of  that. 
But  living  past  our  grace  period  of 
three  score  and  ten  is  by  no  means 
too  much  to  ask  of  our  bodies. 

In  an  age  of  remote  controls  and 
cars  that  practically  drive  them- 
selves, we  Americans  find  our- 
selves losing  sight  of  what  brought 
us  here  in  the  first  place. 

The  unboundaried  capacities  of 
the  human  body.  . . . Think  for  a 
moment  of  all  we’ve  accomplished 
both  physically  and  mentally.  The 
5-minute  mile,  once  considered 
mythical,  has  since  been  proven  as 
real  and  accessible  as  a stroll 
through  the  neighborhood.  Cross 
country  bicycle  races.  Swimming 
the  English  Channel.  Micro  chips 
the  size  of  a thumbnail  containing 
libraries  of  information.  Car  phones. 
Answering  machines.  A full  course 
rneal  in  5 microwaved  minutes. 

Indeed,  man  has  proven  time  and 
time  again  there  are  really  no  limits 
as  to  what  the  human  body  and 
mind  can  accomplish. 


According  to  Dr.  Frank 
Jones,  ^^Exercise  made 
the  passing  years  better 
years.  When  you 
exercise,  1 think  you 
stay  in  a better  frame 
of  mind.  It  gives  you  a 
boost,  makes  you  feel 
better.” 


Which  brings  us  to  the  “accom- 
plishment” of  the  human  body  we 
would  rather  not  face:  deteriora- 
tion. Granted,  some  cannot  be 
helped  and  yes,  one  day  we  all  will 
be  pushing  up  petunias.  But  putting 
extra  weight  on  the  body  in  places 
where  it  doesn’t  belong  or  sitting 
on  the  couch  for  hours  while  the 


Mr,  Bowden  is  a freelance  writer  in  Augusta.  His 
weekly  column  appears  in  the  Bell  Ringer  and  The 
Metropolitan  Spirit.  He  is  the  son  of  MAG  member, 
Talmadge  A.  Bowden,  Jr.,  M.D.,  of  Augusta.  Send 
reprint  requests  to  him  at  3409  Wheeler  Rd.,  Au- 
gusta, 30909. 


Wheel  of  Fortune  credits  roll  on  tel- 
evision encourages  this  deteriora- 
tion. You  may  as  well  pick  up  the 
phone  and  dial  1 -800-Reaper. 

Living  healthy  and  living  long  is 
not  something  done  “only  by  other 
people.”  With  a few  unfortunate  ex- 
ceptions, everyone  can  live  long 
lives.  No  one  will  live  forever,  but 
1 would  gladly  trade  forever  for  the 
chance  to  watch  my  great-grand- 
children spit-up  on  my  shirt,  build 
sandcastles  and  call  me  Grand- 
pappy.  Those  sort  of  things  don’t 
happen  in  cemeteries. 

Two  Artists  of  Active  Living 

1 would  like  to  take  a moment 
and  explore  the  inspirational  lives 
of  two  active  physicians  who  are 
adept  at  the  art  of  active  living.  The 
first  is  Dr.  Frank  Jones,  a 77-year- 
old  Augustan  who  still  practices 
general  surgery.  The  second  is  78- 
year-old  Dr.  Henry  D.  “Speedy” 
Meaders,  who  resides  in  Cobb 
County  where  he  currently  holds  six 
clinics  a month  at  the  Cobb  Health 
Clinic. 


My  encounter  with  Dr.  Jones  be- 
gan in  his  office,  where  he  greeted 
me  with  a firm  handshake  and  a 
brilliant  smile.  He  was  wearing 
scrubs,  and  though  it  was  quite  ob- 
vious 1 had  interrupted  his  daily 
schedule,  his  openness  made  me 
feel  very  welcome. 

In  the  Jones  family,  there  is  a his- 
tory of  longevity.  Dr.  Jones’  father 
lived  to  be  92  as  did  his  uncle.  Both 
grandparents  were  in  their  late  80s 
before  passing  on.  Though  there  has 
been  some  dispute  over  its  validity, 
many  feel  heredity  and  long  life  are 
directly  related. 

Even  though  he  had  always  led 
an  active  life.  Dr.  Jones  said  it  wasn’t 
until  1960  when  Dr.  Robert  Ellison 
introduced  him  to  a regimen  called 
The  Royal  Canadian  Exercise  pro- 
gram that  he  became  serious  about 
physical  health.  Through  the  Pro- 
gram, he  developed  an  undying  love 
for  jogging.  At  47  years  of  age.  Dr. 
Jones  was  soon  running  5 miles  a 
day.  Had  it  not  been  for  Eather  Time, 
he  would  have  run  further. 

“As  1 passed  the  5-mile  mark,  1 
decided  1 could  not  afford  to  take 
any  more  time  with  this  rather  ex- 
hilarating activity.  As  a result,  1 ran 
5 miles  a day,  7 days  a week  for  25 
years,  rarely  missing  a day,  regard- 
less of  where  1 was  or  the  weather. 
I’m  sure  there  were  a number  of 
years  that  1 did  not  miss  a single 
day.” 

This  persistency  (during  trips,  he 
would  run  in  hotels  at  4:30  in  the 
morning)  had  a powerful  impact  on 
Dr.  Jones’  life,  so  powerful  he  con- 
siders his  exercise  routine  “one  of 
the  most  important  things  I’ve  ever 
done.” 

Said  Dr.  Jones,  “Exercise  made 
the  passing  years  better  years.  When 
you  exercise,  1 think  you  stay  in  a 
better  frame  of  mind.  It  gives  you  a 
boost,  makes  you  feel  better.  When 
you  are  out  running  at  60  years  of 
age,  you  think,  gosh.  I’m  doing 
about  as  good  as  1 did  when  1 was 
30.  It  definitely  improves  your  men- 
tal outlook.” 

As  the  years  passed.  Dr.  Jones 


At  77,  Dr.  Frank  Jones,  of  Augusta,  still 
practices  surgery.  He  began  jogging  in 
his  mid-forties  and  ran  5 miles  a day 
for  25  years.  He  has  curbed  that  dis- 
tance now  and  runs  only  3 miles  and 
rides  his  Schwinn  Airdyne  10  miles  daily. 

curbed  his  5 mile  a day  jogs  but  not 
his  passion  for  exercise.  As  of  this 
writing,  he  jogs/walks  3 miles  a day 
and  spends  40-45  minutes  (10 
miles)  on  a Schwinn  Airdyne,  an 
exercise  he  considers  equivalent  to 
jogging. 

Allotted  the  same  24  hours  a day 
as  you  and  1,  Dr.  Jones  manages  to 
find  time  for  reading.  He  loves  bio- 
graphies of  Teddy  Roosevelt,  listen- 
ing to  classical  music,  spending 
time  with  his  family,  and  even  an 
occasional  round  of  golf.  Add  this 
to  jogging  3 miles  a day  and  pe- 
daling 10  miles  on  a Schwinn  Air- 
dyne, and  one  can’t  help  but  be  im- 
pressed and  at  the  same  time  left 
in  a state  of  wonderment. 

How  does  he  do  it? 

“It’s  a matter  of  getting  your  prior- 
ities straight,”  said  Dr.  Jones,  with 


a smile  so  electric  he  looked  like  a 
5-year-old  kid  playing  King  of  the 
Mountain. 

Turning  now  to  Dr.  Henry  D. 

“Speedy”  Meaders,  we  see  a 78- 
year-old  retired  Ob-Gyn  specialist: 
who  continues  to  hold  six  clinics  a 
week  at  the  Cobb  Health  Clinic. 

Like  Dr.  Jones,  Dr.  Meaders  has 
a history  of  long  life  in  his  family. 
His  father  lived  to  be  78  and  his 
mother  an  impressive  93  years. 

Active  throughout  his  life.  Dr. 
Meaders  taught  school  for  3 yearsj 
after  college,  coaching  football  and 
basketball  as  well.  Such  activities! 
ceased,  however,  when  he  entered! 
medical  school.  “There  wasn’t  time' 
for  anything  else,”  he  said. 

Unlike  Dr.  Jones,  Dr.  Meaders  has 
chosen  a more  relaxed  approach 
for  remaining  physically  and  men- 
tally healthy. 

“Find  something  to  do.  Anything. 
Just  don’t  sit.  The  more  active  you 
are,  the  better  you’re  going  to  be.’ 
Dr.  Meaders  feels  the  key  to  good' 
health  depends  on  three  things.  The 
first  is  background  (what  you  eal 
and  drink,  how  you  spend  youi 
hours,  etc).  The  second  is  simpl>' 
remaining  physically  active,  doing! 
something.  The  third  key  is  family 
history. 


Dr.  Henry  D.  ‘‘Speedy^^ 
Meaders:  ‘‘Find 
something  to  do. 
Anything.  Just  don’t 
sit  The  more  active  you 
are,  the  better  you’re 
going  to  be.” 


Dr.  Meaders,  who  will  be  79  this 
August,  has  no  time  for  twaddling 
thumbs.  Depending  on  the  weather, 
any  given  day  might  find  him  play- 


Journal  of  Mi 


210 


ing  golf,  which  he  said  he  plays  for 
; exercise  and  companionship  only, 
working  at  the  Health  Clinic,  trav- 
eling with  his  wife  (their  next  ad- 
venture is  Mexico),  walking  through 
! the  neighborhood,  doing  yard  work 
or  fishing,  which  he  said  must 
“strictly  be  a man’s  sport”  as  his 
wife  doesn’t  want  any  part  of  it. 

Though  not  one  for  organized  ex- 
ercise, Dr.  Meaders  is  a firm  be- 
liever in  the  importance  of  “just 
doing  something.” 

Said  Dr.  Meaders,  “The  more  ac- 
tive you  are,  the  better  you  are  going 
, to  feel.  I’m  sure  of  that.  Lord,  if  1 
sat  down  and  did  nothing.  I’d  prob- 
ably die  in  2 years.” 

1 In  two  years.  Dr.  Henry  D.  Mead- 
I ers  will  be  eighty.  For  most  of  us, 
i that  would  be  enough.  But  not  for 
I Dr.  Meaders.  He  wants  more. 


Dr.  Henry  D.  ‘‘Speedy’’ Meaders,  though 
retired  from  his  active  OB-GYN practice, 
continues  to  hold  six  clinics  a week  at 
the  Cobb  Health  Clinic.  At  78,  he  be- 
lieves that  active  living  is  essential  to 
well  being,  and  he  lives  that  belief. 


This  driving  need  to  do  more  is 
what  we  must  instill  in  the  bod- 
ies and  minds  of  every  human 
being,  regardless  of  age.  For  those 
who  are  older,  it  is  never  too  late 
to  follow  the  NikeR  slogan  “Just  Do 
It.”  There  is  O.P.A.L.S.,  a self-help 
organization  for  Older  People  With 
Active  Lifestyles.  Workshop  topics 
range  from  staying  active  to  inti- 
mate aspects  of  marriage  and  ag- 
ing. O.P.A.L.S.  is  presented  by  Aux- 
iliary to  the  Richmond  County 
Medical  Society.  Any  curiosities  can 
be  answered  by  calling  the  Aging 
Connection  (404)  733-5800. 

Regardless  of  the  road  you 
choose  towards  a longer  and 
healthier  life,  remember  how  much 
world  is  out  there,  and  wouldn’t  it 
be  a shame  if  you  died  before  ex- 
periencing your  share. 


Bankruptcy 

Emeralds  & Other  Gems  In  Bulk 


On  hand  in  the  bankruptcy  estate  of  LaBara,  Inc.,  U.S.  Bankruptcy  Court  for  the 
Northern  District  of  Georgia,  Atlanta  Division,  Case  No.  88-09741,  are  the  following 
quantities  of  investment  quality  emeralds  and  semi-precious  stones:  754.02  carats 
emeralds;  1,079.4  carats  Brazil  mix  gems;  37  carats  tourmalines;  532  carats  blue  topaz. 
These  will  be  sold  in  bulk,  subject  to  Bankruptcy  Court  approval,  to  the  highest  bidder 
whose  sealed  bid  is  received  by  May  10,  1991.  No  bid  under  $10,000.00  will  be 
entertained.  All  bids  and  serious  inquiries  should  be  mailed  to: 


Paul  H.  Anderson,  Jr. 

Trustee  in  Bankruptcy  of  LaBara,  Inc. 

3600  First  Atlanta  Tower 

2 Peachtree  Street,  NW 
Atlanta,  Georgia  30383  
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FOCUS  ON  HEALTH 
FOR  OLDER  ADULTS™ 


A unique  3-day  presentation  of 
educational  and  informational  services 
for  those  55  and  over, 
sponsored  by  Atlanta  Ageing  Concern 
and  DeKalb  County  Government. 

May  16,  17,  and  18,  1991 
MarketSquare  at  North  DeKalb  Mall 


Displays  * Exhibits  * Programs 

Health  Information  Organizations  * Medicare  Information  * Medical  Screens 
Volunteer  Organizations  * Employment  Opportunities  * Home  Health  Care 
Depression  * Alternative  Living  Situations  * Chronic  Pain  * Dentai  Care 
Weliness/Fitness  * Nutrition  & Weight  Controi  * Home  Security  and  Safety 
Medical  Supplies  & Aids  * Pharmaceutical  Information  * Consumer  Advocacy 
Social  Security  Issues  & Much  More! 


For  more  information,  call 


ATLANTA  AGEING  CONCERN 

292-4713 


The  Old  Medical  College:  A Living 
Monument  Id  History  and  Medicine 


Jane  Downing  Chandler 


1 \ 


HIS  BUILDING  REPRESENTS  the 
history  of  our  community,” 
Augusta  Mayor  Charles  DeVaney 
proclaimed  at  the  ribbon-cutting 
ceremony  at  the  Old  Medical  Col- 
lege on  November  30,  1990,  which 
celebrated  the  building’s  renova- 
tion and  reopening.  The  building, 
the  first  permanent  home  for  the 
Medical  College  of  Georgia,  is  lo- 
icated  on  the  corner  of  Augusta’s 
;:Sixth  and  Telfair  Streets  between  the 
‘Old  Richmond  Academy  building 
and  the  First  Presbyterian  Church 
iand  across  the  street  from  the  Court 
iHouse.  The  medical  school  was  at 
this  location  from  1835  until  De- 
cember, 1912,  when  it  moved  dur- 
jing  the  Christmas  holidays  to  the 
Newton  Building,  a former  orphan- 
iiage,  on  the  site  of  a wing  of  the 
[present  University  Hospital. 

I The  extensive  preservation  proj- 
'ect  had  as  its  objective  the  reno- 
vation of  the  155-year-old  building 
to  permit  it  to  be  used  as  a modern 
facility  while  still  keeping  its  orig- 
inal appearance.  This  project  was 
made  possible  and  undertaken  with 


After  Richmond 
Academy  vacated  the 
premises  in  1926,  the 
building  was  left  vacant 
for  5 years.  In  1931, 
the  Sandhills  Garden 
Club  in  Augusta 
stepped  into  the  void 
and  rescued  the 
building  from  virtual 
destruction  by  vandals. 


the  help  of  the  MCG  School  of  Med- 
icine Alumni  Association,  the  MCG 
Foundation,  the  Richmond  County 
Medical  Society,  Augusta  business 
leaders,  friends  and  alumni  of  MCG 
throughout  the  state,  and  the  Trus- 


Mrs.  Chandler  is  a member  of  the  Auxiliary  to  the 
Richmond  County  Medical  Society  and  is  serving 
as  the  State  Auxiliary  Medical  Heritage  chairperson 
this  year.  Her  address  is  803  Milledge  Rd.,  Augusta, 
GA  30904. 


tees  of  the  Academy  of  Richmond 
County. 

The  Trustees  of  the  Academy  of 
Richmond  County  represent  the 
oldest  organized  group  in  Augusta. 
The  original  Trustees  were  the  gov- 
erning body  of  Augusta  and  as  such 
obtained  the  land  and  built  the 
building  for  the  military  school,  the 
oldest  continuous  public  military 
high  school  in  the  South,  known 
today  as  Richmond  Academy. 

A committee  organized  by  the 
Medical  College  of  Georgia  School 
of  Medicine  Alumni  Association  in 
1983  and  headed  by  Dr.  Daniel  Sul- 
livan was  formed  to  look  into  the 
feasibility  of  preserving  the  Old 
Medical  College  building.  This 
committee  came  about  as  a result 
of  a letter  from  Dr.  Goodrich  Henry 
urging  that  the  magnificent  and  his- 
toric old  building  be  saved.  Later, 
Dr.  Henry  left  a large  amount  of 
money  in  his  will  for  this  purpose. 
Dr.  Bleakley  Chandler,  a member  of 
several  of  the  groups  helping  this 
project,  succeeded  Dr.  Sullivan  as 
chairman  of  the  Alumni  Associa- 
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tion  Committee  for  the  Old  Medical 
College. 

As  the  Alumni  Association  com- 
mittee’s work  progressed,  it  be- 
came clear  that  there  was  confu- 
sion about  the  true  ownership  of 
the  building.  Many  thought  that  the 
Augusta  Garden  Council  owned  the 
building  and  resented  approaches 
being  made  by  the  committee. 

After  the  groundwork  was  laid  by 
Dr.  Goodrich  Henry  and  the  Alumni 
Association  for  the  renovation  of  the 
building,  Craig  Cranston,  president 
of  the  Trustees  of  the  Academy  of 
Richmond  County  which  owns  the 
land  and  building,  wrote  a letter  to 
the  MCG  Foundation  offering  to  dis- 
cuss a lease  of  the  building  to  the 
Foundation.  A Trustee’s  committee 


Today y the  Richmond 
County  Medical 
Society  once  again 
holds  its  meetings  in 
the  ballroom  of  the  Old 
Medical  College.  The 
building  is  being  used 
for  continuing 
education  by  the 
Medical  College  and 
will  be  rented  to  other 
groups  for  this  purpose 
as  well  as  for  social 
functions. 


was  appointed  to  work  with  the 
Alumni  Association’s  committee, 
the  Foundation’s  committee,  and 
the  Garden  Council  to  facilitate  the 
arrangements  of  the  renovation. 

The  air  was  cleared  and  the  way 
paved  for  negotiations  following  this 
letter  from  Mr.  Cranston  to  the 
Foundation.  This  letter  triggered  the 
action  taken  by  the  Foundation  to 
adopt  the  project  and  secure  a lease 
for  the  building.  The  Trustees  made 
certain  stipulations  to  which  the 
Foundation  agreed,  and  the  lease 
was  executed  in  November,  1987. 
John  C.  Hagler,  III,  chairman  of  the 
Foundation’s  committee,  oversaw 
the  project  and,  indeed,  almost  sin- 
glehandedly  was  responsible  for  its 
completion. 


The  Old  Medical  College  before  its  recent  renovation.  Today  it  is  a thriving,  living  historic  symbol  blended  with  the 
present  life  of  the  Medical  College  and  of  the  Community.  The  grave  of  Dr.  Milton  Antony,  founder  of  the  Medical  College 
of  Georgia,  is  in  the  foreground. 
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Present  at  the  opening  of  the  newly  renovated  budding  are  (L  to  R):  Dr.  Francis  J.  Tedesco,  President  of  MCG; 
Dr.  H.  Gordon  Davis,  President  of  the  MCG  Foundation;  and  Mr.  John  C.  Hagier,  III,  from  the  MCG  Foundation. 


ij 

; the  City  of  Augusta  for  help  in  car- 
I'rying  out  this  idea.  The  Trustees 
'■deeded  the  land  on  the  corner  of 
JSixth  and  Telfair,  adjacent  to  Rich- 
I mond  Academy,  to  the  Medical  Col- 
|lege  to  be  used  exclusively  for  a 
|school  of  medicine.  In  the  agree- 


ment, the  Academy  students  were 
to  have  certain  privileges,  and  the 
building  was  to  revert  to  the  Trus- 
tees if  it  ceased  to  be  used  for  med- 
ical education.  The  Trustees  pro- 
vided the  land  and  the  City  provided 
the  money  to  build  the  building. 


medical  care.  Such  an  agreement 
was  to  have  remained  in  effect  for 
10  years.  With  the  $15,000  thus  ob- 
tained, the  erection  of  the  Medical 
College  building  was  begun  in  May, 
1834,  on  the  land  leased  to  the  col- 
lege by  the  Trustees  of  the  Academy 
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Founded  in  1828  by  Dr.  Milton 
Antony  and  his  pupil.  Dr.  Jo- 
seph A.  Eve,  the  Medical  College  of 
Georgia  is  the  third  oldest  medical 
college  in  the  Southeast  and  the 
eleventh  oldest  in  the  United  States. 
A total  of  2,345  Medical  College  of 
Georgia  students  graduated  in  the 
building. 

In  1829,  the  Medical  College  de- 
cided it  had  to  have  its  own  per- 
manent teaching  building  instead 
of  the  few  rooms  in  the  City  Hos- 
pital it  had  been  using  for  its  school. 
It  approached  the  Trustees  of  the 
Academy  of  Richmond  County  and 


When  the  basement 
floor  was  being  worked 
on  during  the 
renovation,  long-buried 
human  bones  belonging 
to  cadavers  used  in 
teaching  were 
uncovered.  It  was  an 

^^anthropological  gold 

• >> 

mine. 


The  city  of  Augusta  gave  the 
Trustees  of  the  Medical  College 
$10,000  for  a building,  a library,  a 
museum  and  equipment. 

In  January,  1834,  a contract  was 
drawn  up  between  the  Medical  Col- 
lege of  Georgia  and  the  City  of  Au- 
gusta by  which  script  of  $5,000  was 
issued  to  the  Trustees  of  the  Col- 
lege upon  them  bonding  them- 
selves and  their  successors  in  of- 
fice. It  was  agreed  that  they  would 
furnish,  at  their  own  expense,  med- 
icine and  medical  attendance  to  the 
sick-poor  in  the  hospital  and  to  such 
prisoners  in  the  jail  as  may  need 
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of  Richmond  County.  The  building, 
although  unfinished,  was  com- 
pleted enough  in  1835  for  the  school 
to  move  in. 

The  plans  for  the  building  were 
drafted  by  Charles  B.  Cluskey, 
a professional  architect  with  formal 
training,  which  was  rare  at  the  time. 
Mr.  Cluskey’s  work  includes  plans 


Cluskey  clearly  had  a sound  grasp 
of  the  neoclassical  principle.  The 
entrance  is  austere  and  symmetri- 
cal with  six  Doric  columns  sup- 
porting a large  pediment.  It  has  been 
said  that  the  building’s  stark  aspect 
suggests  a determination  to  create 
a concise  architectural  statement, 
as  if  to  reflect  the  uncompromising 
principles  of  an  institution  of  higher 


The  walls  of  the  classrooms  the- 
originally  surrounded  the  rotund 
on  the  first  floor  were  not  recor 
structed.  An  elevator,  new  kitche 
and  a smaller  serving  kitchen  up 
stairs,  and  new  bathrooms  were  als 
added.  The  building  has  a new  roo. 
it  was  rewired,  replumbed,  new  ai^ 
conditioning  and  heating  system 
were  installed,  a sprinkler  syster 


The  main  room  on  the  first  floor  of  the  Old  Medical  College  will  accomodate  large  conferences  and  seminars,  with  space 
for  up  to  300  people.  When  the  oak  wood  floors  were  removed,  the  original  floor  of  wide-board  heart  pine  was  uncovered.  •. 
This  was  refinished  and  adds  a lovely  warm  look  to  the  room. 


submitted  to  the  U.S.  Senate  in  1856 
for  the  renovation  of  the  Capital  and 
the  White  House.  His  most  note- 
worthy recommendation  con- 
cerned the  dome  of  the  Capital  and 
was  carried  out  in  detail.  Some  of 
his  suggestions  for  the  White  House 
were  implemented  as  well.  Cluskey 
worked  to  assist  Thomas  Jefferson 
and  Benjamin  Latrobe  in  the  estab- 
lishment of  a national  architecture. 


learning.  It  has  been  referred  to  as 
the  finest  example  of  Greek  Revival 
architecture  in  Georgia  and  is  listed 
on  the  National  Register  of  Historic 
Places. 

The  only  major  structural 
changes  in  the  building  in  this 
just  completed  renovation  were  the 
removal  and  relocation  of  the  stairs 
and  the  opening  up  of  the  rotunda. 


was  installed  as  well  as  a sophi 
ticated  audio-visual  system. 
the  oak  wood  floors  were  remove 
downstairs  the  original  floor  ^ 
wide-board  heart  pine  was  unco 
ered.  This  floor  was  refinished  ar 
adds  a lovely  warm  look  to  tl 
building. 

The  first  floor  will  accommoda 
large  conferences  and  seminal 
with  space  for  up  to  300  people 
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|the  main  room  and  100  in  the  so- 
larium. The  second  floor  also  con- 
tains rooms  for  conferences,  sem- 
inars and  entertaining.  The 
Richmond  County  Medical  Society 
will  have  its  own  room  which  will 
'serve  as  a small  medical  library. 
Medical  history  displays  will  be 
jplaced  throughout  the  building  to 
lunderscore  its  role  as  a monument 
[to  MCG’s  contributions  to  medi- 
jcine.  The  basement  contains  a large 
[storage  area,  a commercial  dish- 
jWasher,  restrooms,  a mirrored 
dressing  area  for  brides,  and  the 
[building’s  machinery. 
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It  was  when  the  basement  floor 
was  being  worked  on  that  long- 
[buried  human  bones  belonging  to 
^cadavers  used  in  teaching  were  un- 
covered. Dr.  Robert  L.  Blakely,  a 
■Georgia  State  University  anthropol- 
[ogist,  was  asked  to  come  with  nine 
jof  his  students  for  several  weeks  to 
-dig  into  what  they  described  as  an 
“anthropological  gold  mine.”  The 
next  year.  Dr.  Blakely  and  his  stu- 
dents were  back  to  excavate  and  to 
try  and  determine  the  exact  loca- 
tion of  the  city  morgue,  the  dis- 
isecting  room  annex,  and  City  Hos- 
pital. The  dissection  laboratory 
annex  for  the  MCG  students  was  a 
long  narrow  building  built  in  1837 
to  the  rear  of  the  school.  In  1869, 
a new  City  Hospital  was  built  which 
joined  the  annex  in  a “T”  shape. 
The  old  City  Hospital  built  in  1818 
in  the  100  block  of  Greene  Street 
ihad  only  10  beds  and  was  inade- 
Iquate.  The  City  Dispensary  is  still 
jiStanding  and  was  where  the  kitchen 
is  now.  The  solarium  wasn’t  added 
I until  1897. 

Originally,  the  rooms  on  either 
‘iside  of  the  front  door  of  the  Old 
[ Medical  College  housed  the  read- 
j ing  room  and  the  library.  By  1860, 

1 there  were  5000  books  in  the  li- 
( brary.  Lecture  rooms  surrounded 
[ the  rotunda  on  the  first  floor.  All  the 
laboratories  were  in  front  on  the 
second  floor.  The  museum  was  fully 
supplied  with  every  convenience  for 



The  rotunda  of  the  Old  Medical  College  as  seen  from  the  first  floor.  The  only  major 
structural  changes  in  the  building  in  this  just  completed  renovation  were  the 
removal  and  relocation  of  the  stairs  and  the  opening  up  of  the  rotunda.  The  walls 
of  the  classrooms  that  originally  surrounded  the  rotunda  on  the  first  floor  were 


not  reconstructed. 

Pathological,  Anatomical,  Physio- 
logical, and  Obstetrical  studies  and 
was  on  the  east  (Richmond  Acad- 
emy) side  of  the  building  on  the 
second  floor.  The  anatomy  lecture 
room  was  on  the  west  side  on  the 
second  floor. 


During  the  War  Between  the 
States,  the  school  was  closed 
from  1861-1865.  It  was  part  of  a large 
medical  complex  for  the  wounded 
which  included  the  First  Presbyte- 
rian Church,  Richmond  Academy, 
the  Augusta  Hotel,  and  other  build- 


ings  in  the  vicinity.  The  Old  Medical 
College  building  was  not  used  for 
patients  but  for  offices.  The  annex 
was  used  for  an  operating  room. 

When  the  medical  school  moved 
to  the  Newton  Building,  the  build- 
ing reverted  to  Richmond  Academy 
and  was  used  for  classes.  It  was 
during  this  period  that  the  rotunda 
was  closed  off  from  the  first  floor, 
the  original  stairs  removed,  and  the 
entrance  hall  and  new  stairs  added. 
This  has  been  “corrected”  in  the 
current  renovation.  Holes  were 
drilled  in  the  floor  of  the  main  first 
floor  room  to  run  wiring  to  base- 
ment machinery  when  Richmond 
Academy  used  the  room  as  a wood- 
working shop.  These  holes  have 
been  patched  and  matched  as 
nearly  as  possible  to  the  original 
heart  pine.  Richmond  Academy 
held  classes  in  the  building  from 
1914  to  1926  when  the  Academy 
moved  to  its  present  location  on 


Walton  Way. 

The  building  was  left  vacant  for 
5 years  during  which  time  the  Rich- 
mond County  Medical  Society 
looked  into  the  possibility  of  saving 
it.  The  task  was  too  great  for  the 
busy  doctors,  and  it  was  left  to  the 
foresight  and  energy  of  Mrs.  Rodney 
Cohen  and  the  Sandhills  Garden 
Club  to  rescue  it.  In  1931 , the  Sand- 
hills Garden  Club  rescued  the 
building  from  virtual  destruction  by 
vandals. 

Since  the  1930s,  it  has  been  used 
by  various  civic  and  social  groups. 
It  housed  the  U.S.O.  canteen  during 
World  War  II.  In  1948,  the  Augusta 
Council  of  Garden  Clubs  took  it 
over.  They  used  one  of  the  rooms 
for  an  office,  and  the  old  Dispen- 
sary was  the  province  of  the  Sand- 
hills Garden  Club.  The  rest  of  the 
building  was  rented  for  parties, 
wedding  receptions,  and  meetings. 
The  Augusta  Symphony  used  the 


large  second  floor  room  on  the  we 
side  for  rehearsals.  The  Augus 
Genealogical  Society  used  th 
rooms  on  the  east  side  for  the 
headquarters.  The  Richmon 
County  Medical  Society  held  the 
fourth  Tuesday  night  monthly  mee 
ings  in  the  ballroom  on  the  fir 
floor. 

Today,  the  Richmond  Counl| 
Medical  Society  again  holds  ilj 
meetings  in  the  ballroom.  Th 
building  is  being  used  for  contii 
uing  education  by  the  Medical  Co 
lege  and  will  be  rented  to  othf 
groups  for  this  purpose  as  well  £ 
for  social  functions. 

The  Old  Medical  College  Bulk 
ing  is  more  than  a shrine.  It  is 
thriving,  living  historic  symbc 
blended  with  the  present  life  of  th 
Medical  College  and  of  the  con 
munity. 
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A Freshman  Legislator’s  Fferspective 

on  Political  Actbn 


THIS  ARTICLE  is  being  written, 


the  United  States  and  several 
illied  nations  have  just  begun  a 
nilitary  campaign  to  end  the  war 
)tarted  in  the  summer  of  1 990  when 
raq  took  over  Kuwait.  The  military 
ictions  are,  of  course,  on  every- 
me’s  mind.  Like  most  of  you,  I hope 
t will  be  settled  soon.  The  war  news 
lommands  my  attention  more 
'trongly  because  the  international 
consequences  of  the  Middle  East 
conflict  are  more  immediately  felt 
md  are  potentially  of  more  signif- 
cance  than  the  thought  of  writing 
m article  about  politics.  However, 

; do  see  some  common  things  — 
|j)oth  require  extensive  planning  and 
)rganization  to  be  successful.  Both 
equire  a lot  of  financial  support 
ind  people  to  carry  out  the  game 
)lan.  Also,  a successful  Army/Po- 
litical  Campaign  must  have  a gen- 
cral/or  leader  willing  to  be  respon- 
sible for  what  is  done  by  the  men/ 
vomen  in  the  field. 

1 was  fortunate  to  win  my  first 
)olitical  campaign  after  what  was 
to  me)  a hard  fought  battle  against 


Representative  Ann  R.  Purcell 


an  incumbent  — a 20-year  veteran 
and  another  very  vocal  opponent. 

A few  days  ago  1 was  sworn-in  as 
State  Representative  of  District  129 
and  officially  started  my  political 
career.  1 would  like  to  relate  to  you 
some  thoughts  that  seem  important 
to  me  as  1 begin  in  politics. 


Representative  Purcell  serves  in  the  Georgia  House 
of  Representatives  for  District  129  (Effingham,  Bryan, 
and  Liberty  counties.)  Her  address  is  P.O.  Box 
1295,  Rincon,  GA  31326. 


1.  What  is  the  significance  of 
politics  to  our  daily  lives?  Does 
politics  really  matter  to  us  as  cit- 
izens — physicians  — health  care 
workers?  It  has  been  stated  in  the 
past  that  politicians  are  crooked, 
that  politicians  are  not  reliable;  so, 
therefore  why  would  anyone  go 
into  politics. 

1 personally  feel  that  this  is  a way 
for  someone  to  put  public  interest 
before  one’s  own  interests.  1 intend 
to  uphold  the  public  trust. 

2.  If  politics  is  important,  what 
can  we  do  to  influence  politicians? 
What  are  medicine’s  political 
goals? 

1 feel  that  one  should  support  their 
medical  organizations,  the  Medical 
Association  of  Georgia,  the  Ameri- 
can Medical  Association,  as  well  as 
the  Auxiliaries.  One  should  join  and 
support  the  Medical  Political  Ac- 
tion Committees  (GaMPAC  and  AM- 
PAC).  Remember  that  it  is  a con- 
stant battle  to  protect  patients  and 
the  doctor-patient  relationship. 
Problems  encountered  include  ap- 
athy by  people  to  get  involved  in 
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the  political  world  and  the  lack  of 
understanding  about  how  to  influ- 
ence our  legislators. 

How  can  you  help  someone  get 
elected?  Get  to  know  the  legislator 
or  candidate.  Ask  them  how  you 
can  help.  Ask  what  is  his  position 
and  belief  on  issues.  One  can  also 
make  a contribution  to  help  that  in- 
dividual get  elected  or  re-elected. 
One  should  be  willing  to  write  to 
the  local  newspaper  when  the  Leg- 
islator has  done  something  that  has 
been  helpful  to  a group  or  to  the 
community. 

Other  things  that  you  can  con- 
tinue doing,  besides  voting,  is  to 
take  time  to  put  up  posters  for  a 
political  figure.  Put  signs  on  your 
property  or  a bumper  sticker  on  your 
car.  You  can  also  help  stuff  envel- 
opes, distribute  handouts,  flyers, 
cards,  etc.  Another  opportunity  for 


“We  must  remember 
not  to  judge  any  public 
servant  by  any  one  act, 
and  especially  should 
we  be  aware  of 
attacking  the  men  who 
are  merely  the 
occasions  and  not  the 
cause  of  disaster.” 
THEODORE  ROOSEVELT 


you  to  help  in  the  political  world  is 
to  be  willing  to  drive  the  candidate 
while  he  or  she  is  campaigning  door 
to  door.  You,  as  an  individual,  can 
use  your  influence  and  talk  to  peo- 


ple with  regards  to  the  candidate. 

After  the  legislator  gets  into  of 
fice,  be  willing  to  sugges 
ideas  and  your  views  regarding  is 
sues.  This  will  give  the  legislate 
the  opportunity  to  consider  the  pos 
sibilities  of  drafting  bills.  Yes,  yoi 
can  be  a vital  part  in  helping  some 
one  to  get  elected.  Once  that  indi 
vidual  is  elected  remember  tha 
they,  too,  are  human  just  as  you  are 
Do  not  be  so  quick  to  condemn 
Theodore  Roosevelt  best  expresses 
how  we,  as  citizens,  should  ac 
knowledge  the  duties  and  action 
of  a legislator  when  he  said,  “W 
must  remember  not  to  judge  an 
public  servant  by  any  one  act,  ani 
especially  should  we  be  aware  c 
attacking  the  men  who  are  merel 
the  occasions  and  not  the  cause  c 
disaster.” 
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The  IVbdd  Medical  Marriage 


G.  Douglas  Talbott,  M.D.,  Daniel  Angres,  M.D., 

Karl  V.  Gallegos,  M.D.,  Kathy  Bettinardi-Angres,  R.N.,  Jan  Collins 


i 

I 

i 


I 

The  marital  union  of  the  physi- 
cian and  spouse  can  be  a model 
or  today’s  society.  The  ideal  med- 
ical marriage  when  analyzed  rep- 
resents the  elemental  and  healthy 
|:omponents  necessary  for  happy 
vedlock. 

Fifty  years  ago,  America’s  public 
/iewed  the  physician,  whether  in  a 
ural  or  urban  setting,  as  the  most 
•rusted  member  of  their  commu- 
nity, truly  a role  model.  Historically, 
his  perception  had  evolved  be- 
cause so  many  of  yesterday’s  doc- 
ors  were  paradigms  of  selfless- 
ness, honesty,  and  widely  admired 
/alue  systems.  Sadly,  in  too  many 
nstances,  this  public  perception 
has  disappeared.  However,  the  po- 
jiential  for  the  re-emergence  of  the 
Physician  and  his  or  her  life  as  a 
ole  model  remains.  The  authors 
submit  that  analysis  of  current 
lappy  and  healthy  medical  mar- 
riages are  role  models  which  de- 
serve description,  as  once  again 
phey  can  serve  as  paradigms  for  so- 
jciety. 

j All  of  the  authors  have  been  ex- 
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In  reviewing  the  ideal 
model  medical 
marriage,  this  same 
commitment  has  been 
made  by  the  physician 
to  become 
knowledgeable  and 
somewhat  involved  in 
the  activities  of  the 
spouse. 


Dr.  Talbott  is  Director,  Talbott  Recovery  Systems, 
and  Clinical  Professor  of  Psychiatry,  Emory  Uni- 
versity School  of  Medicine,  Atlanta;  Dr.  Gallegos 
is  Director  of  Research,  Caduceus  Foundation,  and 
an  addiction  medicine  specialist;  Dr.  Angres  is  Ex- 
ecutive Medical  Director,  Parkside  Residential  Out- 
patient Center  of  Woodridge,  Chicago,  IL;  Ms.  Bet- 
tinardi-Angres is  a consultant.  Affected  Family 
Members  Program,  Parkside  Residential  Outpa- 
tient Center  of  Woodridge,  Chicago,  IL;  and  Mrs. 
Collins  is  a former  president  of  the  Auxiliary  to  the 
MAG.  Send  reprint  requests  to  Dr.  Gallegos,  TRC, 
5454  Yorktowne  Dr.,  College  Park,  GA  30349. 


tensively  involved  with  treating  phy- 
sicians and  their  families.  Marital 
assessment  and  therapy  have  been 
critical  components  in  caring  for 
these  physicians,  their  spouses,  and 
children.  Substance  abuse  and 
emotional  disorders  have  been  the 
major  illnesses  which  led  to  treat- 
ment in  this  group  of  physicians. 
Marital  dysfunction  was  rampant, 
as  alcohol  and  other  drug  addic- 
tions both  exaggerate  and  empha- 
size the  weaknesses  of  the  medical 
marriage.  However,  in  becoming 
proficient  in  treating  more  than 
2,500  physicians  and  their  families, 
the  authors  realize  the  components 
which  define  the  validity  of  the 
medical  marriage  are  the  very  com- 
ponents which  determine  the  health 
or  sickness  of  every  marital  union. 
Medicine  and  other  health  profes- 
sions, legal/judicial,  corporate 
business,  commercial  flying,  etc.  all 
serve  as  examples  wherein  de- 
mands are  placed  on  individuals 
and  their  spouses  which  are  exag- 
gerated, but  represent  the  elements 
present  in  any  wedlock. 
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Four  data  bases  were  examined 
by  the  authors.  These  consisted 
of  physicians  and  spouses  in  the 
studies  conducted  by  Menningers, 
the  Medical  Association  of  Geor- 
gia’s Auxiliary,  the  Georgia  Im- 
paired Physicians  Program,  and  the 
Parkside/Illinois  Program.  Mar- 
riages were  assessed  and  evaluated 
within  seven  major  categories.  It 
quickly  became  evident  that  these 
categories  determined  the  health 
and  success  of  a marriage.  Because 
the  physicians  and  their  spouses 
were  acutely  aware  of  the  critical 
nature  of  these  elements,  worked 
very  hard  to  correct  these  elements, 
and  continued  to  refine  and  de- 
velop these  elements,  some  of  the 
best,  most  healthy,  and  most  sat- 
isfactory marriages  were  witnessed. 
A large  number  of  these  redefined 
and  refined  medical  marriages 
could  truly  be  called  “model  mar- 
riages.” 

The  seven  elements  comprising 
the  model  medical  marriages  are 
categorized  in  sequential  signifi- 
cance, according  to  the  study  of  the 
four  databases. 

1 .  Partnership  Trust 

The  healthy  marriage  must  be  based 
on  bilateral  trust,  which  is  a prod- 
uct of  honesty  and  sharing.  In  deal- 
ing with  the  healthy  model  mar- 
riage, it  quickly  becomes  apparent 
that  dishonesty  is  40%  lying,  de- 
ceiving, and  distortion  of  facts.  Sixty 
percent  of  marital  dishonesty  is  hid- 
ing or  withholding  emotions,  facts, 
or  events.  So  often,  the  illusion  that 
“to  let  the  partner  know  would  hurt 
them”  deceives  the  relationship  and 
furthers  the  dishonesty.  Dishonesty 
in  medical  marriages  is  not  so  much 
lying  and  deceiving,  as  it  is  with- 
holding emotions  and  facts.  Shar- 
ing is  critical,  for  if  the  partnership 
does  not  experience  each  other’s 
anger,  resentment,  fear,  or  pain, 
then  they  can’t  truly  know  each 
other.  To  truly  trust  the  partner  is 
to  trust  their  negative  and  hostile 
feelings,  as  well  as  their  positive 
feelings. 


The  authors  submit 
that  analysis  of  current 
happy  and  healthy 
medical  marriages  are 
role  models  which 
deserve  description,  as 
once  again  they  can 
serve  as  paradigms  for 
society. 


2.  Communication 

This  is  a special,  vulnerable  area  in 
medicine  because  as  the  physician 
is  taught  practices  and  then  refines 
his/her  role  as  a professional  com- 
municator, personal  intimacy  is  ed- 
ited out  of  them.  Too  many  times, 
the  authors  have  heard  the  com- 
plaints that  the  spouse  (or  the  chil- 
dren) are  tired  of  being  dealt  with 
“like  a patient.”  Good  professionals 
swallow  feelings,  hide  their  own 
emotions,  and  listen  intently  while 
they  sublimate  their  personalities 
within  the  patient’s  problems.  Good 
for  the  profession,  but  bad  for  the 
personal  intimacy  within  the  mar- 
riage. Communication  needs  to  be 
practiced  frequently  with  objective 
measurements  from  third  parties  or 
peer  groups.  This  was  done  and 
practiced  in  good  model  medical 
marriages. 

3.  Priorities  and  Value  Systems 
Within  the  Marriage 

The  delicate  balance  between  work 
and  personal  lives  must  be  con- 
stantly assessed  and  monitored. 
Medicine  encourages  and  even  dic- 
tates “workaholism.”  This  will  in- 
terfere and  destroy  a marriage.  The 
three  priorities  which  frequently 
tend  to  be  subverted  are: 

a.  The  personal  growth  of  the  phy- 
sician; (physical,  emotional,  and 
spiritual) 

b.  The  marriage  and  family; 

c.  The  job. 

The  pursuit  of  the  medical  career 


tends  to  reverse  these  priorities,  and  i 
unless  they  are  kept  in  this  original  ' 
sequence,  the  ultimate  role  of  the.i 
physician  cannot  be  realized,  for  the! 
physician  must  be  balanced  in  his  1 
or  her  personal  life,  as  well  as  his 
or  her  professional  life.  The  profes-i; 
sion  of  medicine  constantly  wants  i. 
to  emphasize  the  job,  the  career,  ■ 
medical  advancements,  success,  r 
and  subsequently,  income.  “De- , 
layed  gratification,”  in  terms  of  time  ■ 
spent  with  the  spouse,  the  children,  • 
on  vacations,  and  in  the  marriage, 
helps  to  justify  these  false  value  sys-  _ 
terns  in  the  medical  life.  A simple! 
but  effective  technique  of  a daily  t 
posting  on  the  refrigerator  door  t 
“life’s  priorities”  by  both  the  phy-  : 
sician  and  the  spouse,  helps  to  keep 
these  values  in  normalcy.  Realizing 
that  the  female  spouse’s  life  may  | 
be  involved  with  children  or  a job  ■ 
of  her  own,  and  the  male  physi- 
cian’s life  is  dominated  by  his  : 
profession,  the  marriage  must  re-  j 
main  a paramount  priority  in  keep-  i 
ing  with  their  own  personal  devel-  i 
opment. 

4.  Time  Together 

The  most  frequently  asked  question 
is,  “How  do  you  expect  doctors  in 
medical  school,  internship,  resi- 
dency, or  private  practice  to  have  ' 
time  for  their  spouses,  marriages,  ' 
and  children?”  Time  for  anything 
except  his  or  her  work  seems  to  be 
the  only  alternative  to  many  phy- 
sicians. Universal  is  the  authors’  re- 
sponse that  “there  are  no  victims, 
only  volunteers.”  Internships,  spe- 
cialties, and  types  of  practice  must 
be  chosen  with  the  priority  of  the 
“medical  marriage”  in  mind.  More 
and  more  medical  schools,  house 
staff  training  programs,  and  job 
placements  are  becoming  sensitive 
to  the  needs  of  the  healthy  medical 
marriage  and  the  providing  of  time 
for  such.  A marriage  cannot  be 
wholesome  if  time  is  not  spent  to- 
gether. 

Togetherness  is  required  for 
sharing,  intimacy,  and  growing  to- 
gether as  a couple.  The  very  system 
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of  medicine  would  dictate  that  this 
be  delayed  or  put  off.  Too  often, 
Ithese  delays  will  destroy  the  health 
}of  a marriage.  One  renowned  chief 
of  medicine  at  a teaching  hospital 
used  to  give  his  house  staff  resi- 
I dents  a picnic  basket  and  demand 
of  them  to  take  their  spouse  once 
a week  on  a picnic  lunch.  In  many 
;ways,  this  physician  was  a very  ef- 
fective marital  therapist, 
j 5.  Sexual  Compatibility 
Hidden  in  the  practice  of  medicine 
! is  the  fact  that  many  physicians  deal 
jwith  the  human  body  daily  in  ex- 
jaminations  and  treatment.  This 
practice  in  one  way  or  another  does 
influence,  often  at  a subconscious 
or  subliminal  level,  the  attitudes  and 
the  way  in  which  the  physician  deals 
with  the  spouse  in  their  sexual  re- 
lationships. After  hundreds  of  in- 
terviews, it  is  apparent  that  physi- 
cians do  not  discuss  freely  and 
openly  sexual  subjects  with  their 
spouses.  The  kind,  intensity,  and 
duration  of  sexual  foreplay  was 
found  to  be  absent  in  discussions 
in  a large  number  of  medical  mar- 
riages. Once  again,  there  was  an 
integrating  in  the  mind  of  the  phy- 
sician between  the  spouse  and  the 
patient.  The  “taking  for  granted”  and 
the  “I  assume”  attitudes,  which  so 
many  spouses  verbalized  to  the  au- 
thors and  therapists,  were  major 
problems  in  the  relationship.  On  the 
other  hand,  in  the  model  medical 
marriage,  open  discussion  about 
sex,  sexual  practices,  and  ongoing 
discussions  about  sexual  pleasures 
were  a very  important  component 
of  the  healthy  medical  marital 
union.  The  culture  continues  to  give 
mixed  messages  about  sexual  prac- 
tices, and  open  communications 
about  sexual  issues  will  destroy 
these  fallacies  and  misunderstand- 
ings. If  open  discussions  were  not 
present  in  the  medical  marriage,  se- 
rious sexual  problems  often  re- 
sulted. 

6.  Interest  In  Each  Others 
Friends  and  Activities 

One  of  the  most  common  com- 


Sharing  is  critical,  for 
if  the  partnership  does 
not  experience  each 
other’s  anger, 
resentment,  fear,  or 
pain,  then  they  can’t 
truly  know  each  other. 

plaints  from  spouses  is  that  their 
physicians  cannot  talk  about  any- 
thing except  medicine,  and  his/her 
friends  can  only  discuss  the  prac- 
tice, the  patients,  or  the  hospital. 
Additionally,  the  activities  and 
friends  of  the  spouse  seem  trivial 
and  insignificant  compared  to  the 
physician’s  life  and  death  daily 
struggles.  This  not  only  demeans 
the  spouse,  but  it  hurts  the  medical 
marriage.  Additionally,  the  imbal- 
ance wherein  medicine  is  domi- 
nant in  the  physician’s  life  hurts  his/ 
her  own  growth  in  their  spiritual, 
emotional,  and  physical  life  out- 
side of  the  profession.  Reading  and 
understanding  non-medical  books 
is  as  important  as  pursuing  the  lat- 
est medical  texts  and  journals. 
Analysis  of  the  data  on  the  model 
medical  marriage  demonstrates  the 
importance  of  physicians  showing 
great  interest  in  the  spouses’  activ- 
ities and  friends,  and  involvements 
in  their  projects.  When  the  spouse 
responds  with  being  involved  in  the 
medical  auxiliary,  and  to  a degree 
involvement  in  the  physician’s 
practice,  life  then  assumes  an  ideal 
reciprocal  relationship.  More  and 
more,  the  enlightened  chiefs  of 
services  at  teaching  hospitals  are 
requesting  the  spouses  of  their 
newlywed  house  staff  to  spend  24 
hours  in  the  hospital  — to  sleep 
there,  to  accompany  their  husband/ 
wife  for  a full  day  on  the  job  at  the 
clinics  and  hospitals,  so  they  might 
understand  the  dimension  of  the 
medical  life.  This  is  being  done  in 
a number  of  the  specialties.  This 
gives  the  spouse  a new  apprecia- 


tion of  the  medical  practice  and  the 
physician’s  life. 

In  reviewing  the  ideal  model 
medical  marriage,  this  same  com- 
mitment has  been  made  by  the  phy- 
sician to  become  knowledgeable 
and  somewhat  involved  in  the  ac- 
tivities of  the  spouse.  Again,  it  re- 
verts to  the  basic  principles  of  com- 
munication, sharing,  and  trust. 

7.  Reassessment  and 
Reevaluation  of  the  Marriage 
Components 

A physician’s  life  and  relationships 
are  nonstationary  and  change  dra- 
matically and  profoundly  with  the 
changes  of  his/her  professional  ca- 
reer. Commitments,  promises,  and 
interests  may  be  valid  in  the  begin- 
ning, but  subject  to  change  when 
career,  job  placement,  and  aging 
occur.  It  is  important,  therefore,  to 
constantly  recheck  and  reassess 
objectively  the  components  which 
determine  a healthy  model  medical 
marriage.  This  cannot  be  done  sub- 
jectively, as  it  requires  third  party 
objectivity.  Workshops  and  peer 
groups  dealing  with  the  medical 
marriage  are  proving  very  effective. 
Counselors  and  marriage  therapists 
are  available  and  effective  when  in- 
dividual therapy  is  indicated.  Re- 
view of  data  in  the  ideal  model 
medical  marriages  indicate  that  a 
large  number  of  these  couples  were 
involved  in  periodic  workshops  or 
peer  group  reviews  of  their  rela- 
tionships. 

As  America  continues  to  strug- 
gle with  the  chemical  cul- 
ture, it  searches  for  role  models. 
Once  again,  the  physician,  the 
medical  professional,  can  recap- 
ture the  function  of  providing  such 
a model  with  a healthy,  happy  mar- 
riage. The  components  to  achieve 
this  happy,  effective  marital  union 
are  described,  as  determined  by  the 
analysis  of  several  thousand  med- 
ical marriages.  Serving  as  role 
models,  the  American  physician  can 
once  again  recapture  public  es- 
teem and  trust. 
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What  to  Lod<  for  in  a 
Retirement  Community 

Shelda  Cooke 


What  should  you  look  for  in  a 
Retirement  Community? 
When  considering  a Retirement 
Community,  look  for  desirable  din- 
ing, abundant  amenities,  and 
adaptable  activities. 

Desirable  dining  is  important  to 
consider  as  you  choose  a Retire- 
ment Community.  What  is  the  gen- 
eral appearance  of  the  dining  fa- 
cility? Is  it  a relaxing,  clean,  well- 
furnished  place  where  you  could 
enjoy  a leisurely  meal? 

Abundant  amenities  are  essential 
when  choosing  a Retirement  Com- 
munity. One  of  the  most  important 
amenities  is  the  clinic  facility.  Are 
licensed  nurses  available  24  hours 
a day  in  the  case  of  an  emergency? 
Is  there  an  infirmary  available  to 
care  for  residents  during  a short- 
term illness? 

Adaptable  activities  are  a must! 
Are  some  of  the  recreational  activ- 
ities designed  to  stimulate  the  res- 
idents intellectually? 

If  you  are  looking  for  a Retire- 
ment Community  — a place  that 
offers  congregate  living  geared  to 
retirees  — be  sure  to  ask  the  right 
questions.  If  you  do,  you  will  find 
a Retirement  Community  that  will 
be  the  very  best  to  meet  your  needs 
— physical,  social,  and  emotional. 


Put  A Little  Style 
In  Your  Lifestyle. 


RETIREMENT  COMMUNITY 

Independent  and  Personal  Care  Suites  Available. 
All  Meals  * Daily  Housekeeping 
24  Hour  Security  * On  Site  Health  Center 


Shown  By  Appointment 
Call  321-0263 


3055.Briarcliff  Road 
Atlanta,  Georgia  30329 
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Medicaid’s  New  Prescriptbn  Drug 
Legislation:  Prudent  Purchasing  and 

Drug  Use  Review 


The  following  article  is  included 
in  this  issue  of  your  Journal  not  so 
much  because  your  Editor  feels  that 
a discussion  of  Medicaid  engen- 
ders a sense  of  unrestrained  enthu- 
siasm on  the  part  of  anyone,  but 
primarily  because  it  uses  the  Med- 
icaid program  as  a means  of  intro- 
ducing all  of  us  to  the  intricacies  of 
the  financing  of  health  care  in  these 
days  in  which  we  all  live.  Read  it 
then  as  an  educational  tool  con- 
cerning the  devious  and  serpent- 
ings  routes  by  which  the  rules  we 
live  by  in  this  are  age  constructed. 

Introduction 

AS  THE  GAVEL  on  the  session  of 
the  101st  Congress  came 
down  in  the  early  morning  hours  of 
October  28,  1990,  a new  era  in  the 
way  that  the  federal  government 
purchases  pharmaceuticals  was  es- 
tablished. Included  in  the  $500  bil- 
lion five-year  deficit  reduction 
agreement  narrowly  passed  by  the 
House  and  the  Senate  were  prudent 
pharmaceutical  purchasing  provi- 


John  M.  Coster,  R.Ph.,  Ph.D. 


Pharmacists  are 
expected  to  collect  and 
record  drug-related 
information  about  the 
patient  and  check  new 
or  refill  prescriptions 
for  drug  interactions  or 
adverse  drug  reactions. 


sions  for  the  Medicaid  program  that 
are  expected  to  save  $3.4  billion  in 
tax  dollars  over  five  years  — $1.9 
for  the  federal  government  and  $1.5 
for  the  states.  These  savings  will  be 
achieved  by  significantly  reducing 
the  price  that  the  $5  billion  national 
Medicaid  drug  program  pays  for 
pharmaceuticals.  Medicaid  is  the 
$50  billion  federal-state  health  care 
program  for  the  poor. 


Dr.  Coster  is  with  the  United  States  Senate  Special 
Committee  on  Aging,  Washington,  D.C.  This  article 
was  prepared  for  the  Center  on  Drugs  and  Public 
Policy,  University  of  Maryland  Graduate  School, 
Baltimore. 


The  primary  Congressional  ar- 
chitect of  legislation  designed  to 
provide  a better  price  to  the  Med- 
icaid program  was  Senator  David 
Pryor  (D-Ark).  Pryor,  as  Chairman 
of  the  Senate  Special  Committee  on 
Aging,  was  very  disturbed  to  learn 
that  the  Medicaid  program,  one  of 
the  single  largest  purchasers  of  pre- 
scription drugs  in  the  country,  was 
being  denied  access  to  the  dis- 
counts on  pharmaceuticals  that 
other  purchasers,  such  as  hospitals 
and  HMOs,  routinely  received.  His 
objective  was  to  secure  these  dis- 
counts for  the  Medicaid  program. 
To  achieve  his  intent,  Pryor  intro- 
duced two  bills  during  the  Con- 
gress — S.  2605,  the  Pharmaceuti- 
cal Access  and  Prudent  Purchasing 
Act,  introduced  on  May  12;  and  S. 
3029,  the  Medicaid  Anti-Discrimi- 
natory Drug  Price  and  Patient  Ben- 
efit Restoration  Act,  introduced  on  . 
September  12. 

The  first  bill  required  states  to 
form  their  own  prescription  drug 
buying  groups  or  join  a federal  pre- 
scription drug  buying  group.  These 
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groups  would  act  as  drug  purchas- 
ing agents  for  the  Medicaid  pro- 
gram, and  would  solicit  bids  from 
drug  manufacturers  to  have  their 
products  included  on  the  state’s 
Medicaid  drug  formulary.  This 
process  was  structured  to  emulate 
the  very  successful  purchasing 
practices  of  hospitals  and  HMOs. 
The  bill  was  criticized  by  the  Phar- 
maceutical Manufacturers  Associ- 
ation (PMA)  and  several  minority 
groups  as  an  attempt  by  Pryor  to 
provide  “second  class  medicine”  to 
the  nation’s  poor.  These  groups  be- 
lieved that  the  bill  would  lead  to 
restrictive  formularies  which  would 
result  in  Medicaid  patients  receiv- 
ing only  the  cheapest  drug  product 
in  each  drug  class.  However,  others 
believed  that  the  PMA  was  more 
concerned  that  the  bidding  system 
used  in  the  bill  would  be  employed 
by  other  third  party  prescription 
plans  and  HMOs  to  bargain  with  the 
manufacturers  over  the  price  of  their 
drugs. 

The  second  bill,  S.  3029,  was  in- 
troduced in  response  to  var- 
ious Medicaid  drug  discount  plans 
that  had  been  developed  by  drug 
manufacturers  in  the  Spring  and  Fall 
of  1990,  such  as  the  Merck  Sharp 
and  Dohme  (MSD)  Equal  Access  to 
Medicines  plan.  This  proposed  leg- 
islation required  manufacturers  to 
offer  Medicaid  the  “best  price”  for 
a prescription  drug  that  they 
charged  any  purchaser  in  the  mar- 
ketplace. To  assure  savings  over 
time  and  to  hedge  against  manu- 
facturer price  increases,  the  “best 
price”  could  increase  no  faster  than 
the  Consumer  Price  Index-all  urban 
consumers  (CPl-U).  There  was  a 
minimum  discount  of  10%.  State 
Medicaid  programs  would  be  re- 
quired to  cover  all  drugs  for  those 
companies  that  gave  discounts,  but 
states  could  still  use  a prior  au- 
thorization process  to  encourage 
appropriate  utilization  of  high- 
priced  or  clinically  misused  prod- 
ucts. 

Although  some  contended  that 


The  PMA  saw  the 
legislation  as  an 
opportunity  to 
eliminate,  through 
federal  legislation,  their 
number  one  nemesis  in 
state  Medicaid 
programs:  drug 
formularies. 


the  indexing  feature  in  Pryor’s  sec- 
ond bill  was  tantamount  to  price 
controls  on  pharmaceuticals,  the 
Congressional  Budget  Office  (CBO) 
emphasized  to  congressional  staff 
that  long-term  savings  on  prescrip- 
tion drugs  in  the  Medicaid  program 
were  uncertain  unless  there  was 
some  way  to  guard  against  manu- 
facturer price  increases.  In  the  final 
days  before  passage,  even  the  in- 
dustry admitted  that  they  would 
have  to  live  with  some  form  of  in- 
dexing, and,  although  pushing  hard 
for  the  index  to  be  pegged  to  the 
CPI-Medical  Index  (CPl-M),  the 
Congress  was  not  willing  to  allow 
drug  prices  to  inflate  higher  than 
CPl-U  for  Medicaid.  In  general,  CPl- 
U is  lower  than  CPl-M. 

A modified  form  of  Pryor’s  sec- 
ond bill  was  sponsored  in  the  House 
by  Congressmen  Ron  Wyden  (D-OR) 
and  Jim  Cooper  (D-TN),  both  mem- 
bers of  the  Energy  and  Commerce 
Committee,  which  has  jurisdiction 
over  Medicaid.  Wyden  is  also  a 
member  of  the  Subcommittee  on 
Health  and  the  Environment, 
chaired  by  Congressman  Henry 
Waxman  (D-CA).  Waxman  saw  the 
drug  provisions  as  a way  to  find 
monies  to  expand  Medicaid  pro- 
grams for  elderly  and  children  — 
programs  that  he  believed  had  been 
neglected  for  years.  While  the  orig- 
inal target  for  savings  from  phar- 
maceuticals was  $1.6  billion  over 
five  years,  the  House-Senate  rec- 
onciliation conference  agreed  to  in- 


crease that  amount  to  $1.9  billion 
to  pay  for  some  of  the  Medicaid  ex- 
pansions. 

Impact  on  the 
Pharmaceutical  Industry 

Beginning  January  1,  1991,  phar- 
maceutical manufacturers  are  re- 
quired to  give  the  Medicaid  pro- 
gram a specific  schedule  of  rebates 
as  a condition  of  coverage  of  their 
prescription  drug  products.  For 
manufacturers  of  single-source 
(such  as  AZT,  Seldane)  and  inno- 
vator multiple-source  drug  prod-' 
ucts  (such  as  Valium,  Motrin),  there 
is  a minimum  rebate  of  12V2%  off 
the  Average  Manufacturer’s  Price 
(AMP)  for  1991  and  1992,  with  the 
minimum  rebate  increasing  to  15% 
in  1993  and  beyond.  Manufacturers 
would  have  to  give  Medicaid,  how- 
ever, the  higher  of  this  minimum 
rebate  or  the  difference  between  the 
AMP  and  the  manufacturer’s  “best 
price”  for  that  product.  The  AMP  is 
the  price  that  manufacturers  charge 
wholesalers  to  buy  their  products. 

In  the  legislation,  “best  price”  in- 
cludes those  prices  that  manufac- 
turers offer  to  hospitals,  HMOs,  and 
certain  components  of  the  Depart- 
ment of  Veterans’  Affairs  (DVA),  and 
are  to  be  determined  regardless  of 
manufacturer’s  packaging,  such  as 
unit  dose  products.  The  definition 
of  “best  price”  excludes  DVA  depot 
drug  prices  and  single  award  con- 
tracts (such  as  the  contract  that  the 
DVA  currently  has  with  a major  sup- 
plier of  IV  solutions)  and  “nominal” 
prices  offered  to  charitable  groups  j 
or  organizations.  These  exemp-  j 
tions  were  made  for  several  rea-  i 
sons.  Federal  government  depot  ; 
prices  reflect  the  manufacturer’s  1 
costs  of  delivering  the  product  in  ! 
bulk  to  a provider,  without  pack- 1 
aging  costs.  The  provider,  such  as 
the  DVA,  then  assumes  the  costs  of 
repackaging  and  shipping  to  indi- 
vidual outlets.  Medicaid  is  a reim- 
bursement system,  not  a direct  pur- 
chaser of  drugs,  so  it  seemed  unfair 
for  Medicaid  to  have  access  to 
prices  that  are  determined  based 


|Dn  this  mode  of  distribution.  DVA 
-ederal  Supply  Schedule  (FSS) 
orices  are  not  excluded  from  con- 
sideration. In  addition,  Congress  did 
jnot  want  to  threaten  the  prices  that 
charitable  organizations  and  clin- 
fics  such  as  “Planned  Parenthood” 
pay  for  drugs,  such  as  the  pennies 
a pack  paid  for  birth  control  pills, 
and  therefore  excluded  them  from 
(the  definition. 

{ An  “additional  rebate”  will  re- 
cover any  increase  in  the  average 
manufacturer  prices  over  the  rate  of 
inflation,  as  measured  by  the  Con- 
sumer Price  Index-all  urban  con- 
sumers (CPl-U).  The  additional  re- 
bate is  calculated  on  an  individual 
drug  basis  for  the  first  three  years, 
and  then  switches  to  a system  of 
aggregation  in  1994. 

Drug  manufacturers  have  signif- 
icant incentives  to  participate 
iln  the  Medicaid  rebate  program 
since  there  will  be  no  federal  Med- 
icaid matching  funds  available  for 
the  drugs  or  those  manufacturers 
that  have  not  entered  into  a rebate 
agreement.  However,  manufactur- 
ers that  have  rebate  agreements  in 
effect  will  have  all  their  products 
covered  by  the  state  Medicaid  pro- 
grams. This  is  a particularly  signif- 
icant victory  for  the  drug  compa- 
nies since  many  state  Medicaid 
programs  do  not  cover  all  drug 
products  of  all  manufacturers  for 
both  cost  and  patient  care  reasons. 
In  addition,  there  is  usually  a sig- 
nificant lag  time  between  the  mar- 
keting of  a new  drug  and  coverage 
by  a state  Medicaid  program.  Now, 
all  new  drugs  will  have  to  be  cov- 
ered immediately  by  a state  med- 
icaid program  for  a period  of  not 
less  than  six  months  after  approval. 
All  these  benefits  will  have  signifi- 
cant “spill-over”  effects  for  the  pre- 
scribing of  a drug  company’s  prod- 
ucts by  physicians  in  other  sectors 
of  the  ambulatory  care  market. 

Congress  developed  different  re- 
bate amounts  for  generic  drug 
products:  the  rebates  will  be  10% 
off  the  AMP  in  1991-1993,  and  11% 


Now,  Congress  has 
mandated  that  state 
Medicaid  programs  pay 
a fair  price  for  drugs, 
and  there  is 
tremendous 
opportunity  to  improve 
the  drug  use  patterns 
in  a population  of 
individuals  known  for 
taking  a large  number 
of  medications  — the 
poor  and  elderly. 


off  the  AMp  thereafter,  with  no  in- 
dexing provisions.  These  rebates  are 
different  from  the  rebates  for  the 
single-source  and  innovator  multi- 
ple-source products  because  the 
generic  industry  has  more  compet- 
itive prices  and  generic  companies 
operate  on  much  smaller  profit 
margins  than  do  the  brand  name 
companies. 

Relief  for  the  States 

A major  objective  of  the  legisla- 
tion was  to  provide  financial  relief 
to  the  state  Medicaid  programs  that 
were  having  trouble  making  ends 
meet  in  their  prescription  drug  pro- 
gram. It  is  projected  that  states  will 
save  $1.4  billion  on  drugs  costs  over 
the  next  5 years  as  a result  of  the 
legislation.  The  states  do,  however, 
incur  some  additional  responsibil- 
ities under  the  legislation  relating 
to  coverage  of  prescription  drug 
products. 

One  of  the  major  issues  dis- 
cussed during  the  debate  was 
Medicaid  beneficiaries’  access  to 
prescription  medications.  The 
manufacturers  argued  that  states 
were  unnecessarily  and  artificially 
restricting  Medicaid  patients’  ac- 
cess to  drugs  for  cost  reasons,  es- 
pecially new  products.  The  states 


argued  that  they  could  not  afford 
placing  new,  expensive  drugs  on 
their  formulary  while  they  already 
covered  drugs  that  they  thought 
were  as  good,  and  less  expensive, 
than  new  alternatives.  The  PMA  saw 
the  legislation  as  an  opportunity  to 
eliminate,  through  federal  legisla- 
tion, their  number  one  nemesis  in 
state  Medicaid  programs:  drug  for- 
mularies. In  the  end,  however,  the 
drug  companies  were  only  partially 
successful  in  their  effort. 

The  compromise  requires  states 
to  cover  single-source  drugs  and  in- 
novator multiple-source  drugs 
(when  a restrictive  prescription  has 
been  issued)  only  if  the  drug’s  man- 
ufacturer has  entered  into  an  ac- 
ceptable rebate  agreement  with  the 
Secretary  of  Health  and  Human 
Services.  The  drugs  of  manufactur- 
ers not  providing  an  acceptable  re- 
bate WILL  NOT  be  eligible  for  fed- 
eral matching  funds  UNLESS  the 
drug  has  been  designated  a “1-A” 
drug  by  the  FDA  and  the  Secretary 
has  approved  the  state’s  determi- 
nation that  the  drug  is  “medically 
necessary”  for  the  state’s  Medicaid 
population. 

To  address  the  industry’s  con- 
cern that  Medicaid  patients  arbi- 
trarily would  be  denied  access  to 
new,  breakthrough  drug  products, 
state  Medicaid  programs  have  to 
cover  new  drugs  for  a period  of  6 
months  after  approval,  after  which 
time  the  program  may  place  the 
drug  on  prior  approval.  Prior  ap- 
proval requires  the  prescriber  to  ob- 
tain “permission”  to  use  the  drug 
from  the  Medicaid  program  before 
it  can  be  prescribed.  The  law  allows 
the  states  to  place  all  drugs  on  prior 
approval,  and  there  are  a limited 
number  of  drug  classes  that  states, 
at  their  option,  may  exclude  from 
coverage  for  Medicaid  patients,  even 
if  subject  to  a rebate  agreement, 
such  as  drugs  to  promote  fertility 
or  hair  growth. 

The  bottom  line  for  the  state 
Medicaid  programs  is  that  they 
are  likely  to  save  millions  of  dollars 


PRIL  1991,  Vol.  80 


227 


1 


each  year  on  prescription  drug 
costs,  which  should  allow  them  to 
remove  some  of  the  restrictions  that 
have  had  to  be  implemented  to 
control  costs,  such  as  limits  on  the 
number  of  prescriptions  that  a Med- 
icaid patient  can  have  dispensed 
each  month. 

Impact  on  Pharmacy  Providers 

Medicaid  Reimbursement  Reform 

Pharmacy  providers  are  likely  to 
be  as  relieved  as  the  states  that  the 
manufacturers  will  be  participating 
in  cost  containment  by  giving  re- 
bates to  Medicaid.  Like  many  other 
members  of  Congress,  Senator  Pryor 
strongly  believes  that  pharmacists 
have  been  targeted  by  HCFA  as  the 
exclusive  focus  of  drug  program 
cost  containment  efforts  in  Medic- 
aid — efforts  that  were  unsuccess- 
ful because  the  pharmacist  had  no 
control  over  the  cause  of  the  prob- 
lem: manufacturer  price  increases. 

Senator  Pryor  made  Medicaid 
pharmacy  reimbursement  reform  a 
major  policy  objective  of  the  leg- 
islation. His  original  bill,  S.  2605, 
restructured  the  Medicaid  reim- 
bursement system,  basing  reim- 
bursement on  the  competitive  na- 
ture of  the  pharmacy  marketplace. 
Reimbursement  would  have  been 
pegged  at  the  pharmacist’s  usual 
and  customary  charge,  capped  at 
90%  of  state-wide  actual  charges  for 
that  prescription.  The  theory  was 
that  the  competition  that  exists 
among  pharmacists  in  the  retail 
marketplace  would  result  in  lower 
prices  being  passed  on  to  state 
Medicaid  programs. 

However,  Pryor’s  reimbursement 
reforms  came  under  sharp  attack 
from  HCFA,  the  state  Medicaid  pro- 
grams, and  pharmaceutical  manu- 
facturers. These  groups  argued  that 
the  reform  was  inflationary,  and 
would  negate  any  program  savings 
achieved  under  the  manufacturer 
rebate  system.  Manufacturers 
charged  that  the  potential  increase 
in  payments  to  pharmacists  made 
under  the  system  was  analogous  to 


It  is  projected  that 
states  will  save  $1.4 
billion  on  drugs  costs 
over  the  next  5 years 
as  a result  of  the 
legislation. 


“robbing  Peter  (the  manufacturers) 
to  overpay  Paul  (the  pharmacists).’’ 
In  addition,  the  trend  in  health  care 
policy  reimbursement  over  the  last 
decade  has  backpeddled  from 
charge-based  reimbursement.  Pol- 
icy makers  feared  that  other  pro- 
vider would  also  demand  charge- 
based  reimbursement  if  pharma- 
cists were  successful  in  their  quest. 
Pryor,  however,  had  data  from  a 
large  outpatient  prescription  drug 
program  that  refuted  these  asser- 
tions. 

In  the  second  bill,  however,  Pryor 
tried  to  allay  the  fears  of  state  Med- 
icaid directors  worried  about  the  fi- 
nancial impact  of  a charge-based 
reimbursement  system.  He  intro- 
duced a provision  that  would  pro- 
vide for  a 5%  set  aside  as  a resti- 
tution payment  for  pharmacists  for 
what  he  characterized  as  a decade 
of  unfair  reimbursement  cuts.  That 
is,  states  would  have  to  set  aside 
5%  of  the  rebates  they  received  from 
the  manufacturers  and  provide  this 
back  to  pharmacists  in  a lump  sum 
payment  in  proportion  to  the  num- 
ber of  Medicaid  prescriptions  that 
they  dispensed.  The  bill  also  pro- 
vided for  a two-year  moratorium  on 
any  changes  by  the  states  or  HCFA 
in  reimbursement  levels  to  phar- 
macists for  those  states  that  were 
in  compliance  with  the  reimburse- 
ment regulations. 

When  the  final  package  was 
crafted,  conferees  decided  to  drop 
the  set  aside  and  extend  the  mor- 
atorium on  reimbursement  reduc- 
tions to  four  years , January  1 , 1991. 
The  sense  was  that  the  develop- 
ment of  a set  aside  would  be  a poor 


policy  precedent  since  other  healtl 
care  providers  might  want  simila 
provisions  enacted  for  them.  In  the 
end,  the  four-year  moratorium  maj 
well  provide  greater  financial  res 
toration  to  pharmacists  than  a se 
aside.  The  moratorium  will  preven 
HCFA  and  the  states  from  focusing 
drug  program  cost  containment  ef 
forts  on  pharmacists  and  will  give 
states  sufficient  time  to  stud> 
whether  current  pharmacy  reim 
bursement  rates  are  adequate.  Tc 
make  this  determination,  the  Sec 
retary  is  required  to  conduct  a stud> 
of  states’  Medicaid  pharmacy  reim- 
bursement rates,  including  dispen- 
sing fees. 

Pharmacists  ’ Counseling  and 
Drug  Use  Review  Provisions 

The  new  Medicaid  law  contains 
several  provisions  that  have  the  po-' 
tential  to  significantly  improve  the 
prescribing  and  dispensing  of  drugs 
to  Medicaid  patients.  The  legisla- 
tion establishes  a comprehensive 
program  of  drug  use  review  with  a 
prospective  component,  which 
consists  primarily  of  pharmacists’’ 
counseling  patients  on  drugs  use,i 
and  a retrospective  component,] 
which  is  designed  to  identify  and 
correct  long  term  patterns  of  inap- 
propriate drug  use. 

With  respect  to  the  prospective 
component,  the  Congress  recog- 
nized the  professional  skills  and 
training  of  pharmacists  by  adopting 
language  that  asks  pharmacists  to 
review  the  appropriateness  of  drug ! 
therapy  at  the  point  of  dispensing, 
and  to  counsel  Medicaid  patients 
on  the  use  of  their  medications. 
Pharmacists  are  expected  to  collect 
and  record  drug-related  informa- 
tion about  the  patient  and  check 
new  or  refill  prescriptions  for  drug 
interactions  or  adverse  drug  reac- 
tions. 

The  provisions  related  to  coun- 
seling ask  pharmacists  to  offer  to 
talk  to  patients  about  how  to  take 
their  medications.  The  patient 
counseling  guidelines  in  the  bill  re- 
flect the  national  standards  adopted 
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py  the  National  Association  of 
Boards  of  Pharmacy  (NABP)  in  1990. 
NABP  and  the  major  pharmacy 
practitioner  organizations,  APhA 
jand  NARD,  were  strong  supporters 
bf  these  provisions,  recognizing  that 
jthe  profession  needed  to  send 
jstrong  signals  to  Congress  con- 
cerning its  role  in  protecting  and 
[enhancing  public  health, 
j Pharmacists  should  be  assisted 
in  fulfilling  their  counseling  re- 
sponsibilities to  Medicaid  patients 
as  a result  of  two  demonstration 
projects  that  are  mandated  under 
the  law.  The  first  requires  the  Sec- 
retary to  complete  a multi-site  dem- 
onstration study  by  January  1,  1995, 
of  the  cost-effectiveness  of  paying 
pharmacists  for  cognitive  or  clini- 
cal services,  including  reimbursing 
a pharmacist  for  not  dispensing  a 
drug  when  there  is  potential  for  an 
adverse  drug  effect.  In  the  other 
study,  the  Secretary  must  conduct 
ja  ten-state  demonstration  project  of 
the  effectiveness  of  providing  in- 
formation through  an  electronic 
claims  transfer  system  about  a pa- 
tient’s drug  and  medical  history  that 
will  assist  pharmacists  in  fulfilling 
drug  therapy  screening  and  patient 
counseling  requirements.  Informa- 
tion would  be  captured  in  a central 
repository  of  information  so  the 
pharmacist  would  have  a patient’s 
complete  medication  profile  that 
would  assist  in  detecting  adverse 
reactions  and  therapeutic  duplica- 
tions. 

State  Medicaid  programs  are  cur- 
rently required  to  have  a pro- 
gram to  identify  patterns  of  fraud 


When  he  learned  that 
Medicaid  was  being 
denied  access  to  the 
discounts  on 
pharmaceuticals  that 
other  purchasers,  such 
as  hospitals  and 
HMOs,  routinely 
received,  U.S.  Senator 
David  Pryor  introduced 
legislation  to  secure 
these  discounts  for  the 
Medicaid  program. 


and  abuse  in  the  prescription  drug 
program,  such  as  detecting  over- 
prescribing and  overdispensing  of 
controlled  substances.  Under  the 
new  law,  states  will  be  required  to 
develop  a program  of  retrospective 
utilization  review  and  educational 
outreach  targeted  at  improving  the 
drug  prescribing  and  dispensing 
practices  of  health  professionals. 
Prescription  drug  data  for  this  pur- 
pose will  be  collected  and  com- 
piled from  the  claims  data  submit- 
ted by  pharmacies.  The  data  would 
then  be  analyzed  by  state  drug  use 
review  boards,  established  to  over- 
see the  operation  of  the  state’s  en- 
tire DUR  program.  To  insure  that 
the  retrospective  program  focuses 
on  improving  therapeutic  out- 
comes, one-third  of  the  members 
of  the  board  must  be  practicing 


pharmacists,  and  one-third  must  be 
practicing  physicians.  The  DUR 
board  is  also  responsible  for 
designing  educational  interven- 
tions for  health  professionals,  which 
may  include  mailings,  face-to-face 
meetings,  or  educational  confer- 
ences or  symposiums. 

Pharmacy  stands  to  gain  both  in 
economic  and  professional  terms 
under  the  bill.  No  other  providers 
have  enjoyed  a 4-year  moratorium 
on  reimbursement  reductions  in  a 
third  party  health  care  program.  In 
addition,  the  demonstration  proj- 
ects should  help  pharmacists  firmly 
establish  their  role  in  the  health  care 
system  as  more  than  just  dispens- 
ers of  medications. 

Conclusion 

In  1991,  the  relationship  between 
the  pharmaceutical  industry  and  the 
federal  government  begins  a pro- 
found change.  As  Senator  Pryor  said 
on  the  floor  of  the  Senate  many 
times,  in  the  past  the  federal  gov- 
ernment and  the  state  Medicaid 
programs  have  essentially  “paid 
what  the  the  drug  manufacturers 
have  asked  for.”ln  1990,  Congress 
recognized  that  it  was  squandering 
an  opportunity  to  use  its  tremen- 
dous purchasing  power  for  pre- 
scription drugs  to  obtain  a better 
deal  from  the  manufacturers.  Now, 
Congress  has  mandated  that  state 
Medicaid  programs  pay  a fair  price 
for  drugs,  and  there  is  tremendous 
opportunity  to  improve  the  drug  use 
patterns  in  a population  of  individ- 
uals known  for  taking  a large  num- 
ber of  medications  — the  poor  and 
elderly. 


MRI  UPDATE 


Figure  1 

Clinical  history:  This  is  a 

26-year-old  male  with  back 
pain  and  right  lower  extremity 
radiation. 

Findings:  This  is  an 
example  of  a normal  study  on 
a young  adult.  COMMENT:  MRI 
is  the  screening  test  of  first 
choice  for  suspected  disorders 
of  the  lumbar  spine.  Notice  the 
clear  depiction  of  the  normal 
L5-S1  disc  (figure  1,  crossed 
arrow).  The  discs  of  this 
patient  exhibit  high  signal 
intensity  reflecting  normal 
hydration  and  none  of  the  discs 
are  narrowed.  None  of  the  discs 
indent  the  thecal  sac  which  is 
of  intermediate  signal  intensity 
and  appears  as  the  gray  band 


Figure  2 

in  the  center  of  the  image.  The 
vertebral  bodies  are 
homogeneous  and  free  of 
destructive  lesions.  The  conus 
medullaris  (arrow)  is  normal. 
This  sagittal  image 
demonstrates  the  advantages 
of  MRI  over  other  screening 
modalities.  Routine  CT 
scanning  will  not  display  the 
conus  medullaris,  lesions  of 
which  may  masquerade  as 
disc  herniation.  The  general 
area  of  coverage  is  superior 
with  MRI.  Disc  detail  is  much 
better  displayed  with  MRI. 

The  axial  image  at  L5-S1 
(figure  2)  exhibits  delineation 
of  intraspinal  detail  far 
superior  to  that  of  CT.  The 
right  SI  nerve  root  is  clearly 


displayed  (arrow)  surrounded 
by  normal  perineural  fat  which 
is  the  bright  high  intensity 
material  in  the  periphery  of  the 
spinal  canal.  State-of-the-art 
MR  images  clearly  display  the 
bony  anatomy  of  the  lumbar 
spine  including  the  facet  joints 
(crossed  arrow).  Degenerative 
diseases  and  bony  neoplasm 
are  routinely  detectable. 

MRI  involves  no  ionizing 
radiation  and  no  intrathecal 
contrast  material  is  needed.  It 
is  a patient-friendly  outpatient 
examination  well  suited  for 
screening  purposes. 
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Cooperating  With  Business  Rivals?  From  Ski 
Facilities  to  HospitalJoint  Ventures 

Robert  N.  Berg 


I 


The  first  federal  antitrust  laws 
enacted  in  the  late  19th  century 
A^ere  originally  designed  in  part  in 
order  to  undo,  and  prevent  the  re- 
currence of,  large  accumulations  of 
market  power  by  trusts  and  sub- 
stantial corporations.  Since  then,  it 
has  not  always  been  easy  to  un- 
derstand or  apply  the  antitrust  con- 
cepts and  principles  involved  in  the 
determination  of  whether  an  activ- 
ity constitutes  unlawful  monopolis- 
tic behavior,  on  the  one  hand,  or 
simply  involves  aggressive,  lawful 
competitive  behavior,  on  the  other 
hand.  This  fine  line  — between 
lawful  and  unlawful  activities  — be- 
comes critical  in  inquiries  as  to  how 
far  a business  with  significant  mar- 
ket power  must  go  in  dealing  with 
its  rivals. 

In  1984,  the  United  States  Su- 
preme Court  decided  a case,  in- 
volving ski  facilities  in  Aspen,  Col- 
orado, which  appeared  almost  to 
impose  a duty  on  a business  to  co- 
jioperate  with  its  competitive  rivals, 
under  certain  delineated  circum- 
stances. Although  subsequent  cases 
appear  to  have  retreated  from  this 
position,  a recent  case,  in  the  Elev- 
lenth  Circuit  Court  of  Appeals  (the 
Circuit  in  which  Georgia  Federal 
courts  sit),  dealing  with  a hospital 
durable  medical  equipment  joint 
venture,  has  resulted  in  a renewed 
interest  in  this  antitrust  theory.  This 
month’s  Legal  Page  looks  at  these 
two  cases. 

I 

: Cooperating  with  One’s  Business 
i Rivals 

I In  the  late  1970s,  Aspen,  Colo- 

I 

I 


rado,  boasted  four  significant  ski 
resorts.  Three  of  these  resorts  were 
owned  by  the  Aspen  Skiing  Com- 
pany (Aspen  Mountain/Ajax,  But- 
termilk, and  Snowmass);  the  fourth 
resort,  Highlands,  was  owned  by  a 
rival  company.  Throughout  the 
1960s  and  early  1970s,  the  com- 
panies maintained  a joint  market- 
ing arrangement,  whereby  skiers 
could  purchase  multi-day  tickets, 
redeemable  on  a given  day  at  any 
of  the  four  facilities;  the  two  oper- 
ating companies  would  divide  up 
revenues,  based  upon  actual  usage 
statistics. 

In  the  late  1970s,  the  Aspen  Skiing 
Company  decided  to  discontinue 
the  joint  marketing  arrangement. 
Although  its  stated  reasons  sug- 
gested administrative  and  other  dif- 
ficulties with  the  arrangement,  it 
was  primarily  motivated  by  the  be- 
lief that  it  could  do  better  econom- 
ically — and  cause  the  other  ski 
facility  operator  to  do  worse  — by 
marketing  its  own  three  facilities  on 
a package  basis.  It  also  took  certain 
additional  actions,  apparently  de- 
signed to  make  it  more  difficult  for 
the  other  owner  to  market  its  own 
multi-area  package.  Ultimately,  the 
smaller  owner  filed  an  antitrust  suit 
against  the  Aspen  Skiing  Company, 
contending  that  its  rival’s  actions 
violated  the  Federal  antitrust  laws. 

The  United  States  Supreme  Court 
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agreed,'  holding  that  the  refusal  to 
deal  and  other  actions  by  the  Aspen 
Skiing  Company  violated  the  anti- 
trust laws.  The  Court  started  its 
analysis  by  noting  that  no  company 
— not  even  one  with  monopoly 
power  — has  a general  duty  to  co- 
operate with  its  rivals.  Indeed,  the 
Court  expressly  found  that  the  As- 
pen Skiing  Company  had  no  gen- 
eral duty  to  engage  in  a joint  mar- 
keting program  with  its  competing 
ski  facility  operator. ^ 

At  the  same  time,  the  Court  found 
that  the  law  imposed  certain  duties 
on  the  Aspen  Skiing  Company,  as 
a “monopolist”  (an  entity  with  sub- 
stantial market  power  in  a partic- 
ular relevant  market),  such  that  the 
breach  of  those  duties  could  con- 
stitute a violation  of  the  antitrust 
laws.  In  particular,  the  Court  pointed 
to  the  fact  that  the  decision  to  ter- 
minate the  joint  marketing  arrange- 
ment represented  “an  important 
change  in  the  character  of  the  mar- 
ket.”'^ Moreover,  the  Court  found  that 
the  decision  was  made  not  on  the 
basis  of  legitimate  business  con- 
cerns, but  instead  in  a deliberate 
effort  to  discourage  its  customers 
from  doing  business  with  its  small 
rival.  Also  significant  to  the  Court 
was  the  fact  that,  in  effect,  the  de- 
cision to  stop  the  joint  marketing 
arrangement  sacrificed  short-run 
profits  and  consumer  goodwill, 
presumably  in  exchange  for  a per- 
ceived long-run  impact  on  its  rival’s 
business.  This  type  of  irrational 
business  behavior,  to  the  Court,  was 
the  hallmark  of  an  unlawful  refusal 
to  deal.^ 
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Since  1985,  the  Aspen  Skiing 
Company  decision  has  been  sub- 
ject to  a great  deal  of  debate.  Viewed 
narrowly,  the  decision  is  argued  by 
some  to  stand  for  the  proposition 
that  a firm  having  substantial  mar- 
ket power,  and  in  particular  having 
an  “essential  facility,”  may  not  un- 
dertake certain  types  of  “hard  core” 
competitive  activities,  if  the  result 
will  be  to  destroy  its  business  rivals. 
Viewed  more  expansively,  the  de- 
cision is  argued  by  others  to  mean 
that  firms  with  monopoly  power  may 
be  required  to  provide  benefits  to 
their  competitive  rivals,  in  order  to 
avoid  engaging  in  conduct  deemed 
to  violate  the  antitrust  laws.  A re- 
cent Eleventh  Circuit  case,  analyz- 
ing a hospital  durable  medical 
equipment  joint  venture,  would  ap- 
pear to  support  this  latter  interpre- 
tation. 

Cooperation  with  Rivals  in 

Health  Care  Joint  Ventures 

In  Key  Enterprises  of  Delaware, 
Inc.  V.  Venice  Hospital,^  a retail  sup- 
plier of  durable  medical  equipment 
(DME)  challenged  a joint  venture 
formed  by  a competing  DME  sup- 
plier and  an  affiliate  of  Venice  Hos- 
pital. The  Plaintiff  contended  that, 
prior  to  the  joint  venture,  the  Hos- 
pital had  prohibited  direct  contact 
between  DME  suppliers  and  Hos- 
pital patients,  with  most  patients 
choosing  their  medical  equipment 
based  on  recommendations  from 
home  health  nurses  who  consulted 
with  them  prior  to  discharge  from 
the  Hospital.  After  the  joint  venture, 
however,  an  employee  of  the  joint 
venture,  located  in  the  Hospital,  was 
placed  in  charge  of  arranging  all 
equipment  rentals  for  Hospital  pa- 
tients and  all  medical  equipment 
business  was  referred  to  the  joint 
venture,  unless  the  patient  specifi- 
cally requested  another  supplier.*’ 

As  a result  of  this  and  other  sim- 
ilar activities,  the  joint  venture’s 
share  of  the  local  DME  market  (the 
market  for  prosthetic  devices,  hos- 

pital  beds,  oxygen  equipment, 
wheelchairs,  walkers,  and  the  like) 
increased  from  9%  to  more  than 
60%  in  a little  more  than  2 years. 
Concurrently,  the  market  shares  of 
competing  DME  suppliers,  includ- 
ing the  Plaintiff,  dropped  dramati- 
cally. The  Plaintiff  alleged  that, 
among  other  things,  the  joint  ven- 
ture’s activities  constituted  monop- 
olistic behavior,  violating  the  Fed- 
eral antitrust  laws.  In  part,  these 
allegations  relied  on  the  underlying 
premise  that,  since  the  Hospital  had 
“cooperated”  with  the  joint  venture, 
it  was  also  required  to  cooperate 
with  the  venture’s  business  rivals. 

A Federal  jury  agreed  with  the 
Plaintiff,  awarding  it  total  damages 
in  excess  of  $2  million.  The  trial 
judge  reversed  the  jury,  finding  that 
the  evidence  did  not  support  the 
verdict.  On  appeal,  the  Eleventh 
Circuit  Court  of  Appeals  reversed 
the  trial  judge  and  reinstated  the 
jury  verdict,  finding  that  the  Plaintiff 
indeed  had  established  facts  which 
would  support  the  verdict.  In  par- 
ticular, citing  the  Aspen  Skiing 
Company  case,  the  Eleventh  Circuit 
noted  that  the  Hospital’s  decision 
to  allow  a joint  venture  represent- 
ative access  to  its  patients,  along 
with  limiting  the  authority  of  home 
health  care  nurses  to  discuss  the 
patients’  DME  needs,  was  a “deci- 
sion by  a monopolist  to  make  an 
important  change  in  the  character 
of  the  market,”  virtually  identical  to 
the  decision  by  the  Aspen  Skiing 
Company  to  stop  marketing  jointly 
with  its  rival  ski  facility  operator.” 
The  Court  was  also  persuaded  by 
the  fact  that,  with  the  action  taken 
by  the  joint  venture,  there  was  vir- 
tually no  way  for  competing  DME 
suppliers  to  have  access  to  Hos- 
pital patients,  which  represented  a 
significant  portion  of  the  total  pa- 
tient population  in  the  relevant  mar- 
ket.** Accordingly,  the  Court  upheld 
the  jury  verdict  in  favor  of  the  Plain- 
tiff.9 

Conclusion 

Like  the  Aspen  Skiing  Company 
case,  the  Key  Enterprises  case  is 
subject  to  both  narrow  and  broad 
interpretations.  Viewed  narrowly, 
this  recent  decision  may  be  con 
strued  as  indicating  nothing  more 
than  that  hospital  joint  ventures  will 
be  closely  scrutinized  under  the  an- 
titrust laws,  just  as  joint  ventures  in 
other  industries  may  give  rise  to  an- 
titrust allegations,  depending  upon 
the  market  power  of  the  joint  ven- 
ture and  the  particular  actions 
taken. 

On  the  other  hand,  a more  ex- 
pansive reading  of  the  Key  Enter- 
prises case  may  signal  significant 
problems  for  hospitals  and  others 
involved  in  large  joint  ventures.  In- 
deed, in  an  interview  in  a local 
newspaper,  one  of  the  attorneys  for 
the  defendants  commented  that 
“this  decision  puts  hospitals  with 
any  outside  patient  care  business 
at  incredible  risk  for  the  very  activ- 
ities which  are  the  hospitals’  best 
hope  of  staying  in  business.”  This 
attorney  went  on  to  suggest  that  the 
case  “could  cost  hospitals  across 
the  nation  billions  in  settlements  if 
[the  case  is]  not  overturned. We 
will  be  looking  at  additional  cases 
in  this  area,  over  the  next  few  years, 
to  see  which  reading  of  the  Key  En- 
terprises case  proves  to  be  the  cor- 
rect one. 

Notes 

1 . Aspen  Skiing  Co.  v.  Aspen  Highlands  Skiing 
Corp.,  472  U.S.  585,  105  S.Ct.  2847,  86  L.Ed.2d  467 
(1984). 

2.  Id..  86  L.Ed.2d  at  479. 

3.  Id..  86  L.Ed.2d  at  481. 

4.  Id.,  86  L.Ed.2d  at  482. 

5.  1990-2  CCH  Trade  Cases  ^69,280  (11th  Cir. 
1990). 

6.  Id.,  at  pp.  65,035-37. 

7.  Id.,  at  pp.  65,030-39. 

8.  Id.,  at  p.  65,040. 

9.  The  Court  also  found  that  the  defendants  had 
engaged  in  other  activih’  violative  of  the  antitrust 
laws,  including  conspiracy  and  attempt  to  monop- 
olize under  Section  2 of  the  Sherman  .\ct. 

10.  Fulton  County  Daily  Report.  January  16.  1991 
at  p.  4. 
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VASOTEC  is  contraindicated  in  patients  who 
are  hypersensitive  to  this  product  and  in 
patients  with  a history  of  angioedema  related 
to  previous  treatment  with  an  ACE  inhibitor. 

A diminished  antihypertensive  effect  toward- 
the  end  of  the  dosing  interval  can  occur  in 
some  patients. 

For  a Brief  Summary  of  Prescribing  Information, 
please  see  the  last  page  of  this  advertisement. 
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mERAPY  THAT 
KS  SILENT  AS 
HYPERTENSION  ITSELF 

VASOTEC  is  generally  well  tolerated- 
and  not  characterized  by  certain 
undesirable  effects  associated 
with  selected  agents  in  other 
antihypertensive  classes. 


VASOTEC 


(ENALAPRIL  AMLEATEl  MSD) 

VASOTEC  is  available  in  2.5-mg,  5-mg,  10-mg,  and  20-mg  tablet  strengths. 

Contraindications:  VASOTEC®  (Enaiapril  Maleale.  MSD)  is  contraindicated  in  patients  who  are  hypersensitive  to  this 
product  and  in  patients  with  a history  ol  angioedema  related  to  previous  treatment  with  an  ACE  inhibitor 
Warnings:  Angioedema:  Angioedema  of  the  lace,  extremities,  lips,  tongue,  glottis,  and/or  larynx  has  been  reported  in 
patients  treated  with  ACE  inhibitors,  inctuding  VASOTEC  In  such  cases,  VASOTEC  should  be  promptly  discontinued  and 
appropriate  therapy  and  monitoring  should  be  provided  until  complete  and  sustained  resolution  ol  signs  and  symptoms 
has  occurred.  In  instances  where  swelling  has  been  confined  to  the  face  and  lips,  the  condition  has  generally  resolved 
without  treatment,  although  antihistamines  have  been  useful  in  relieving  symptoms.  Angioedema  associated  with 
laryngeal  edema  may  be  fatal  Where  there  is  involvement  ol  the  tongue,  glottis,  or  larynx  likely  to  cause  airway 
obstruction,  appropriate  therapy,  e.g.,  subcutaneous  epinephrine  solution  1:1000  (0.3  ml  to  0.5  ml)  and/or 
measures  necessary  to  ensure  a patent  airway,  should  be  promptly  provided.  (See  ADVERSE  REACTIONS ) 
Hypotension:  Excessive  hypotension  is  rare  in  uncomplicated  hypertensive  patients  treated  with  VASOTEC  alone.  Patients 
with  heart  failure  given  VASOTEC  commonly  have  some  reduction  in  blood  pressure,  especially  with  the  first  dose,  but 
discontinuation  of  therapy  lor  continuing  symptomatic  hypotension  usually  is  not  necessary  when  dosing  instructions  are 
followed;  caution  should  be  observed  when  initiating  therapy,  (See  DOSAGE  AND  ADMINISTRATION.)  Patients  at  risk  lor 
excessive  hypotension,  sometimes  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal  failure 
and/or  death,  include  those  with  the  following  conditions  or  characteristics:  heart  failure,  hyponatremia,  high-dose  diuretic 
therapy,  recent  intensive  diuresis  or  increase  In  diuretic  dose,  renal  dialysis,  or  severe  volume  and/or  salt  depletion  ot  any 
etiology.  It  may  be  advisable  to  eliminate  the  diuretic  (except  in  patients  with  heart  failure),  reduce  the  diuretic  dose,  or 
increase  salt  intake  cautiously  before  initiating  therapy  with  VASOTEC  in  patients  at  risk  lor  excessive  hypotension  who  are 
able  to  tolerate  such  adjustments,  (See  PRECAUTIONS,  Drug  interactions  and  ADVERSE  REACTIONS.)  In  patients  at  risk  for 
excessive  hypotension,  therapy  should  be  started  under  very  close  medical  supervision  and  such  patients  should  be 
lollowed  closely  for  the  first  two  weeks  ol  treatment  and  whenever  the  dose  ol  enaiapril  and/or  diuretic  is  increased  Similar 
considerations  may  apply  to  patients  with  ischemic  heart  disease  or  cardiovascular  disease  in  whom  an  excessive  fall  in 
blood  pressure  could  result  m a myocardial  inlarction  or  cerebrovascular  accident 

It  excessive  hypotension  occurs,  the  patient  should  be  placed  in  the  supine  position  and,  if  necessary,  receive  an 
intravenous  infusion  ot  normal  saline  A transient  hypotensive  response  is  not  a contraindication  to  further  doses  of 
VASOTEC,  which  usually  can  be  given  without  difficulty  once  the  blood  pressure  has  stabilized.  It  symptomatic  hypoten- 
sion develops,  a dose  reduction  or  discontinuation  of  VASOTEC  or  concomitani  diuretic  may  be  necessary, 
Neutropenia/Agranuiocylosis:  Another  ACE  inhibitor,  caplopril,  has  been  shown  to  cause  agranulocytosis  and  bone 
marrow  depression,  rarely  in  uncomplicated  patients  but  more  Irequenlly  in  patients  with  renal  impairment,  especially  if 
they  also  have  a collagen  vascular  disease  Available  data  from  clinical  trials  ol  enaiapril  are  insufficient  to  show  that 
enaiapril  does  not  cause  agranulocytosis  at  similar  rales  Foreign  marketing  experience  has  revealed  several  cases  ol 
neutropenia  or  agranulocytosis  in  which  a causal  relationship  to  enaiapril  cannot  be  excluded  Periodic  monitoring  ol  while 
blood  cell  counts  in  patients  with  collagen  vascular  disease  and  renal  disease  should  be  considered. 

Fetal/Neonatal  Morbidity  and  Morlaiity:  ACE  inhibitors,  including  VASOTEC,  can  cause  fetal  and  neonatal  morbidity  and 
mortality  when  administered  to  pregnant  women 

Enaiapril  crosses  the  human  placenta  When  ACE  inhibitors  have  been  used  during  the  second  and  third  trimesters  of 
pregnancy,  there  have  been  reports  ol  hypotension,  renal  failure,  skull  hypoplasia,  and/or  death  in  the  newborn. 
Oligohydramnios  has  also  been  reported,  presumably  representing  decreased  renal  function  in  the  fetus:  limb  contrac- 
tures. craniofacial  deformities,  hypoplastic  lung  development  and  intrauterine  growth  retardation  have  been  reported  in 
association  with  oligohydramnios.  Patients  who  do  require  ACE  inhibitors  during  the  second  and  third  trimesters  ot 
pregnancy  should  be  apprised  of  the  potential  hazards  to  the  fetus,  and  frequent  ultrasound  examinations  should  be 
performed  to  look  lor  oligohydramnios  If  oligohydramnios  is  observed,  VASOTEC  should  be  discontinued  unless  it  is 
considered  life-saving  tor  the  mother 

Other  potential  risks  to  the  letus/neonale  exposed  to  ACE  inhibitors  include,  intrauterine  growth  retardation,  prematurity 
patent  ductus  arteriosus:  lelal  death  has  also  been  reported.  It  is  not  clear,  however,  whether  these  reported  events  are 
related  to  ACE  inhibition  or  the  underlying  maternal  disease.  It  is  not  known  whether  exposure  limited  to  the  first  trimester 
can  adversely  affect  fetal  outcome 

Infants  exposed  irt  utero  to  ACE  inhibitors  should  be  closely  observed  lor  hypotension,  oliguria,  and  hyperkalemia.  If 
oliguria  occurs,  attention  should  be  directed  toward  support  ot  blood  pressure  and  renal  perlusion 
Enaiapril  has  been  removed  from  the  neonatal  circulation  by  peritoneal  dialysis  and  theoretically  may  be  removed  by 
exchange  transfusion,  although  there  is  no  experience  with  the  latter  procedure. 

There  was  no  fetotoxicity  or  teratogenicity  in  rats  treated  with  up  to  200  mg/kg/day  of  enaiapril  (333  times  the  maximum 
human  dose).  Fetotoxicity,  expressed  as  a decrease  in  average  fetal  weight,  occurred  in  rats  given  1200  mg/kg/day  of 
enaiapril,  but  did  not  occur  when  these  animals  were  supplemented  with  saline,  Enaiapril  was  not  teratogenic  in  rabbits 
However,  maternal  and  lelal  toxicity  occurred  in  some  rabbits  at  doses  ol  1 mg/kg/day  or  more  Saline  supplementation 
prevented  the  maternal  and  fetal  toxicity  seen  at  doses  of  3 and  10  mg/kg/day  but  not  at  30  mg/kg/day  (50  times  the 
maximum  human  dose). 

If  VASOTEC  IS  used  during  pregnancy  or  if  the  patient  becomes  pregnant  while  taking  VASOTEC,  the  patient  should  be 
apprised  of  the  potential  hazards  to  the  fetus 

Precautions:  Generai:  Impaired  Renal  Function:  As  a consequence  of  inhibiting  the  renm-angiolensm-aldoslerone 
system,  changes  in  renal  function  may  be  anticipated  in  susceptible  individuals.  In  patients  with  severe  heart  failure  whose 
renal  function  may  depend  on  the  activity  ol  the  renin-angiolensin-aldosterone  system,  treatment  with  ACE  inhibitors, 
including  VASOTEC,  may  be  associated  with  oliguria  and/or  progressive  azotemia  and  rarely  with  acute  renal  failure  and/or 
death. 

In  clinical  studies  in  hypertensive  patients  with  unilateral  or  bilateral  renal  artery  stenosis,  increases  in  blood  urea  nitrogen 
and  serum  creatinine  were  observed  in  20%  ol  patients.  These  increases  were  almost  always  reversible  upon  discontinua- 
tion ol  enaiapril  and/or  diuretic  therapy.  In  such  patients,  renal  function  should  be  monitored  during  the  first  tew  weeks  of 
therapy 

Some  patients  with  hypertension  or  heart  failure  with  no  apparent  preexisting  renal  vascular  disease  have  developed 
increases  in  blood  urea  and  serum  creatinine,  usually  minor  and  transient,  especially  when  VASOTEC  has  been  given 
concomitantly  with  a diuretic.  This  is  more  likely  to  occur  in  patients  with  preexisting  renal  impairment  Dosage  reduction 
and/or  discontinuation  ol  the  diuretic  and/or  VASOTEC  may  be  required 

Evaluation  of  patients  with  hypertension  or  heart  tallure  should  always  Include  assessment  ot  renal  function. 

(See  DOSAGE  AND  ADMINISTRATION.) 

Hyperkalemia:  Elevated  serum  potassium  (>  5,7  mEq/L)  was  observed  m approximately  1%  ol  hypertensive  patients  in 
clinical  trials.  In  most  cases  these  were  isolated  values  which  resolved  despite  continued  therapy  Hyperkalemia  was  a 
cause  ol  discontinuation  of  therapy  m 0 28%  ol  hypertensive  patients.  In  clinical  trials  in  heart  tallure,  hyperkalemia  was 
observed  in  38%  of  patients,  but  was  not  a cause  lor  discontinuation. 

Risk  factors  for  the  development  ol  hyperkalemia  include  renal  insufficiency,  diabetes  mellilus,  and  the  concomitant  use  ol 
potassium-sparing  diuretics,  potassium  supplements,  and/or  potassium-containing  salt  substitutes,  which  should  be 
used  cautiously,  it  at  all.  with  VASOTEC  {See  Drug  Interactions.) 

Cough:  Cough  has  been  reported  with  the  use  ol  ACE  inhibitors.  Characteristically,  the  cough  is  nonproductive,  persistent 
and  resolves  after  discontinuation  ol  therapy  ACE  inhibitor-induced  cough  should  be  considered  as  part  ol  the  ditlerenlial 
diagnosis  ol  cough. 

Surgery/Anesthesia:  In  patients  undergoing  maior  surgery  or  during  anesthesia  with  agents  that  produce  hypotension, 
enaiapril  may  block  angiotensin  It  formation  secondary  to  compensatory  renin  release.  If  hypotension  occurs  and  is 
considered  to  be  due  to  this  mechanism,  it  can  be  corrected  by  volume  expansion 

Iniormalion  tor  Palients:  Angioedema:  Angioedema.  including  laryngeal  edema,  may  occur  especially  lollowing  the  lirsi 
dose  of  enaiapril.  Palients  should  be  so  advised  and  told  to  report  immediately  any  signs  or  symptoms  suggesting 
angioedema  (swelling  ot  face,  extremities,  eyes,  lips,  tongue,  difficulty  in  swallowing  or  breathing)  and  to  take  no  more  drug 
until  they  have  consulted  with  the  prescribing  physician. 

Hypotension  Patients  should  be  cautioned  to  report  lighiheadedness,  especially  during  the  first  lew  days  ol  therapy  It 


actual  syncope  occurs,  the  patients  should  be  told  to  discontinue  the  drug  until  they  have  consulted  with  the  prescrib 
physician. 

All  palients  should  be  cautioned  that  excessive  perspiration  and  dehydration  may  lead  to  an  excessive  fall  in  bli 
pressure  because  of  reduction  in  fluid  volume.  Other  causes  ol  volume  depletion  such  as  vomiting  or  diarrhea  may  a 
lead  to  a fall  in  blood  pressure;  palients  should  be  advised  to  consult  with  the  physician. 

Hyperkalemia:  Patients  should  be  told  not  to  use  salt  substitutes  containing  potassium  without  consulting  their  physio 
Neutropenia  Patients  should  be  told  to  report  promptly  any  indication  ol  infection  (e  g,,  sore  throat,  fever)  which  may  t 
sign  of  neutropenia 

NOTE:  As  with  many  other  drugs,  certain  advice  to  patients  being  treated  with  enaiapril  is  warranted.  This  informatio 
intended  to  aid  in  the  sale  and  effective  use  ol  this  medication.  It  is  not  a disclosure  ol  all  possible  adverseor  intended  elfe 
Drug  interactions:  Hypotension:  Patients  on  Diuretic  Therapy:  Patients  on  diuretics  and  especially  those  in  whom  diur 
therapy  was  recently  instituted  may  occasionally  experience  an  excessive  reduction  of  blood  pressure  after  initiatioi 
therapy  with  enaiapril.  The  possibility  of  hypotensive  effects  with  enaiapril  can  be  minimized  by  either  discontinuing 
diuretic  or  increasing  the  salt  intake  prior  to  initiation  of  treatment  with  enaiapril.  If  it  is  necessary  to  continue  the  diure 
provide  close  medical  supervision  after  the  initial  dose  lor  at  least  two  hours  and  until  blood  pressure  has  stabilized  Ic 
least  an  additional  hour.  (See  WARNINGS  and  DOSAGE  AND  ADMINISTRATION.) 

Agents  Causing  Renin  Release:  The  antihypertensive  effect  of  VASOTEC*  (Enaiapril  Maleate,  MSD)  is  augmented 
anti  hypertensive  agents  that  cause  renin  release  (e  g.,  diuretics). 

Other  Cardiovascular  Agents:  VASOTEC  has  been  used  concomitantly  with  beta-adrenergic-blocking  agents,  methyldc 
nitrates,  calcium-blocking  agents,  hydralazine,  prazosin,  and  digoxin  without  evidence  ol  clinically  signilicant  adve 
interactions. 


Agents  Increasing  Serum  Potassium:  VASOTEC  attenuates  potassium  loss  caused  by  thiazide-type  diuretics.  Potassii 
sparing  diuretics  (eg.,  spironolactone,  triamterene,  or  amiloride),  potassium  supplements,  or  potassium-containing 
substitutes  may  lead  to  significant  increases  in  serum  potassium.  Therefore,  if  concomitant  use  ol  these  agent 
indicated  because  ol  demonstrated  hypokalemia,  they  should  be  used  with  caution  and  with  frequent  monitoring  ol  sei 
potassium.  Potassium-sparing  agents  should  generally  not  be  used  in  patients  with  heart  failure  receiving  VASOTEC. 
Lithium.  Lithium  toxicity  has  been  reported  m patients  receiving  lithium  concomitantly  with  drugs  which  cause  elimina 
ol  sodium,  including  ACE  inhibitors.  A few  cases  of  lithium  toxicity  have  been  reported  in  patients  receiving  concomi' 
VASOTEC  and  lithium  and  were  reversible  upon  discontinuation  ot  both  drugs.  It  is  recommended  that  serum  lithium  le' 
be  monitored  frequently  if  enaiapril  is  administered  concomitantly  with  lithium. 

Pregnancy:  Pregnancy  Category  D.  See'NAMUGS.Fetal/NeonalalMorbidityandMorlalily. 

Nursing  Mothers-  Enaiapril  and  enalaprilal  are  delected  in  human  milk  in  trace  amounts.  Caution  should  be  exerci 
when  VASOTEC  is  given  to  a nursing  mother. 

Pediatric  Use:  Salely  and  elfectiveness  in  children  have  not  been  established. 

Adverse  Reactions:  VASOTEC  has  been  evaluated  lor  safety  in  more  than  10,000  patients,  including  over  1000  palit 
treated  lor  one  year  or  more.  VASOTEC  has  been  found  to  be  generally  well  tolerated  in  controlled  clinical  trials  invol' 
2987  patients. 

HYPERTENSION:  The  most  frequent  clinical  adverse  experiences  in  controlled  trials  were:  headache  (5.2%),  dizziH 
(4  3%).  and  fatigue  (3%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  controlled  clinical  trials  w 
diarrhea  (1,4%),  nausea  (1.4%),  rash  (1.4%),  cough  (1,3%),  orthostatic  eltects  (1,2%),  and  asthenia  (1.1%). 

HEART  FAILURE:  The  most  frequent  clinical  adverse  experiences  in  both  controlled  and  uncontrolled  trials  were:  dizzir 
(79%).  hypotension  (6.7%).  orthostatic  effects  (2.2%),  syncope  (2.2%),  cough  (2.2%),  chest  pain  (2.1%),  and  diarr: 
(2.1%). 

Other  adverse  experiences  occurring  in  greater  than  1%  of  patients  treated  with  VASOTEC  in  both  controlled 
uncontrolled  clinical  Inals  were:  fatigue  (1,8%),  headache  (1.8%),  abdominal  pain  (1,6%),  asthenia  (16814.  orthost| 
hypotension  (1.6%),  vertigo  (1.6%),  angina  pectoris  (1.5%),  nausea  (1.3%),  vomiting  (1.3%),  bronchitis  (1,3%),  dyspj 
(1,3%),  urinary  tract  infection  (1,3%),  rash  (1.3%),  and  myocardial  infarction  (1.2%). 

Other  serious  clinical  adverse  experiences  occurring  since  the  drug  was  marketed  or  adverse  experiences  occurrinr 
0.5%  to  1%  ol  palients  with  hypertension  or  heart  failure  in  clinical  trials  in  order  ol  decreasing  severity  within  e 
category: 

Cardiovascular:  Cardiac  arrest:  myocardial  intarction  or  cerebrovascular  accident,  possibly  secondary  to  exces 
hypotension  m high-risk  patients  (see  WARNINGS.  Hypotension),  pulmonary  embolism  and  infarction,  pulmonary  ede 
rhythm  disturbances  including  atrial  tachycardia  and  bradycardia,  atrial  fibrillation;  palpitation. 

Digestive:  Ileus,  pancreatitis,  hepatitis  (hepatocellular  [proven  on  rechallenge]  or  cholestatic  jaundice),  melena,  anore 
dyspepsia,  constipation,  glossitis,  stomatitis,  dry  mouth. 

Musculoskeletal:  Muscle  cramps 

Nervous/Psychiatric:  Depression,  confusion,  ataxia,  somnolence,  insomnia,  nervousness,  paresthesia. 

Respiratory:  Bronchospasm,  rhinorrhea,  sore  throat  and  hoarseness,  asthma,  upper  respiratory  inleclion. 

Skin:  Extolialive  dermatitis,  toxic  epidermal  necrolysis.  Stevens- Johnson  syndrome,  herpes  zoster,  erythema  mulliloi 
urticaria,  pruritus,  alopecia,  flushing,  diaphoresis. 


Special  Senses.  Blurred  vision,  taste  alteration,  anosmia,  tinnitus,  conjunctivitis,  dry  eyes,  tearing,  | 

Urogenital  Renal  lailure,  oliguria,  renal  dysfunction  (see  PRECAUTIONS  and  DOSAGE  AND  ADMINISTRATION),  impote 
A symptom  complex  has  been  reported  which  may  include  a positive  ANA,  an  elevated  erythrocyte  sedimentation 
arthralgia/arihrilis,  myalgia,  fever,  serositis,  vasculitis,  leukocytosis,  eosinophilia,  photosensitivity,  rash,  and  other  der 
lologic  manileslalions. 

Angioedema.  Angioedema  has  been  reported  in  patients  receiving  VASOTEC  (0.2%).  Angioedema  associated 
laryngeal  edema  may  be  fatal.  It  angioedema  ol  the  face,  extremities,  lips,  tongue,  glottis,  and/or  larynx  occurs,  treatr 
with  VASOTEC  should  be  discontinued  and  appropriate  therapy  instituted  immediately.  (See  WARNINGS.) 


Hypotension:  In  the  hypertensive  patients,  hypotension  occurred  in  09%  and  syncope  occurred  in  05%  of  pati 
lollowing  the  initial  dose  or  during  extended  therapy.  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  thera, 
0,1%  ol  hypertensive  palients.  In  heart  lailure  patients,  hypotension  occurred  in  6.7%  and  syncope  occurred  in  2 2' 
patients.  Hypotension  or  syncope  was  a cause  lor  discontinuation  ol  therapy  in  1 9%  ol  patients  with  heart  failure 
WARNINGS) 

Fetal/Neonatal  Morbidity  and  Mortality:  In  infants  exposed  in  utero  to  ACE  inhibitors  the  following  adverse  experiei 
have  been  reported  Fetal  and  neonatal  death,  renal  lailure,  hypoplastic  lung  development,  hypotension,  hyperkalej, 
skull  hypoplasia,  limb  contractures,  craniolacial  delormilies.  intrauterine  growth  retardation,  premalunty  and  p^i 
ductus  arteriosus  {See'NARWNGS.  Felal/Neonalal  Morbidity  and  Morlaiity)  ^ 

Clinical  Laboratory  Test  Findings.  Serum  Electrolytes  Hyperkalemia  (see  PRECAUTIONS),  hyponatremia 
Creatinine.  Blood  Urea  Nitrogen:  In  controlled  clinical  trials,  minor  increases  in  blood  urea  nitrogen  and  serum  creatn 
reversible  upon  discontinuation  ol  therapy,  were  observed  in  about  0 2%  ol  patients  with  essential  hypertension  Ire 
with  VASOTEC  alone.  Increases  are  more  likely  to  occur  in  patients  receiving  concomitant  diuretics  or  in  patients  with  r 
artery  stenosis.  (See  PRECAUTIONS.)  In  patients  with  heart  lailure  who  were  also  receiving  diuretics  with  or  wit 
digitalis,  increases  m blood  urea  nitrogen  or  serum  creatinine,  usually  reversible  upon  discontinuation  ot  VASOTEC  ar 
other  concomitant  diuretic  therapy  were  observed  in  about  11%  ol  patients  Increases  in  blood  urea  nitrogen  or  creali  l 
were  a cause  lor  discontinuation  in  1.2%  ol  patients  | 

Hemoglobin  and  Hematocrit:  Small  decreases  in  hemoglobin  and  hematocrit  (mean  decreases  of  approximately  03|i 
and  1 0 vol%.  respectively)  occur  frequently  in  either  hypertension  or  heart  failure  patients  treated  with  VASOTEC  bua 
rarely  ol  clinical  importance  unless  another  cause  ol  anemia  coexists  In  clinical  trials,  less  than  01%  ol  patw 
discontinued  therapy  due  to  anemia  i 


Other  (Causal  Relationship  Unknown):  In  marketing  experience,  rare  cases  ol  neutropenia,  thrombocy- 
topenia, and  bone  marrow  depression  have  been  reported  A lew  cases  ol  hemolysis  have  been  reported 
in  patients  with  G6PD  deficiency 

Liver  Function  Tests:  Elevations  ot  liver  enzymes  and/or  serum  bilirubin  have  occurred 

For  more  detailed  inlormation.  consult  your  MSD  Representative  or  see  Prescribing  Information.  Merck 

Sharp  <S  Dohme.  Division  ot Merck  <S  Co.  Inc.  West  Point.  PA  19486  J9VS61R2(8241 
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High  Energy  Radiation:  High  Tech  Warfare 
Against  Cancer 

Thomas  Jack  Tidwell,  M.D. 


Microwave  electronics,  laser 
beams,  particle  accelera- 
tion, wave  guides,  electron  guns, 
bending  magnets,  klystrons,  mag- 
netrons, computer  graphics  termi- 
nals, x-ray  data  digitizers,  CT  and 
MRl  interfacing,  photon  beams,  and 
electron  beams  might  sound  like 
“Star  Wars”  weaponry,  but  all  these 
terms  refer  to  technical  tools  used 
daily  by  the  radiotherapist  and  his 
or  her  team  of  specialists,  the  ra- 
diation physicist,  the  dosimetrist, 
the  radiation  technologist,  and  the 
electronics  engineer. 

Largely  because  of  the  require- 
ment to  understand  these  powerful 
and  specifically  useful  electronic 
tools  and  the  accompanying  dis- 
ciplines of  radiobiology  and  radia- 
tion physics,  the  field  of  Radio- 
therapy, or  Radiation  Oncology,  has 
become  a specialty  apart  from  Di- 
agnostic Radiology.  Today’s  radio- 
therapists undergo  4 or  5 years  of 
postgraduate  medical  training  in 
their  preparation  for  serving  as  the 
interface  between  a challenging  and 
changing  “Star  Wars”  technology  on 
the  one  hand  and  an  emotionally 
taxing  clinical  subspecialty  on  the 
other. 

One  of  the  most  common  tools 
used  today  is  the  linear  accelerator, 
abbreviated  as  LINAC.  It  produces 
x-rays  and  works  basically  by  ac- 
celerating a precisely  controlled 
stream  of  electrons  to  nearly  light 
[speed  and  ramming  them  into  a 
metal  target.  This  interaction  pro- 
jduces  a beam  of  x-rays  50  to  200 
times  the  energy  of  ordinary  diag- 


^ rtigh  energy 
equipment  causes 
fewer  complications  at 
curative  dose  levels  in 
deep-seated  lesions,  so 
the  radiotherapist 
seeking  cure  is  less 
likely  to  be  penalized 
in  court  for  his/her 
attempt.  J 

nostic  x-rays.  The  geometry  of  the 
energy  deposition  in  the  body 
measured  in  centigray,  cGy,  (or  rad) 
is  carefully  planned  prior  to  treat- 
ment by  aiming  radiation  beams  at 
different  angles  or  rotationally  on  a 
computer  screen  at  a precon- 
structed model  of  the  patient’s  tu- 
mor. The  patient  is  then  set  up  on 
a specially  constructed  rotational 
diagnostic  x-ray  machine  called  a 
simulator  which  helps  correlate  ac- 
tual anatomy  to  the  plan.  Finally, 
the  patient  is  subjected  to  the  ra- 
diation treatment  beam,  and  other 
treatment  films  are  made  to  verify 
its  accuracy. 


Dr.  Tidwell  practices  radiation  oncology.  Send  re- 
print requests  to  him  at  The  Griffin  Cancer  Treat- 
ment Center,  528  South  Eighth  St.,  Griffin,  GA  30223. 

This  article  was  prepared  at  the  request  of  the 
Georgia  Division  of  the  American  Cancer  Society. 
Those  wishing  to  contribute  articles  to  this  Section 
should  contact  Dr.  Tom  Phillips,  7ouma/  CANCER 
Editor,  25  Prescott  St.,  Atlanta,  GA  30365. 


Evolution  of  Equipment 

For  30  or  40  years,  before  high 
energy  machines  came  into  the 
mainstream,  low  energy  equipment 
was  used  to  treat  everything  re- 
quiring external  beam  radiation. 
From  the  beginning,  however,  it  has 
been  a struggle,  particularly  in  the 
treatment  of  deeper  seated  lesions, 
to  avoid  radiation  toxicity  both  short 
and  long  term.  In  the  pursuit  of  low- 
ering the  side  effects  and  compli- 
cations of  treatment,  technology  has 
progressed  to  the  present  era  of 
multiple  energy  capability. 

Lower  energy  machines  are  still 
useful  in  treating  tumors  needing 
less  penetration,  such  as  in  head 
and  neck  and  extremity  lesions,  and 
in  palliating  lesions  not  requiring 
very  high  doses. 

High  Energy  Advantages 

Though  more  expensive,  the 
modern  high  energy  linear  accel- 
erator has  become  very  popular  with 
radiotherapists  because  of  the  fact 
that  its  higher  energy  capability 
produces  a sharper  photon  beam 
which  has  better  penetration  and 
greater  skin-sparing  capability.  In 
using  higher  energy  beams  in  deep- 
seated  lesions,  less  dose  is  re- 
quired to  be  delivered  to  areas  pe- 
ripheral to  the  tumor.'  These  areas 
need  to  be  protected  from  radiation 
to  whatever  degree  is  possible  so 
complications  can  be  avoided.  Ra- 
diation doses  to  bladder,  bowel,  and 
rectum  need  to  be  kept  to  a critical 
minimum  in  treatment  of  gyneco- 
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logic  and  prostate  cancers.  In  the 
treatment  of  lung  cancer,  avoid- 
ance of  dosing  the  spinal  cord,  the 
esophagus,  and  large  cardiac  and 
lung  volumes  can  be  critical. ^ 

Old  Dilemma,  New  Solution 

Because  of  the  ever  present  po- 
tential damage  to  surrounding  tis- 
sue, the  radiation  oncologist  is  con- 
stantly faced  with  potential 
treatment  complications,  which 
unfortunately  occur  in  direct  pro- 
portion to  the  dose  delivered  to  pa- 
tient. On  the  other  hand,  the  ther- 
apist also  knows  that  being  as  little 
as  500  rads  short  of  the  5000  to  7500 
rads  generally  required  to  eliminate 
a tumor  (depending  on  tumor  vol- 
ume and  histology)  can  make  a dra- 
matic difference  in  cure  rates.  The 
radiotherapist  must  daily  wrestle 
with  the  following  very  tough  tech- 
nical, legal,  medical,  and  ethical 
question,  which  has  no  agreed- 
upon  optimum  answer: 

“Should  1 risk  morbidity  and  thus 
negativity  from  the  referring  phy- 
sician and  the  patient  by  giving 
a higher  dose,  or  should  I sac- 
rifice a higher  cure  rate  by  low- 
ering the  dose?” 

An  ironic  truth  well  known  to  vet- 
eran radiotherapists  is  that  patients 
in  whom  treatment  fails  take  med- 
ico-legal recourse  less  often  than 
patients  who  live  to  have  compli- 
cations. In  other  words,  the  radio- 
therapist is  penalized  for  giving  cu- 
rative treatment.  The  radiotherapist 
truly  is  in  a gap  between  a “rock 
and  a hard  place.” 

To  the  rescue  can  be  the  advan- 
tages of  the  sharpness,  better  pen- 
etration, and  the  lower  integral  dose 
of  the  high  energy  beam.  The  “com- 
fort gap”  in  the  dilemma  is  thus  ex- 
tended, and  the  therapist  can  either 
treat  more  aggressively  for  a higher 
cure  rate,  or  he/she  can  relax  more 
secure  that  he/she  will  incur  less 
morbidity,  or  both. 

Electron  Beam  Capabilities 

The  high  energy  accelerator  of- 
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y today’s  standards 
in  radiotherapy,  deep- 
seated  cancers  such  as 
prostate,  uterus, 
rectum,  cervix,  or  lung 
should  be  treated  on 
high  energy 
accelerators  producing 
a minimum  of  10  MV 
x-rays.  J 

fers  more  than  just  the  advantage 
of  better  sharpness  and  penetra- 
tion. The  energy  of  the  accelerated 
electrons  in  the  high  energy  LINAC 
are  themselves  powerful  enough  to 
treat  a patient.  In  the  high  energy 
machine,  the  electron  beam,  in- 
stead of  being  directed  to  a metal 
target,  can  be  passed  through  a 
scattering  foil  and  then  uniformly 
out  onto  the  patient.  Being  a shower 
of  particles,  the  electron  beam  is 
almost  totally  absorbed  by  the  first 
few  centimeters  of  tissue.  This  al- 
lows for  treatment  of  shallow-depth 
lesions  without  dosing  underlying 
tissues.  Thus,  for  instance,  one  can 
avoid  dosing  the  lung  when  only 
the  chest  wall  is  necessary,  and  one 
can  avoid  the  spinal  cord  when 
treating  posterior  neck  nodes. 

Is  Georgia  Keeping  Up? 

Since  our  most  recent  textbook 
teachings^®  and  practices  in 
radiotherapy’®  suggest  that  a pre- 
ponderance of  patients  today  will 
benefit  from  access  to  treatment  on 
a high  energy  machine,  referring 
physicians  are  advised  to  recognize 
their  responsibility  to  have  their  pa- 
tients treated  in  a facility  that,  on- 
site, provides  the  full  range  of  ener- 
gies required  by  today’s  standards. 

If  a standard  in  radiation  therapy 
is  important,  that  direction  is  clearly 
set  by  the  nation’s  top  cancer  cen- 


ters as  defined  by  the  latest  annua 
physician  poll  published  by  US 
News  and  World  Report.  A survey 
of  these  well  respected  facilities’' 
has  shown  that  100  percent  of  then 
have  multi-energy  capability  (i.e. 
both  high  and  low  energy). 

From  a recent  analysis  of  radia 
tion  facilities  in  Georgia,  it  is  no 
table  that  already  there  are  up-to 
date  facilities  offering  both  high  anc 
low  energy  equipment  in-house  ir 
13  cities  outside  of  the  Atlanta  area 
In  the  Atlanta  area  itself,  eight  o 
the  10  hospitals  with  radiation  ther 
apy  offer  both  high  and  low  energ]- 
equipment,  the  only  two  excep 
tions  will  both  also  soon  have  th( 
new  equipment. 

Conclusion 

By  and  large,  Georgia  is  keepimj 
up  with  the  new  high  energy  tech 
nology  in  radiation  therapy.  Geoi 
gia  physicians  and  their  patients  cai’ 
comfortably  be  aware  that  high  er 
ergy  machines,  which  offer  distinc 
improvements  in  both  morbidit 
and  cure  rates,  if  sought,  generall 
can  be  found  to  be  availabl 
throughout  the  state.  | 
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OMMITTED  TO  EXCELLENCE 


Roche 

Laboratories 
presents  the 
winners  of 
the  1990 


Please  join  us  in  honoring  these  out- 
standing Roche  sales  representatives 
who  have  distinguished  themselves  by 
a truly  exceptional  level  of  professional- 
ism, performance  and  dedication  to 
quality  health  care. 

Throughout  the  year,  each  of 
these  award-winning  individuals  has 
consistently  exemplified  the  Roche 
Commitment  to  Excellence,  and  we're 
proud  to  invite  you  to  share  in  congrat- 
ulating them  on  their  achievement. 


Debra  A.  Fichera 


Edward  A.  Kenreich,  Jr. 


J.  Ralph  Veal 


Michael  S.  Willett 


I Turn  the  page  to  see  one  of  the  many  ways  your  award-winning  Roche  representative  can  assist  you  and  your  patients. 
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Roche 

Laboratories 
presents  the 
resource  library 
for  patient 
information 


You,  your  medical  problem 
and  your  treatment  with 

EFUDEX' 
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ROCHE 


MEDICATION 

EDUCATION 


Your  Roche  representative  offers  you 
access  - without  expense  or  obligation  - 
to  a comprehensive  library  of  patient 
information  booklets  designed  to  sup- 
plement rather  than  supplant  your  rap- 
port with  your  patients. 

Each  booklet  helps  you  provide... 

• Reinforcement  of  your  instructions 

• Enhancement  of  compliance 

• Satisfaction  with  office  visits 

Your  Roche  representative  will  be  hap- 
py to  provide  a complete  catalog  of 
available  booklets  and  complimentary 
supplies  of  those  that  are  applicable  to 
your  practice. 


brand  of  «*hl(»f«liaK5-{»oxicie and 
atmlfiptylim*  HCt/Rocbc  C 
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sasons  '&U  Belong  With  MAG  Mutual 


Switch,  And 

Y)uVe  Covered 


Switch  to  MAG  Mutual  under  Prior  Acts  Coverage  and  there’s  no  need  to  purchase 
expensive  tail  coverage  from  your  previous  carrier. 

Prior  Acts  is  available  from  MAG  Mutual  at  no  additional  cost.  And  you’ll  be  covered 
yesterday,  today,  and  tomorrow  by  a company  owned  and  directed  by  Georgia  physicians  for 
Georgia  physicians. 

^u  belong  with  MAG  Mutual.  For  information,  call  (404)  842'5600. 

Tolhfree,  call  1-800^282-4882. 


MAG  MUTUAL  INSURANCE  COMPANY  mUTUHr 

You  Dont  Just  Oum  The  Policy,  You  Own  The  Company. 


Endorsed  by  the  Medical  Association  of  Georgia  and  the  Georgia  Academy  of  Family  Physicians. 


BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi-i 
ronment  and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- ' 
ify.  Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  HEALTH 
PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 
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PHYSICIAN  WANTED 


Georgia  Department  of  Corrections 

.eeks  candidates  for  state-wide 
kfedical  Director.  This  position 
wersees  the  delivery  of  contemporary 
nedical  care  within  a major  and 
)rogressive  correctional  system, 
ialary  is  competitive  and  negotiable. 

'l  flexible  benefit  package  is  available 
vhich  includes  Sick  and  Annual 
.eave;  Health  Insurance;  Retirement 
dan;  Paid  Holidays;  Malpractice 
'overage;  and  other  options, 
f interested,  forward  a Curriculum 
dtae  to  Michael  Spratlin, 

'administrator;  Health  Services 
iection;  Georgia  Department  of 
'orrections;  2 Martin  Luther  King,  Jr. 
)r.,  S.E.,  Room  952-East  Tower, 

Ulanta,  GA  30334. 


’rimary  Care:  Corrections  Medical 
iystems  is  searching  for  Primary  Care 
’hysicians  for  practice  opportunities 
it  correctional  facilities  near  Augusta, 
Jilledgeville,  and  Reidsville,  GA.  CMS 
)ffers  our  independently  contracted 
)hysicians  low  cost  malpractice 
:overage,  excellent  clinical 
emuneration,  complete  support 
)ersonnel,  and  the  freedom  from  the 
leadaches  of  private  practice.  Please 
:all  John  J.  Bogdajewicz  at  800-325- 
1809,  ext.  3107.  Or  send  your  C.V.  to 
Correctional  Medical  Systems,  999 
executive  Parkway,  St.  Louis,  MO 
)3141,  Attn:  John  “B.” 


Georgia:  Medical  Directorship 

available  in  Cordele,  GA,  30  minutes 
Jorth  of  Albany.  New  ED  with 
noderate  volume.  Excellent  back-up. 
dust  have  good  ED  experience  and 
\CLS.  Benefits  for  Director.  Call  today 
or  more  information  or  send  CV  to 
(athy  Hurley,  Coastal  Emergency 
Services  of  Atlanta,  Inc.,  1900  Century 


C L A S S I F I 


Place,  Suite  340,  Dept.  SA,  Atlanta, 
GA  30345.  800-333-3637. 


Georgia:  Career  Practices  available 
in  Columbus,  Georgia’s  2nd  largest 
city,  at  St.  Francis  Hospital.  Double 
coverage  daily  at  peak  periods.  20,000 
volume.  Must  be  BE  or  BC  in  FP  or 
IM.  Low  % trauma.  ACLS  & ATLS  a 
must.  Call  today  for  more  information 
or  send  CV  to  Kathy  Hurley,  Coastal 
Emergency  Services  of  Atlanta,  Inc., 
1900  Century  Place,  Suite  340,  Dept. 
SA,  Atlanta,  GA  30345.  800-333-3637. 


Georgia,  Thompson:  Directorship 

opportunity  for  an  experienced  ED 
physician  for  a low  volume  smaller 
community  hospital  located  only  30 
minutes  from  Augusta.  Professional 
liability  insurance  is  procured  for  you. 
Primary  opportunity  also  exist. 
Contact:  Judy  Wilson,  Coastal 
Emergency  Services  of  Augusta,  Inc., 
3633  Wheeler  Road,  Suite  250,  Dept. 
SA,  Augusta,  GA  30909  or  call  800- 
868-2627  or  call  collect  404-868-0185 
for  more  information. 


FOR  SALE 


Georgia  Coast  (Pine  Harbor)  — 

Sportsman’s  Retreat  — Marshfront 
house  with  large  oaks  overlooking 
Sapelo  River.  Two  Marina’s  within 
one  mile.  Near  Intercostal  Waterway. 
Phillip  Sullivan.  912-477-6088. 


Estate  Sale  — Excellent  computer 
package  with  financing  available. 
Packard-Bell  40  megabytes,  2 IBM 
terminals,  printer,  modem,  Wismer- 
Martin  system,  Novell  netware. 
$9,000.  Call  404-738-0078. 


D 5 


FOR  LEASE 


Marietta,  Georgia,  Medical  office, 

1300  to  2000  sq.  ft.  located  in 
medical  complex  one  block  from 
Kennestone  Hospital.  Carpet  and 
redecorating  allowance.  378-5256,  Pat 
Gillentine. 


Perfect  first  or  satellite  office,  1600- 
1800  square  feet  in  the  Medical 
Center  near  Stone  Mountain.  Below 
market  lease  specialty  at  no  cost  to 
you.  Would  especially  like 
Rheumatologist,  Orthopaedist,  Plastic 
surgeon.  Neurologist,  Physiatrist  or 
other  complimenting  specialty.  Call 
404-296-6000. 


OTHER 


Charleston’s  resort  island:  Miles  of 
beach,  championship  golf  courses, 
superb  tennis  facilities,  bike  trails, 
fine  dining,  exciting  shopping,  plus 
historic  Charleston.  Free  brochures. 
Kiawah  800-845-3911,  Seabrook  800- 
845-2233,  Wild/dunes  800-346-0606. 
Ext.  388. 


Ga.  Assn,  of  Physicians  for  Human 
Rights  (GAPHR),  in  collaboration 
with  Edward  0.  Nix,  M.D., 
psychiatrist,  will  be  offering  a 
complimentary  support  group  for  HIV- 
positive physicians,  dentists,  and 
physician  assistants.  For  confidential 
information,  call  Dr.  Nix  at  404-634- 
0672. 
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Family  therap 
for  colic. 


The  excessive  crying  of  colic  puts  a strain  or 
the  most  loving  family-and  often  on  their 
physioian  as  well.  And  whatever  the  cause  c 
colic,  one  fact  is  clear: 


Gas  is  often  part  of  the  colic  problem. 


New  Phazyme  Drops  contains  simethicone, 
which  can  safely  break  up  gas  and  bring  ba 
relief.  That’s  why  it  can  help  whenever  colic 
is  a problem. 

Significantly  reduces  crying  of 
colicky  infants^ 


Frequency  of  crying  attacks 


Period  of  therapy  (days) 


Amplitude  of  crying  attacks 


i| 


Period  of  therapy  (days) 


Placebo  therapy  Active  therapy 


p values  (active  vs.  placebo)  NS  = Not  significant  *p<  0 05  tp  < 0 02  tp  < 0.01 


Double-blind,  randomized,  placebo-controlled  study. 

Priced  25%  below  the  leading  brand; 

This  significant  price  advantage  will  be 
particularly  important  to  parents,  since  they  j 
may  be  relying  on  Phazyme  Drops  for  up  to ; 
three  months.  And  it’s  naturally  flavored- 
something  else  they’ll  appreciate.  ; 


1.  Kanwaljit  SS,  Jasbir  KS.  Simethicone  in  the  management  of  infant  cc  a 
Practitioner.  1988:232:508  ; 
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"This  computii 
system  is 
going  to  be 
my  iast " 

“I  first  bought  a computer  system  four  years  a 
help  me  with  my  billing  and  insurance  paperw(; 
I shopped  around. . . did  research.  I thought  h 
being  smart.  I got  a system  at  a bargain  price, 
believing  that  I could  still  get  decent  quality.  I 
was  nothing  but  problems.  No  on-site  hardwa 
maintenance,  no  software  support,  no  updates: 
and  now,  the  company  is  going  out  of  business! 
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“That’s  why  this  computer  system  is  going  to 
my  last.  This  time  Tm  going  to  get  real  suppo 
from  a well-established  company. . . one  with ;,! 
ven  system,  thorough  training,  quality  suppor  i 
a commitment  to  customers.  I’m  going  to  inv 
IBM  hardware  with  local  service.  This  time,  I 
going  with  Elcomp.” 
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Make  this  computer  system  your  last  — schedule  a no-charge,  comprehensive 
practice  evaluation  with  your  local  Elcomp  Sales  Consultant. 


□ Yes!  Call  me  to  schedule  a no-charge,  comprehensive  practice  evaluation. 

□ Yes!  I’m  gathering  information  to  make  the  right  decision. . . please  send  me 

information  on  Elcomp  and  the  Flexible  Package.'^'^  I need  to  make  a decision  in: 
1-3  months 4-12  months 12+ months 


Practice  name 
Address 


City,  State,  Zip 

Phone Specialty 

Person  to  contact ff  of  Physicians 

Existing  system:  Manual Billing  service Computer 

Tf  mmniiterizpH.  name  of  system  nr  vendor 
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For  your  insulin-mixing 
or  NPH-using  patients 


Humulin  ^9^0 
makes  life  easiei 


Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use  — 
for  patients  who 
find  mixing  difficult 
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^fnu//n 

ye  sospertsion 

/nsL/Jf/f 
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70%  human  insulin 
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30%  human  insulin  injection 
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William  C.  Collins,  M.D. 


The  ships  are  bearing  many 
To  the  land  of  far-away, 

But  here  the  bright  sun  found  me 
\nd  it  is  here  / want  to  stay. 

Oh,  the  joys  may  be  unmeasured 
^n  those  lands  beyond  the  sea 
But  the  old  red  hills  of  Georgia 
They  are  good  enough  for  me. 

HARRY  STILLWELL  EDWARDS 

IF  A GENIE  popped  out  of  a bottle 
in  my  vicinity  and,  according  to 
legend,  gave  me  the  customary  three 
wishes,  I would  have  to  pass  him 
on  down  the  line  to  the  next  lucky 
soul  for  1 can  ask  nothing  more  from 
life  than  what  life  has  already  given 
me.  1 have  truly  been  blessed  to 
have  the  wife  I have,  the  family  I 
have,  the  friends  1 have  — to  have 
been  allowed  to  be  a citizen  of  the 
United  States  of  America  and,  more 
importantly,  to  be  a citizen  of  the 
great  State  of  Georgia.  1 have  been 
allowed  to  attend  such  institutions 
as  the  University  of  Georgia  and  the 
Medical  College  of  Georgia,  and  al- 
lowed to  practice  medicine  and, 
most  recently,  have  been  elected 
and  allowed  to  serve  as  President 
of  the  Medical  Association  of  Geor- 
gia. These  are  about  as  many  bless- 
ings as  one  person  can  expect  in  a 
lifetime. 

It  seems  only  yesterday  that  my 
Presidency  began.  Yet,  here  I am 
writing  my  last  editorial  for  the 
Journal.  It  has  been  a great  and  ex- 


citing time  in  my  life.  Jan  and  I have 
truly  traveled  from  one  end  of  this 
state  to  the  other  and  have  fallen  in 
love  again  with  this  wonderful  place 
that  we  are  allowed  to  call  home. 
We  have  truly  traveled  from  Rabun 
Gap  to  Tybee  Light,  from  Chicka- 
mauga  to  Lake  Seminole  and  all 
points  in  between.  This  is  a mar- 
velous state.  If  there  is  one  thing 
nicer  than  the  geography  of  our 
state,  it  is  the  people.  You  have  wel- 
comed us  into  your  homes  and  into 
your  communities.  We  have  been 
wined  and  dined,  have  renewed 
many  old  acquaintances  and  made 
hundreds  of  new  friends.  It  has  been 
our  pleasure  to  see  how  many  of 
you  work  and  play  and,  in  most  in- 
stances, deliver  the  finest  health 
care  possible  throughout  the  wide 
environs  of  our  great  state. 

As  Georgia  becomes  more  and 
more  urbanized,  the  sad  part 
is  that  many  of  our  new  physicians 
who  come  and  live  in  these  urban 
areas  never  get  out  and  explore  this 
great  state  and  find  what  lies  be- 
yond the  metropolitan  areas.  Now, 
don’t  let  me,  for  a minute,  take  away 
anything  from  the  fine  restaurants, 
cultural  and  sporting  events  that  are 
part  of  living  in  Atlanta.  The  beau- 
tiful state  of  Chatham  is  one  of  the 
best  kept  secrets  in  the  whole  United 
States.  If  there  is  anything  prettier 


than  Savannah  in  the  Springtime,  I 
have  never  seen  it.  Macon,  Colum- 
bus, Albany,  Augusta,  all  have  their 
special  charms,  particularly  the  old 
parts  of  the  cities  that  are  being  me- 
ticulously and  lovingly  preserved 
and  cared  for  by  their  hometown 
boosters. 


If  you  have  never  experienced  the 
other  Georgia,  the  rural  Geor- 
gia, you  have  truly  missed  half  of 
the  pleasure  of  living  in  this  great 
state.  If  you  have  never  heard  the 
song  of  the  Chattahoochee  as  it  mns 
“out  of  the  hills  of  Habersham, 
down  the  valleys  of  Hall,  hurrying 
to  reach  the  plain,  run  the  rapid  and 
leap  the  fall,”  then  you  still  have  a 
lot  of  living  to  do. 

If  you  have  never  sat  under  the 
oak  on  the  marge  of  the  marshes 
of  Glynn  and  reminisced  with  Sid- 
ney Lanier  as  he  observed,  “As  the 
marsh  hen  secretly  builds  on  the 
watery  sod,  behold,  I will  build  me 
a nest  on  the  greatness  of  God.  I 
will  fly  in  the  greatness  of  God  as 
a marsh  hen  flies  midst  the  freedom 
that  fills  the  space  ’twixt  the  marsh 
and  the  skies.  By  so  many  roots  as 
the  marsh  grass  sends  in  the  sod, 

1 will  hardly  lay  me  a hold  on  the 
greatness  of  God,  for  like  to  the 
greatness  of  God,  is  the  greatness 
within,  the  range  of  the  marshes, 
the  liberal  marshes  of  Glynn.”  If  you 
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haven’t  truly  let  the  marshes  seep 
into  your  soul,  you  have  still  got  a 
lot  of  living  to  do. 

If  you  have  never  followed  a cou- 
ple of  good  bird  dogs  through  the 
Georgia  pines  and  have  your  heart 
stop  as  they  came  to  a point  and 
then  have  that  very  same  heart  fly 
up  into  your  throat  as  a covey  of 
bobwhite  quail  flush  in  front  of  you, 
you  have  still  got  a lot  of  living  to 
do. 

If  you  have  never  climbed  the  big 
green  mountain  on  the  south  side 
of  Lake  Rabun  and  watched  the 
sunset  over  the  twisting  Tallulah 
River  as  it  comes  down  out  of  the 
mountains  headed  toward  the  sea, 
you  have  still  got  a lot  of  living  to 
do. 

If  you  have  not  walked  the  bat- 
tlefield at  Chickamauga,  down 
through  the  North  Georgia  hills  un- 
til you  reach  Kennesaw  Mountain 
and  studied  that  great  conflict  from 
the  perspective  of  the  land  un- 
changed even  at  this  point,  130  years 
later,  then  you  still  have  got  some 
of  your  most  exciting  moments 
ahead  of  you. 

If  you  have  never  heard  the 
unearthly  silence  that  permeates  the 
greens  of  Augusta  National  as  the 
champions  stoop  to  putt  — 


If  you  have  never  heard  the  roar 
of  85,000  of  your  closest  friends  on 
a Dawg  Day  afternoon  in  good  old 
Athens  town  — 

If  you  have  never  sat  down  at  the 
Dillard  House  and  packed  in  “all 
you  can  eat,”  then  my  heart  truly 
goes  out  to  you,  my  friends,  for  you 
have  not  yet  truly  lived. 

It  is  easy  to  see  that  I love  this 
state  and  I love  the  people  of  this 
state.  Most  importantly,  after  this 
year,  my  heart  has  been  gently 
warmed  by  the  support  and  love  that 
Georgia  physicians  have  shown  Jan 
and  me  as  we  were  privileged  to 
serve  you  and  through  you,  the  peo- 
ple of  the  State  of  Georgia. 

As  John  Donne  has  so  aptly 
stated,  “No  man  is  an  island 
entire  of  itself.  Every  man  is  a piece 
of  the  continent,  a part  of  the 
main.  . . . Any  man’s  death  (trou- 
bles) diminishes  me,  because  I am 
involved  in  mankind  and,  therefore, 
never  send  to  know  for  whom  the 
bell  tolls.  It  tolls  for  thee.”  In  my 
own  personal  sense,  it  tolls  for  me. 
No  Georgian  goes  hungry  that  I don’t 
feel  the  hunger  pangs.  No  Georgian 
goes  without  appropriate  medical 
care  that  I don’t  suffer  with  him.  No 


Georgian  has  his  young  life  snuffec 
out  by  gang  war  in  Techwooc 
Homes  that  my  soul  doesn’t  cry  — 
“What  a waste!  What  a waste!”  Nc 
Georgian  dies  unnecessarily  due  tc 
violence,  disease  or  neglect,  that 
am  not  diminished.  Georgia  is  m} 
home,  Georgia  is  my  love.  I sim 
when  she  sings.  I cry  when  sht 
cries. 


"For  the  old  red  hills  of  Georgia 
/ shall  lay  me  down  someday. 
And  these  friends  of  youth  and 
manhood, 

They  won ’t  be  far  away. 

/ shall  wait  the  day’s  new 
dawning 

Safe  underneath  their  sod, 

And  the  hallowed  feet  of  women 
Who  brought  me  unto  God. 

Oh,  the  ships  are  bearing  many 
Unto  lands  beyond  the  sea. 

But  the  old  red  hills  of  Georgia 
They  are  good  enough  for  me.  ” 

EDWARDS 
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A S S O C I A T 


NEW  MEMBERS 

;Alatar,  Kira  M.  — Bibb  — 
(Student)  1810  Winship  Street 

I #2,  Macon  31204 

■Alexander,  Joel  J.,  Otolaryngology 
— DeKalb  — (Active)  1510  Oak 
Grove  Rd.,  Decatur  30033 

i 

Austin,  Karen  H.  — Bibb  — 
(Student)  819  Ellenwood  Circle, 
West,  Macon  31204 

Barnes,  Julie  C.  — Bibb  — 
(Student)  537  Loblolly  Lane, 
Macon  31210 

Bittinger,  Marvin  D.,  Emergency 
Medicine  — Peachbelt  — 
(Active)  3228  Walden  Road, 
Macon  31206 

Bond,  Sheri  L.  — Bibb  — 
(Student)  4407  Azalea  Drive, 
Macon  31210 

Brantley,  Dannette  L.  — Bibb  — 
(Student)  1149-A  Adams  Street, 
Macon  31201 

Bushnell,  Ian  W.  — Bibb  — 
(Student)  3300  North  Ingle 
Place,  #9-G,  Macon  31210 

Caplan,  Stuart  H.,  Radiology  — 
Ware  — (Active)  410  Zachiy 
Street,  Waycross  31501 

Carter,  Rossana  Y.  — Bibb  — 
(Student)  847  Greenview 
Avenue,  Macon  31204 

Cates,  Christopher,  Cardiology/ 
Internal  Medicine  — MAA  — 
(Active)  5665  Peachtree 
Dunwoody  Rd.,  NE,  Atlanta 
30342 

Dagi,  Linda  R.,  Ophthalmology  — 
DeKalb — (Active)  2711  Irvin 
Way,  Suite  203,  Decatur  30030 

Doud,  Forrest  J.,  Pedatrics  — 
Newton-Rockdale  — (Active) 
1307  Milstead  Avenue,  Conyers 
30207 


Drury,  James  D.  — Bibb  — 
(Student)  1005  College  Street, 
#3,  Macon  31201 

DuPre,  Connie  T.,  Internal 
Medicine  — Richmond  — 
(Active)  Medical  College  of 
Georgia,  Department  of 
Medicine  HB-2010,  Augusta 
30912 

Durrett,  Lynley  S.  — Bibb  — 
(Student)  347  College  Street, 
#6-B,  Macon  30912 

Edens,  Christopher  A.  — Bibb  — 
(Student)  1001  College  Street, 
#3  Macon  31201 

Elmore,  Michael  C.  — Bibb  — 
(Student)  P.O.  Box  12,  Mercer 
University  School  of  Medicine, 
Macon  31207 

Farmer,  Lisa  A.  — Bibb  — 
(Student)  2818  Jackson  Road, 
Griffin  30223 

Frederick,  Candace  E.  — Bibb  — 
(Student)  4501  Sheraton  Drive, 
#123,  Macon  31210 

Gay,  Bobby  F.  — Bibb  — 
(Student)  980  College  Street, 

#2,  Macon  31201 

Gerber,  David  A.  — MAA  — 
(Resident)  3427-1  North  Druid 
Hills  Road,  Decatur  30033 

Gilbert,  James  B.,  Ill  — Bibb  — 
(Student)  1607  Coleman 
Avenue,  Macon  31201 

Goddard-Boone,  Janet  D.  — Bibb 
— (Student)  600  Holiday  Circle, 
#803,  Forsyth  31029 

Graham,  Bonnie  L.  — Bibb  — 
(Student)  2510  Vineville 
Avenue,  Macon  31204 

Griffith,  William  A.  — Bibb  — 
(Student)  Mercer  University 
School  of  Medicine,  Box  25, 
Macon  31207 

Groover,  Donna  F.  — Bibb  — 
(Student)  3369  Toole  Drive, 
Macon  31204 
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Harold,  Gregory  S.,  Family 
Practice  — Peachbelt  — 

(Active)  938  Carroll  Street,  Perry 
31069 

Harper,  Andrew  S.,  General 
Surgery  — Newton-Rockdale  — 
(Service)  1372  Wellbrook 
Circle,  Conyers  30207 

Hilton,  Michael  C.,  Psychiatry  — 
MAA — (Active)  1938  Peachtree 
Road,  Suite  401,  Atlanta  30309 

Horton,  Betsy  S.  — Bibb  — 
(Student)  5213  Heather  Lane, 
College  Park  30349 

Hutcheson,  Lou  Ellen  — Bibb  — 
(Student)  180  Hidden  Lake 
Court,  # Macon  31204 

Jarvis,  Raymond  R.  — Bibb  — 
(Student)  1005  College  Street, 
#1,  Macon  31201 

Jensen,  Kevin  L.,  General  Surgery 
— Crawford  W.  Long  — 

(Active) 

Jones,  Robert  E.,  Cardiac/Thoracic 
Surgery  — Georgia  Medical  — 
(Active)  5400  Sutlive  Street, 
Suite,  Savannah  31405 

Lindley,  Jr.,  Neurosurgery  — 
Georgia  Medical  — (Active)  4 
Jackson  Boulevard,  Savannah 
31499-3501 

Lockwood,  Frank  M.  — Bibb  — 
(Student)  826-A  College  Street, 
Macon  31201 

Lucanik,  Sharon  L.,  Internal 
Medicine  — MAA  — (Active) 
5665  Peachtree  Dunwoody 
Road,  NE,  Atlanta  30342 

Lund,  Robert  W.,  Internal 
Medicine  — MAA  — (Active)  35 
Collier  Road,  NW  Suite  425, 
Atlanta  30309 

Mancini,  Matthew  L.  — Bibb  — 
(Student)  1158  Appleton 
Avenue,  Macon  31201 

Mobley,  Veta  M.  — Bibb  — 
(Student)  1895  Old  Clinton 
Highway,  #F-29,  Macon  31211 
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Music,  William  L.  — Bibb  — 
(Student)  1005  College  Street, 
#7,  Macon  31207 

Osborne,  Debra  Ann  — Bibb  — 
(Student)  2580  Vineville 
Avenue,  Apt.  A.,  Macon  31204 

Pardo,  Alfonso  J.,  Internal 
Medicine  — Bibb  — (Active) 

330  Hospital  Drive,  Suite  305-C, 
Macon  31201 

Patel,  Minal  — Bibb  — (Student) 
1821  Adams  Street,  #3,  Macon 
31204 

Patterson,  Winston  C.  — MAA  — 
(Resident)  10  Kings  Walk,  NE, 
Atlanta  30307-1206 

Proctor,  E.  Edward,  Cardiology  — 
Gwinnett-Forsyth  — (Active) 

600  Professional  Drive, 
Lawrenceville  30245 

Ratchford,  Joseph  L.,  Internal 
Medicine/Pediatrics  — Georgia 
Medical  — (Active)  P.O.  Drawer 
D,  Springfield  31329 

Richardson,  Angela  L.  — Bibb  — 
(Student)  103  El  Dorado 
Avenue,  Cartersville  31028 

Robinson,  Todd  H.  — Bibb  — 
(Student)  1001  College  Street, 
#3,  Macon  31201 

Rosenstein,  Byron  D., 

Orthopaedics  — MAA  — 

(Active)  993-D  Johnson  Ferry 
Road,  Suite  260,  Atlanta  30342 

Rosenstock,  Joel,  Infectious 
Diseases/lnternal  Medicine  — 
MAA  — (Active)  35  Collier 
Road,  NE,  Suite  425,  Atlanta 
30309 

Rubenstein,  Arnold  B.,  Urology  — 
MAA  — (Active)  29  S.W.  Upper 
Riverdale  Road,  Suite  140, 
Riverdale  30274 

Samson,  Mark  J.  — Bibb  — 
(Student)  1962  Winship  Street, 
#7,  Macon  31204 

Sanchez,  Ramon  M.,  Neurology  — 
MAA  — (Active)  589  Conway 
Forest  Drive,  NW,  Atlanta  30327 


Smith,  Harmon  A.  — Bibb  — 
(Student)  1326  Lancelot  Lane, 
Macon  31210 

Smith,  Michael  W.  — Bibb  — 
(Student)  4411  Northside  Drive, 
#26-F,  Macon  31210 

Smith,  William  K.  — Bibb  — 
(Student)  1001  College  Street, 
#2,  Macon  31201 

Sparrow,  John  G.,  Jr.,  Plastic/ 
Hand  Surgery  — Georgia 
Medical  — (Active)  4750 
Waters  Avenue,  Savannah  31404 

Tenholder,  Michael  F.,  Internal 
Medicine/Pulmonry  Diseases  — 
Richmond  — (Active)  VA 
Medical  Center,  Pulmonary 
Disease  Section  111-H,  Augusta 
30910 

Tincher,  Sandra  A.  — Bibb  — 
(Student)  624  Forest  Hill  Road, 
#A-6,  Macon  31210 

Vines,  Michael  L.  — Bibb  — 
(Student)  1737  Graham  Road, 
Macon  31211 

Vu,  John  Hai  N.  — Bibb  — 
(Student)  1821  Adams  Street, 

#4  Macon  31204 

Waller,  Alan  S.,  General  Surgery 
— Thomas  Area  — (Active) 

P.O.  Box  520,  Thomasville 
31799 

Wan,  James  Y.  — Bibb  — 
(Student)  1122  Linden  Avenue, 
#2,  Macon  31201 

Whitehead,  Travis  D.  — Bibb  — 
(Student)  23  Tidewater  Circle, 
#D,  Macon  31211 

Williams,  Kenneth  R.,  Jr.  — Bibb 

— (Student)  180  Hidden  Lake 
Court,  # J-7,  Macon  31204 

Williams,  Robert  L.,  Pediatrics/ 
Pediatric  Nephrology  — MAA 

— (Active)  10590  Morton  Ridge 
Drive,  Alpharetta  30202 

Williams,  Wayne  M.,  Emergency 
Medicine  — Gwinnett-Forsyth 

— (Active)  3416  Kingfisher 
Court,  Decatur  30034 


Wright,  Robert  P.  — Bibb  — 
(Student)  1012  Tatnall  Street, 
Macon  31201 


PERSONALS 

DeKalb  County  Medical  Society 

Decatur  neurosurgeon  Roy  W 
Veuidiver,  M.D.,  was  recently  ap 
pointed  to  the  executive  Committee^ 
for  DeKalb  Medical  Center’s  newljj 
formed  Foundation.  Dr.  Vandiveij 
will  chair  the  Special  Prospect' 
Committee.  The  Foundation  is  c 
volunteer  organization  created  tc 
strengthen  the  link  between  the 
Medical  Center  and  the  communitji 
through  educational  initiatives  anC| 
health-oriented  programs,  and  tc' 
secure  contributions  to  support  thcj 
Medical  Center’s  current  and  future' 
capital  needs. 

Georgia  Medical  Society 

Nicholas  V.  Costrini,  M.D.,  Ph.D. 
of  Savannah,  has  recently  beer 
elected  President  of  the  Georgir, 
Gastroenterologic  and  Endoscopicj 
Society.  Dr.  Costrini  was  also  honi 
ored  as  the  recipient  of  the  Clinica 
Scholars  Award  by  the  Americai; 
Gastroenterologic  Association.  The. 
award  provides  travel  and  genera; 
support  for  Dr.  Costrini  and  to  Johnii 
Hopkins  University  School  of  Med 
icine  for  his  studies  of  pediatric  n\i. 
trition  and  gastrointestinal  disor! 
ders  afflicting  children  witl 
profound  neurologic  disorders. 

Fremont  P.  Wirth,  M.D.,  a neu 

rosurgeon  from  Savannah,  has  beei 
appointed  to  the  Board  of  Director 
of  the  THINK  FIRST  Foundation.  The; ' 
Board  will  oversee  the  operation  . 
expansion,  and  funding  of  the  Na 
tional  Head  and  Spinal  Cord  Injur 
Prevention  Program,  THINK  FIRST 
The  THINK  FIRST  Foundation  is  ; 
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haritable  organization  which  was 
)rmed  as  a joint  effort  of  the  Amer- 
:an  Association  of  Neurological 
urgeons  and  the  Congress  of  Neu- 
Dlogical  Surgeons. 

fedical  Association  of  Atlanta 

William  C.  Collins,  M.D.,  of  At- 

inta,  has  been  elected  to  a 3-year 
irm  as  President  of  the  Ortho- 
aedic  Research  and  Education 
oundation.  The  Foundation  was 
3rmed  in  1955  by  members  of  the 
pecialty  to  support  research  de- 
igned to  expand  the  scientific  base 
f orthopaedic  practice. 

H.L.  Lassiter,  Jr.,  M.D.,  of  Ar- 
ngton,  has  recently  been  certified 
s a Diplomate  of  the  American 
ioard  of  Family  Practice. 

W.  Jefferson  Pendergrast,  Jr., 
4.D.,  has  been  elected  President 
if  the  Georgia  Society  of  Plastic 
urgeons.  Serving  with  him  in  1991 
re  E.  Anthony  Mussara,  11,  M.D., 
^ice  President;  Philip  Beegle,  Jr., 
I.D.,  Secretary;  and  Richard  H. 
\^ilson,  M.D.,  Treasurer. 


DEATHS 

William  J.  Fedack,  M.D.,  of 

onesboro,  died  February  19  at  the 
ige  of  73.  Dr.  Fedack  graduated  from 
Jahnamann  Medical  School.  He 
vas  team  physician  for  Woodward 
Academy  in  College  Park,  and  had 
i general  practice  in  Jonesboro  for 
he  last  30  years. 

Nathaniel  A.  Lopey,  M.D.,  of 

Wondale  Estates,  a DeKalb  Medi- 
cal Center  staff  physician,  died  of  a 
leart  attack  last  February.  He  was 
id . For  the  last  6 years  he  had  been 
nedical  director  of  the  DeKalb 
j’ounty  Jail. 

Dr.  Lopey  was  a graduate  of  Dal- 
iiousie  College  in  Nova,  had  a mas- 
|er’s  degree  from  the  University  of 
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Michigan,  and  earned  his  medical 
degree  from  the  University  of  Mich- 
igan. He  was  a fellow  of  the  Amer- 
ican College  of  Physicians. 

Calvin  B.  Stewart,  M.D,  a re- 
tired Atlanta  physician,  died  of 
pneumonia  last  February  at  the  age 
92. 

A graduate  of  the  University  of 
South  Carolina  and  the  Medical 
College  of  South  Carolina,  Dr.  Stew- 
art was  the  head  of  the  radium  and 
X-ray  department  at  the  Steiner  Can- 
cer Clinic  at  Grady  Hospital.  He  re- 
tired from  private  practice  as  a sur- 
geon and  oncology  specialist  in 
1974  after  50  years  in  the  Atlanta 
medical  community. 


OTHER  NEWS 

Otolaryngologists  Aim  to 
“Snuff  Out  Snuff” 

Georgia  physicians  who  special- 
ize in  Otolaryngology-Head  and 
Neck  Surgery  and  treat  oral  cancer, 
along  with  the  other  national  mem- 
bers of  the  American  Academy  of 
Otolaryngology-Head  and  Neck 
Surgery,  are  making  it  their  goal  in 
1991  to  “Snuff  Out  Snuff,”  express- 
ing concern  that  consumption  of 
moist  snuff,  the  deadliest  type  of 
smokeless  tobacco,  jumped  8%  in 
the  past  year.  Snuff  is  the  only  prod- 
uct among  all  types  of  tobacco  in 
which  consumption  is  on  the  rise 
in  the  United  States,  making  it  the 
“final  frontier”  for  anti-tobacco  ed- 
ucational efforts. 

For  the  third  consecutive  year,  the 
American  Academy  of  Otolaryngol- 
ogy-Head and  Neck  Surgery  (the 
“Academy”)  representing  8,500 
physicians,  is  sponsoring  a nation- 
wide campaign  urging  young  peo- 
ple to  avoid  all  smokeless  tobacco. 
Dr.  Nancy  R.  Griner,  Governor  to  the 
Board  of  Governors  from  the  Geor- 


gia chapter  of  the  Academy,  states 
that  she  has  found  that  educational 
efforts  need  to  start  early  — the 
prime  target  group  is  8- 1 0-year-old 
boys,  whose  experimentation  often 
leads  to  addiction  in  the  teen  years. 
As  consumption  of  cigarettes  has 
dropped  for  the  sixth  straight  year, 
physicians  are  concerned  that 
higher  snuff  consumption  means 
teenage  boys  are  switching  from 
cigarettes  to  snuff.  There  was  a fif- 
teen-fold increase  in  snuff  use  by 
17-19  year  old  males  in  1986,  and 
the  new  consumption  data  sug- 
gests this  trend  is  continuing. 

According  to  Dr.  William  E.  Sil- 
ver, Immediate  Past  Vice  President 
of  the  Academy,  “Whenever  a ‘No 
Smoking’  sign  goes  up,  use  of  snuff 
probably  goes  up  as  well.  Snuff  is 
an  easy  product  to  consume  where 
other  tobacco  use  is  prohibited.  It 
can  be  more  habit-forming  than 
smoking,  since  it  contains  a higher 
concentration  of  nicotine.  Health 
experts  have  concluded  it  has  even 
deadlier  potential  than  chewing  to- 
bacco.” 

While  an  estimated  twelve  mil- 
lion Americans  use  smokeless  to- 
bacco, the  doctors  are  most  con- 
cerned about  the  three  million  who 
are  mostly  teenage  boys  in  states 
with  the  most  prevalent  use  of 
smokeless  tobacco.  The  Academy, 
through  its  local  members  around 
the  country,  is  asking  young  people 
to  commemorate  the  anniversary  of 
the  highly  publicized  death  of  Sean 
Marsee  by  taking  a pledge  to  quit 
snuff  during  “Through  With  Chew” 
week.  During  that  week,  Georgia 
doctors  will  visit  local  schools, 
speak  before  groups,  and  conduct 
publicity  programs  in  communities 
throughout  the  state.  They  will  re- 
mind young  people  that  Marsee  was 
a promising,  healthy  athlete  before 
his  death  at  age  19  in  1984  from 
cancer  of  the  mouth.  In  the  last 
hours  of  his  life,  his  pleas  to  young 
people  was  “don’t  dip  snuff.” 
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Reasons  You  Belong  With  MAG  Mutual. 


Y)u  Shouldn’t  Settle 
Par  An  Insurance  Company 
That  Would  Settle 
Without  Y)u. 


Because  at  MAG  Mutual,  we  never  settle  a claim  against  you  without  your 
permission.  Never. 

Its  unusual.  But  then  so  is  an  insurance  company  owned  and  directed  by 
Georgia  physicians. 

Which  explains  why  you  can  always  count  on  MAG  Mutual  to  be  there  to 
defend  your  claims,  and  why  were  the  only  insurance  company  with 
a permanent  commitment  to  Georgia  physicians. 

You  belong  with  MAG  Mutual.  For  information,  call  (404)  842' 
5600.Tolhfree,  call  F800'282'4882. 

MAG  MUTUAL  INSURANCE  COMPANY  mUTUIH' 

You  Dont  Just  OuTi  The  Policy,  You  Ouri  The  Company. 


Endorsed  by  the  Medical  Association  of  Georgia  and  the  Georgia  Academy  of  Family  Physicians. 
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Uncompensated  Care 
Strains  Public  Hospitals 

The  cost  of  providing  uncompen- 
sated care  to  growing  numbers  of 
uninsured  people,  AIDS  patients, 
drug  abusers,  and  victims  of  urban 
violence  is  tearing  the  “safety  nets” 
of  most  public  hospitals,  according 
to  the  National  Association  of  Pub- 
lic Hospitals.  (NAPH). 

The  NAPH  stated  in  a recent  re- 
port that  urban  hospitals  that  serve 
as  safety  nets  for  indigent  patients 
are  deteriorating  financially. 

The  report  questioned  whether 
jthese  hospitals  could  continue  to 
ioffer  services  or  even  to  survive 
without  an  infusion  of  up  to  $2  bil- 
lion annually  in  federal  funds. 
jAmong  the  findings  in  the  survey  of 
1100  NAPH  hospitals  in  57  cities  (fig- 
ures for  1988): 

Sixty-three  percent  of  NAPH  hos- 
pitals had  negative  operating 
^ margins;  the  average  was  $9.4 
million. 

• Hospitals  reported  an  average  of 
I $76.9  million  in  bad  debt,  charity 

care  and  allowances,  represent- 
ing 42  percent  of  charges  in  1 988, 
compared  with  32  percent  in 
1985. 

• Patients  with  no  source  of  pay- 
ment accounted  for  30  percent  of 
inpatient  days  and  52  percent  of 
outpatient  visits. 

!•  Occupancy  rates  at  some  hos- 
pitals exceed  80  percent,  and 
some  facilities  care  for  patients 
in  corridors  because  of  a lack  of 
available  beds. 

• Hospitals  reported  that  an  aver- 
; age  of  18,649  emergency  depart- 
' ment  visits  were  drug-related,  ac- 
counting for  nearly  30  percent  of 

I all  emergency  visits. 

I NAPH  President  Larry  Gage  said 
the  nation’s  public  hospitals  pro- 
ivide  the  bulk  of  uncompensated 
jcare  and  such  services  as  trauma 
-and  burn  care  in  this  country. 


Health  Benefits 
Costs  Surging 

Recently  released  data  on  the 
surging  costs  of  medical  benefits 
indicate  that  business’  cost-reduc- 
tion strategies  are  not  working  and 
that  new  approaches  are  needed. 

The  average  annual  cost  of  em- 
ployer-sponsored medical  plans  in 
1990  was  $3,161  per  employee,  ac- 
cording to  the  findings  of  a nation- 
wide survey  of  1,955  employers 
conducted  by  A.  Foster  Higgins  & 
Co.  Inc.  in  New  York. 

That  total  was  21.6  percent  higher 
than  the  average  cost  of  benefits  in 
1989  and  46.3  percent  higher  than 
average  costs  in  1988. 

The  survey  also  found  that,  al- 
though most  of  the  firms  offered 
their  employees  the  opportunity  to 
join  a managed  care  plan,  only  one- 
third  of  their  employees  chose  to 
do  so. 

The  data  support  the  view  of  of- 
ficials of  the  Midwest  Business 
Group  on  Health  that  managed 
care’s  ability  to  help  businesses  to 
hold  down  benefits’  costs  has  been 
limited. 

Therefore,  firms  need  to  build 
partnerships  with  their  workers  and 
with  providers  so  that  money  spent 
on  health  care  is  not  wasted  on 
competition  between  HMOs  and 
preferred  provider  organizations, 
according  to  Midwest  Business 
Group. 

Nearly  one-half  of  the  survey  re- 
spondents said  increased  cost 
sharing  with  employees  had  a sig- 
nificant or  moderate  impact  on  their 
ability  to  contain  health  benefits 
costs.  But  limiting  mental  health 
and  substance  abuse  benefits  had 
only  limited  success  in  holding 
down  costs,  the  survey  found.  And 
49  percent  of  the  firms  reported  that 
utilization  review  programs  for  tra- 
ditional health  plans  had  little  or 
no  effect. 


Hospitals’  Net  Patient 
Margin  Drops 

Growth  in  hospitals’  net  patient 
revenues  failed  to  keep  pace  with 
rising  expenses  during  the  first  nine 
months  of  last  year,  according  to 
the  American  Hospital  Association. 

Hospitals’  total  expenses  jumped 
1 1.4  percent  during  the  period,  ac- 
cording to  “Economic  Trends,”  a 
quarterly  report  based  on  the  AHA’s 
National  Hospital  Panel  Survey.  That 
compares  with  a 10  percent  in- 
crease during  the  same  period  of 
1989. 

Meanwhile,  total  net  patient  rev- 
enues grew  11  percent  during  the 
first  three  quarters  of  1990,  com- 
pared with  a 10.4  percent  increase 
for  the  same  period  a year  earlier. 
Outpatient  revenues,  paced  by  a 6 
percent  increase  in  outpatient  vis- 
its, skyrocketed  18.1  percent,  nearly 
twice  the  rate  of  growth  for  inpa- 
tient revenues. 

While  these  trends  left  hospitals’ 
net  patient  margin  at  zero,  their  to- 
tal net  margin  fell  to  4.9  percent  for 
the  period  from  5.3  percent  a year 
earlier. 

On  a positive  note,  hospital  ad- 
missions rose  0.1  percent  during  the 
first  nine  months  of  1990,  although 
admissions  dropped  0.4  percent 
during  the  third  quarter  compared 
with  the  year  earlier  level. 

Credentialing,  Peer  Review 
Are  Top  Concerns 

Credentialing,  internal  peer  re- 
view, and  disputes  between  the 
medical  staff  and  the  administra- 
tion are  the  top  three  concerns  of 
physician  executives  and  chiefs  of 
staff  at  hospitals,  new  survey  data 
show. 

As  well  as  sharing  similar  views 
on  problems,  the  groups  rated  each 
other  highly,  according  to  the  sur- 
vey conducted  by  the  American 
College  of  Physician  Executives 
(ACRE). 
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Physician  executives  gave  hos- 
pital chiefs  of  staff  a performance 
rating  of  3.9  on  a five-point  scale; 
chiefs  of  staff  gave  physician  ex- 
ecutives a 4.1,  indicating  that  med- 
ical chiefs  have  accepted  physician 
executives. 

Patient  Satisfaction  Rests 
on  Nursing  Care 

Hospital  patients’  satisfaction  is 
more  closely  linked  to  the  caring 
behavior  of  the  hospital  staff  than 
it  is  to  the  quality  and  quantity  of 
hospital  amenities,  according  to  a 
survey  by  Press,  Ganey  Associates 
Inc.  of  South  Bend,  Ind. 

The  interpersonal  skills  of  staff 
members  — particularly  nurses  — 
top  the  list  of  factors  influencing  a 
patient’s  likelihood  of  recommend- 
ing the  facility.  The  study  was  based 
on  nearly  115,000  surveys  of  pa- 
tients in  188  hospitals  nationwide. 

Concern  for  privacy,  nurse  atten- 
tiveness, staff  cheerfulness,  and  the 
staff’s  sensitivity  to  the  inconveni- 
ence caused  by  hospitalization 
ranked  higher  in  the  surveys  than 
did  technical  issues  in  affecting  pa- 
tients’ assessment  of  their  overall 
hospital  experience. 


QUOTES 

The  word  May  is  a perfumed 
word.  It  is  an  illuminated  initial. 
It  means  youth,  love,  song,  and 
all  that  is  beautiful  in  life. 

H.w.  LONGFELLOW.-  Journal, 

May  1,  1861 

Love  is  very  timid  when  ’tis  new. 
BYRON.- Do/7  Juan,  i,  1819 

In  a country  and  government  like 
ours,  eloquence  is  a powerful 
instrument,  well  worthy  of  the 
special  pursuit  of  our  youth. 
THOMAS  JEFFERSON.-  Letter  to 
G.W.  Summers,  1822 
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In  all  the  branches  full-fledged 
May  did  sing. 

Caught  the  light-flitting  winds  in 
flowery  mesh. 

And  poured  its  spreading  smile 
o’er  everything. 

ALFRED  AUSTIN.-  The  Human 
Tragedy,  iv,  1862 

If  you  are  sick  in  May,  you  ’ll  be 
well  the  rest  of  the  year. 

FRENCH  PROVERB 

Maxims  are  to  the  intellect  what 
laws  are  to  actions;  they  do  not 
enlighten,  but  they  guide  and 
direct,  and,  although  themselves 
blind,  are  protective. 

JOSEPH  JOUBERT.-  Pensees,  1864 

It  was  a lover,  and  his  lass. 

With  a hey,  and  a ho,  and  a hey 
nonino. 

That  o ’er  the  green  cornfield  did 
pass. 

In  Springtime,  the  only  pretty  ring 
time. 

When  birds  do  sing,  hey  ding  a 
ding,  ding; 

Sweet  lovers  love  the  Spring. 
SHAKESPEARE.-  As  You  Like  It, 
v,  c.  1600 

From  all  the  blasts  of  Heaven 
thou  hast  descended: 

Yes,  like  a spirit,  like  a thought, 
which  makes 

Unwonted  tears  throng  to  the 
horny  eyes, 

And  beatings  haunt  the  desolated 
heart, 

Which  should  have  learnt  repose: 
thou  has  descended 
Cradled  in  tempests;  thou  dost 
wake,  O Spring! 

p.B.  SHELLEY.-  Prometheus  Unbound, 
IJ  1820 

Give  sorrow  words;  the  grief  that 
does  not  speak 

Whispers  the  o’er-fraught  heart 
and  bids  it  break. 

SHAKESPEARE- IV,  C.  1605 


There  is  no  pillow  so  soft  as  a 
clear  conscience. 

FRENCH  PROVERB 

We  cannot  dedicate  — we  cannot 
consecrate  — we  cannot  hallow 
— this  ground.  The  brave  men, 
living  and  dead,  who  struggled 
here  have  consecrated  it  far 
above  our  poor  power  to  add  or 
detract.  The  world  will  little  note, 
nor  long  remember,  what  we  say 
here,  but  it  can  never  forget  what 
they  did  here. 

ABRAHAM  LINCOLN,  Gettysburg 
Address,  Nov.  19,  1863 

It  is  a grand  mistake  to  think  of 
being  great  without  goodness; 
and  I pronounce  it  as  certain  that 
there  was  never  yet  a truly  great 
man  that  was  not  at  the  same 
time  truly  virtuous. 

BENJAMIN  FRANKLIN.-  The  Busy-Body, 
Feb.  18,  1729 

Silence  makes  no  mistakes. 

FRENCH  PROVERB 

We  must  have  reasons  for  speech, 
but  we  need  none  for  silence. 

IBID. 

Contemporaries  appreciate  the 
man  rather  than  the  merit;  but 
posterity  will  regard  the  merit 
rather  than  the  man. 

C.C.  COLTON.- Locon,  1820 

/ have  sat  through  an  Italian 
opera  till,  for  sheer  pain,  and 
inexplicable  anguish,  I have 
rushed  out  into  the  noisiest 
places  of  the  crowded  streets,  to 
solace  myself  with  sounds  which 
I was  not  obliged  to  follow,  and 
get  rid  of  the  distracting  torment 
of  endless,  fruitless,  barren 
attention. 

CHARLES  LAMB.-  A Chapter  on  Ears, 
1821  (London  Magazine,  March) 
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CYTOTECW 

(misoprostol) 

Considerations  before  you  prescribe  Cytotec 

■ Because  of  its  abortifacient  property,  Cytotec 
should  not  be  prescribed  for  women  who  are 
pregnant.  Patients  must  be  advised  of  the 
abortifacient  property  and  warned  not  to  give 
the  drug  to  others. 


■ Cytotec  should  be  used  in  a woman  of  childbearing 
potential  only  if  she  is  using  effective  contraceptive 
measures,  has  received  oral  and  written  warnings 
concerning  the  hazards  of  misoprostol,  has  had  a negative 
serum  pregnancy  test  within  two  weeks  prior  to  beginning 
therapy,  and  will  begin  therapy  only  on  the  second  or  third 
day  of  the  next  menstrual  period. 

■ Some  patients  may  experience  transient  diarrhea,  which 
usually  resolves  in  about  a week,  or  abdominal  discomfort. 
Abdominal  discomfort  may  persist  in  the  absence  of  gastric 
ulceration. 


BRIEF  SUMMARY 


CONTRAINDICATIONS  AND  WARNINGS:  Cytotec  (misoprostol)  is  contrain- 
dicated, because  of  its  abortifacient  property,  in  women  who  are  pregnant.  (See 
Precautions.)  Patients  must  be  advised  of  the  abortifacient  property  and  warned 
not  to  give  the  drug  to  others.  Cytotec  should  not  be  used  in  women  of 
childbearing  potential  unless  the  patient  requires  nonsteroidal  anti-inflammatory 
drug  (NSAID)  therapy  and  is  at  high  risk  of  complications  from  gastric  ulcers 
associated  with  use  of  the  NSAID,  or  is  at  high  risk  of  developing  gastric 
ulceration.  In  such  patients,  Cytotec  may  be  prescribed  if  the  patient 

• is  capable  of  complying  with  effective  contraceptive  measures. 

• has  received  both  oral  and  written  warnings  of  the  hazards  of  misoprostol, 
the  risk  of  possible  contraception  failure,  and  the  danger  to  other  women  of 
childbearing  potential  should  the  drug  be  taken  by  mistake. 

• has  had  a negative  serum  pregnancy  test  within  two  weeks  prior  to  beginning 
therapy. 

• will  begin  Cytotec  only  on  the  second  or  third  day  of  the  next  normal  menstrual 
period. 


INDICATIONS  AND  USAGE:  Cytotec  (misoprostol)  is  indicated  for  the  prevention 
of  NSAID  (nonsteroidal  anti-inflammatory  drugs,  including  aspirin)-induced  gastric 
ulcers  in  patients  at  high  risk  of  complications  from  gastric  ulcer,  eg,  the  elderly  and 
patients  with  concomitant  debilitating  disease,  as  well  as  patients  at  high  risk  of 
developing  gastric  ulceration,  such  as  patients  with  a history  of  ulcer.  Cytotec  has 
not  been  shown  to  prevent  duodenal  ulcers  in  patients  taking  NSAIDs.  Cytotec  should 
be  taken  for  the  duration  of  NSAID  therapy.  Cytotec  has  been  shown  to  prevent 
gastric  ulcers  in  controlled  studies  of  three  months'  duration.  It  had  no  effect, 
compared  to  placebo,  on  gastrointestinal  pain  or  discomfort  associated  with  NSAID 
use. 

CONTRAINDICATIONS:  See  boxed  CONTRAINDICATIONS  AND  WARNINGS. 

Cytotec  should  not  be  taken  by  anyone  with  a history  of  allergy  to  prostaglandins. 
WARNINGS:  See  boxed  CONTRAINDICATIONS  AND  WARNINGS. 

PRECAUTIONS: 

Information  for  patients:  Cytotec  is  contraindicated  in  women  who  are  pregnant, 
and  should  not  be  used  in  women  of  childbearing  potential  unless  the  patient  requires 
nonsteroidal  anti-inflammatory  drug  (NSAID)  therapy  and  is  at  high  risk  of  complica- 
tions from  gastric  ulcers  associated  with  the  use  of  the  NSAID,  or  is  at  high  risk  of 
developing  gastric  ulceration.  Women  of  childbearing  potential  should  be  told  that 
they  must  not  be  pregnant  when  Cytotec  therapy  is  initiated,  and  that  they  must  use 
an  effective  contraception  method  while  taking  Cytotec. 

See  boxed  CONTRAINDICATIONS  AND  WARNINGS. 

Patients  should  be  advised  of  the  following: 

Cytotec  is  intended  for  administration  along  with  nonsteroidal  anti-inflammatory 
drugs  (NSAIDs),  including  aspirin,  to  decrease  the  chance  of  developing  an  NSAID- 
induced  gastric  ulcer. 

Cytotec  should  be  taken  only  according  to  the  directions  given  by  a physician. 

If  the  patient  has  questions  about  or  problems  with  Cytotec,  the  physician  should 
be  contacted  promptly. 

THE  PATIENT  SHOULD  NOT  GIVE  CYTOTEC  TO  ANYONE  ELSE.  Cytotec 
has  been  prescribed  for  the  patient's  specific  condition,  may  not  be  the  correct 
treatment  for  another  person,  and  may  be  dangerous  to  the  other  person  if  she 
were  to  become  pregnant. 

The  Cytotec  package  the  patient  receives  from  the  pharmacist  will  include  a 
leaflet  containing  patient  information.  The  patient  should  read  the  leaflet  before 
taking  Cytotec  and  each  time  the  prescription  is  renewed  because  the  leaflet  may 
have  been  revised. 

Keep  Cytotec  out  of  the  reach  of  children. 

SPECIAL  NOTE  FOR  WOMEN:  Cytotec  must  not  be  used  by  pregnant  women. 
Cytotec  may  cause  miscarriage.  Miscarriages  caused  by  Cytotec  may  be 
incomplete,  which  could  lead  to  potentially  dangerous  bleeding,  hospitaliza- 
tion, surgery,  infertility,  or  maternal  or  fetal  death. 

Drug  interactions:  See  Clinical  Pharmacology.  Cytotec  has  not  been  shown  to 
interfere  with  the  beneficial  effects  of  aspirin  on  signs  and  symptoms  of  rheumatoid 
arthritis.  Cytotec  does  not  exert  clinically  significant  effects  on  the  absorption,  blood 
levels,  and  antiplatelet  effects  of  therapeutic  doses  of  aspirin  Cytotec  has  no  clinically 
significant  effect  on  the  kinetics  of  diclofenac  or  ibuprofen 

Animal  toxicology:  A reversible  increase  in  the  number  of  normal  surface  gastric 
epithelial  cells  occurred  in  the  dog,  rat,  and  mouse.  No  such  increase  has  been 
observed  in  humans  administered  Cytotec  for  up  to  one  year. 

An  apparent  response  of  the  female  mouse  to  Cytotec  in  long-term  studies  at  100 
to  1000  times  the  human  dose  was  hyperostosis,  mainly  of  the  medulla  of  sternebrae 
Hyperostosis  did  not  occur  in  long-term  studies  in  the  dog  and  rat  and  has  not  been 
seen  in  humans  treated  with  Cytotec. 

Carcinogenesis,  mutagenesis,  impairment  of  fertility:  There  was  no  evidence  of 
an  effect  of  Cytotec  on  tumor  occurrence  or  incidence  in  rats  receiving  daily  doses 
up  to  150  times  the  human  dose  for  24  months.  Similarly,  there  was  no  effect  of 
Cytotec  on  tumor  occurrence  or  incidence  in  mice  receiving  daily  doses  up  to  1000 
times  the  human  dose  for  21  months.  The  mutagenic  potential  of  Cytotec  was  tested 
in  several  in  vitro  assays,  all  of  which  were  negative. 

Misoprostol,  when  administered  to  breeding  male  and  female  rats  at  doses  6.25 
times  to  625  times  the  maximum  recommended  human  therapeutic  dose,  produced 
dose-related  pre-  and  post-implantation  losses  and  a significant  decrease  in  the 
number  of  live  pups  born  at  the  highest  dose.  These  findings  suggest  the  possibility 
of  a general  adverse  effect  on  fertility  in  males  and  females. 

Pregnancy:  Pregnancy  Category  X.  See  boxed  CONTRAINDICATIONS  AND 
WARNINGS. 

Nonteratogenic  effects:  Cytotec  may  endanger  pregnancy  (may  cause  miscarriage) 
and  thereby  cause  harm  to  the  fetus  when  administered  to  a pregnant  woman. 
Cytotec  produces  uterine  contractions,  uterine  bleeding,  and  expulsion  of  the  products 


of  conception.  Miscarriages  caused  by  Cytotec  may  be  incomplete.  In  studie' 
women  undergoing  elective  termination  of  pregnancy  during  the  first  trimester,  Cyt 
caused  partial  or  complete  expulsion  of  the  products  of  conception  in  11%  oil 
subjects  and  increased  uterine  bleeding  in  41%.  If  a woman  is  or  becomes  preg 
while  taking  this  drug,  the  drug  should  be  discontinued  and  the  patient  apprise 
the  potential  hazard  to  the  fetus. 

Teratogenic  effects:  Cytotec  is  not  fetotoxic  or  teratogenic  in  rats  and  rabbn 
doses  625  and  63  times  the  human  dose,  respectively.  , 

Nursing  mothers:  See  Contraindications.  Cytotec  should  not  be  administers' 
nursing  mothers  because  the  potential  excretion  of  misoprostol  acid  could  c; 
significant  diarrhea  in  nursing  infants. 

Pediatric  use:  Safety  and  effectiveness  in  children  below  the  age  of  18  years  i 
not  been  established. 

ADVERSE  REACTIONS:  The  following  have  been  reported  as  adverse  even" 
subjects  receiving  Cytotec:  ‘ 

Gastrointestinal:  The  most  frequent  gastrointestinal  adverse  events  were  diari 
and  abdominal  pain.  The  incidence  of  diarrhea  ranged  up  to  40%  but  averaged  ' 
in  clinical  trials. 

Diarrhea  was  dose  related  and  usually  developed  early  in  the  course  of  the) 
(after  13  days),  usually  was  self-limiting  (often  resolving  after  8 days),  but  somet 
required  discontinuation  of  Cytotec  (2%  of  the  patients).  Rare  instances  of  profc 
diarrhea  leading  to  severe  dehydration  have  been  reported  Patients  with  an  under 
condition  such  as  inflammatory  bowel  disease,  or  those  in  whom  dehydration,  ' 
it  to  occur,  would  be  dangerous,  should  be  monitored  carefully  if  Cytotec  is  prescri 
The  incidence  of  diarrhea  can  be  minimized  by  administering  after  meals  an! 
bedtime,  and  by  avoiding  coadministration  of  Cytotec  with  magnesium-contaj 
antacids.  ‘ 

Gynecological:  Women  who  received  Cytotec  during  clinical  trials  reported 
following  gynecological  disorders:  spotting  (0.7%),  cramps  (0.6%),  hypermenoi 
(0.5%),  menstrual  disorder  (0.3%)  and  dysmenorrhea  (0.1%).  Postmenopausal  va 
bleeding  may  be  related  to  Cytotec  administration.  If  it  occurs,  diagnostic  wcj 
should  be  undertaken  to  rule  out  gynecological  pathology. 

Elderly:  There  were  no  significant  differences  in  the  safety  profile  of  CytoU 
approximately  500  ulcer  patients  who  were  65  years  of  age  or  older  compared  ' 
younger  patients.  . 

Additional  adverse  events  which  were  reported  are  categorized  as  follows: 
Incidence  greater  than  1 %:  In  clinical  trials,  the  following  adverse  reactions 
reported  by  more  than  1 % of  the  subjects  receiving  Cytotec  and  may  be  cat 
related  to  the  drug:  nausea  (3.2%),  flatulence  (2  9%),  headache  (2.4%),  dyspi 
(2.0%),  vomiting  (1.3%),  and  constipation  (1.1%).  However,  there  were  no  signif 
differences  between  the  incidences  of  these  events  for  Cytotec  and  placebo. 
Causal  relationship  unknown:  The  following  adverse  events  were  infrequ 
reported.  Causal  relationships  between  Cytotec  and  these  events  have  not 
established  but  cannot  be  excluded:  aches/pains,  asthenia,  fatigue,  fever,  ri'. 
weight  changes,  rash,  dermatitis,  alopecia,  pallor,  breast  pain,  abnormal  t 
abnormal  vision,  conjunctivitis,  deafness,  tinnitus,  earache,  upper  respiratory 
infection,  bronchitis,  bronchospasm,  dyspnea,  pneumonia,  epistaxis,  chest  i 
edema,  diaphoresis,  hypotension,  hypertension,  arrhythmia,  phlebitis,  increased 
diac  enzymes,  syncope,  Gl  bleeding,  Gl  inflammation/infection,  rectal  disorder 
normal  hepatobiliary  function,  gingivitis,  reflux,  dysphagia,  amylase  increase,  ant 
laxis,  glycosuria,  gout,  increased  nitrogen,  increased  alkaline  phosphatase,  poh 
dysuria,  hematuria,  urinary  tract  infection,  anxiety,  change  in  appetite,  depres) 
drowsiness,  dizziness,  thirst,  impotence,  loss  of  libido,  sweating  increase,  neurop: 
neurosis,  arthralgia,  myalgia,  muscle  cramps,  stiffness,  back  pain,  anemia,  abnc 
differential,  thrombocytopenia,  purpura,  ESR  increased. 

Important  note:  Complete  prescribing  information  should  be  consulted  pri 
use. 

DOSAGE  AND  ADMINISTRATION:  The  recommended  adult  oral  dose  of  Cy 
for  the  prevention  of  NSAID-induced  gastric  ulcers  is  200  meg  four  times  daily 
food  If  this  dose  cannot  be  tolerated,  a dose  of  100  meg  can  be  used.  Cy 
should  be  taken  for  the  duration  of  NSAID  therapy  as  prescribed  by  the  phys 
Cytotec  should  be  taken  with  a meal,  and  the  last  dose  of  the  day  should  I 
bedtime. 

Renal  impairment:  Adjustment  of  the  dosing  schedule  in  renally  impaired  pat 
is  not  routinely  needed,  but  dosage  can  be  reduced  if  the  200-mcg  dose  i: 
tolerated. 
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Address  medical  inquiries  to:  rj 

G.D.  Searle  & Co.  ^ ' 

Medical  & Scientific  Information  Department  j 

4901  Searle  Parkway 

Skokie,  IL  60077  1 1 

DM  C G.D.  Searle  & Co. 

Box  5110.  Chicago.  IL  60680  Mi 


EDITOR'S  CORNER 


Of  Obsessions  and  Addictions 
Of  Mother’s  Day 


\ 

— 

|»  < 1 s it  possible,  then,  that  West- 
I £ ern  science  could  provide  a 
ledicine  which  would  at  least  give 
he  human  organism  a start  in  re- 
?asing  itself  from  its  chronic  self- 
ontradiction?  The  medicine  might 
ideed  have  to  be  supported  by 
dher  procedures  — psychotherapy, 
spiritual’  disciplines,  and  basic 
hanges  in  one ’s  pattern  of  life  — 
mt  every  diseased  person  seems 
p need  some  kind  of  initial  lift  to 
'^t  him  on  the  way  to  health.  The 
mestion  is  by  no  means  absurd  if 
is  true  that  what  afflicts  us  is  a 
ickness  not  Just  of  the  mind  but  of 
he  organism,  of  the  very  function- 
ing of  the  nervous  system  and  the 
)rain.  Is  there,  in  short,  a medicine 
uhich  can  give  us  temporarily  the 
ensation  of  being  integrated,  of 
)eing  fully  one  with  ourselves  and 
uith  nature  as  the  biologist  knows 
IS,  theoretically,  to  be?  If  so,  the 
experience  might  offer  clues  to 
uhatever  else  must  be  done  to  bring 
ibout  full  and  continuous  integra- 
ion.  It  might  be  at  least  the  tip  of 
Viadne’s  thread  to  lead  us  out  of 
he  maze  in  which  all  of  us  are  lost 
rom  our  infancy. 

“Relatively  recent  research  sug- 
gests that  there  are  at  least  three 
:uch  medicines,  though  none  is  an 
nfallible  ‘specific.  ’ They  work  with 
■ome  people,  and  much  depends 
ipon  the  social  and  psychological 
ontext  in  which  they  are  given.  Oc- 
:asionally  their  effects  may  be 
larmful,  but  such  limitations  do  not 
ieter  us  from  using  penicillin  — 
^ften  a far  more  dangerous  chem- 
cal  than  any  of  these  three.  I am 


speaking,  of  course,  of  mescaline 
(the  active  ingredient  of  the  peyote 
cactus),  lysergic  acid  diethylamide 
(a  modified  ergot  alkaloid),  and 
psilocybin  (a  derivative  of  the 
mushroom  psilocybe  mexicana). 

“The  peyote  cactus  had  long  been 
used  by  the  Indians  of  the  South- 
west and  Mexico  as  a means  of 
communication  with  the  divine 
world,  and  today  the  eating  of  dried 
buttons  of  the  plant  is  the  principal 
sacrament  of  an  Indian  church 
known  as  the  Native  American 
Church  of  the  United  States  — by 
all  accounts  a most  respectable  and 
Christian  organization.  At  the  end 
of  the  nineteenth  century  its  effects 
were  first  described  by  Weir  Mitch- 
ell and  Haveloks  Ellis,  and  some 
years  later  its  active  ingredient  was 
identified  as  mescaline,  a chemical 
of  the  amine  group  which  is  quite 
easily  synthesized. 

“Lysergic  acid  diethylamide  was 
first  discovered  in  1938  by  the  Swiss 
pharmacologist  A.  Hofman  in  the 
course  of  studying  the  properties  of 
the  ergot  fungus.  Quite  by  accident 
he  absorbed  a small  amount  of  this 
acid  while  making  certain  changes 
in  its  molecular  structure,  and  no- 
ticed its  peculiar  effects.  Further  re- 
search proved  that  he  had  hit  upon 
the  most  powerful  consciousness- 
changing drug  now  known,  for  LSD- 
23  (as  it  is  called  for  short)  will 
produce  its  characteristic  results  in 
so  minute  a dosage  as  20  micro- 
grams, 1/700,000,000  of  an  average 
man’s  weight. 

“Psilocybin  is  derived  from  an- 
other of  the  sacred  plants  of  the 


Mexican  Indians  — a type  of  mush- 
room known  to  them  as  teonana- 
cacl,  ‘the  flesh  of  God.’  Following 
Robert  Weitlaner’s  discovery  in  1936 
that  the  cult  of  ‘the  sacred  mush- 
room’ was  still  prevalent  in  Oa- 
xaca, a number  of  mycologists,  as 
specialists  in  mushrooms  are 
known,  began  to  make  studies  of 
the  mushrooms  of  this  region.  Three 
varieties  were  found  to  be  in  use. 
In  addition  to  psilocybe  mexicana 
there  were  also  psilocybe  azteco- 
rum  Heim  and  psilocybe  Wassonii, 
named  respectively  after  the  my- 
cologists Roger  Heim  and  Gordon 
and  Valentina  Wasson,  who  took 
part  in  the  ceremonies  of  the  cult. . . . 

“The  physical  world  is  vibration, 
quanta,  but  vibrations  of  what?  To 
the  eye,  form  and  color;  to  the  ear, 
sound;  to  the  nose,  scent;  to  the  fin- 
gers, touch.  But  these  are  all  dif- 
ferent languages  for  the  same  thing, 
different  qualities  of  sensitivity,  dif- 
ferent dimensions  of  conscious- 
ness. The  question,  ‘Of  what  are 
they  differing  forms?’ seems  to  have 
no  meaning.  What  is  light  to  the  eye 
is  sound  to  the  ear.  I have  the  im- 
age of  the  senses  being  terms, 
forms,  or  dimensions  not  of  one 
thing  common  to  all,  but  of  each 
other,  locked  in  a circle  of  mutual- 
ity. Closely  examined,  shape  be- 
comes color,  which  becomes  vibra- 
tion, which  becomes  sound,  which 
becomes  smell,  which  becomes 
taste,  and  then  touch,  and  then 
again  shape.  ( One  can  see,  for  ex- 
ample, that  the  shape  of  a leaf  is 
its  color.  There  is  no  outline  around 
the  leaf;  the  outline  is  the  limit 
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where  one  colored  surface  be- 
comes another.)  I see  all  these  sen- 
sory dimensions  as  a round  dance, 
gesticulations  of  one  pattern  being 
transformed  into  gesticulations  of 
another.  And  these  gesticulations 
are  flowing  through  a space  that 
has  still  other  dimensions,  which  / 
want  to  describe  as  tones  of  emo- 
tional color,  of  light  or  sound  being 
joyous  or  fearful,  gold  elated  or  lead 
depressed.  These,  too,  form  a circle 
of  reciprocity,  a round  spectrum  so 
polarized  that  we  can  only  describe 
each  in  terms  of  the  others. 

"'Sometimes  the  image  of  the 
physical  world  is  not  so  much  a 
dance  of  gestures  as  a woven  tex- 
ture. Light,  sound,  touch,  taste  and 
smell  become  a continuous  warp, 
with  the  feeling  that  the  whole  di- 
mension of  sensation  is  a single 
continuum  or  field.  Crossing  the 
warp  is  a woof  representing  the  di- 
mension of  meaning  — moral  and 
aesthetic  values,  personal  or  indi- 
vidual uniqueness,  logical  signifi- 
cance, and  expressive  form  — and 
the  two  dimensions  interpenetrate 
so  as  to  make  distinguishable 
shapes  seem  like  ripples  in  the 
water  of  sensation.  The  warp  and 
woof  stream  together,  for  the  weav- 
ing is  neither  flat  nor  static  but  a 
many-directioned  cross-flow  of  im- 
pulses filling  the  whole  volume  of 
space.  I feel  that  the  world  is  on 
something  in  somewhat  the  same 
way  that  a color  photograph  is  on 
a film,  underlying  and  connecting 
the  patches  of  color,  though  the  film 
here  is  a dense  rain  of  energy.  / see 
that  what  it  is  on  is  my  brain  — 
‘that  enchanted  loom,  ’ as  Sherring- 
ton called  it.  Brain  and  world,  warp 
of  sense  and  woof  of  meaning, 
seem  to  interpenetrate  insep- 
arably. They  hold  their  boundaries 
or  limits  in  common  in  such  a way 
as  to  define  one  another  and  to  be 
impossible  without  each  other.  ” 

Alan  W.  Watts,  The  Joyous 
Cosmology:  Adventures  in  the 
Chemistry  of  Consciousness 


(a  short  monologue  written 
by  this  one  time  Episcopalian 
priest  turned  Zen  Buddhist 
and  written  while 
“experimentally”  taking  some 
of  the  above  described 
hallucinogens.) 


^i^^^hat  shall  1 write  of  this 
W month?”,  I said  to  the  live- 
in  cook  as  she  began  preparations 
for  supper.  One  simply  runs  dry  at 
times  it  seems.  Dry  of  inspiration. 
Of  ideas.  For  myself,  dry,  arid,  of 
anything  new  or  different  or  inter- 
esting with  which  to  fill  this  Editor’s 
Corner.  And  1 had  run  dry.  1 remem- 
ber reading  once  of  William  Faulk- 
ner who  talked  of  the  “well  running 
dry”  in  regards  to  his  writing  ca- 
pability. It  was  at  such  time  that  he 
disappeared  for  days  on  end  into 
the  caverns  of  New  York  until  the 
alcohol  left  his  ravaged  body.  Such 
doesn’t  seem  to  happen  to  the  ad- 
dicted, 1 thought,  for  that  is  what 
we  deal  with  this  coming  month,  in 
June,  in  the  Journal.  The  addicts 
always,  or  so  it  seems  to  me,  has 
that  something  driving  them.  There 
seem  always  to  be  present  the  fuel- 
ing from  anticipation  of  the  next  fix. 
The  next  high. 

But  back  to  the  cook.  She  was 
getting  hamburgers  ready  now.  It 
was  to  be  a simple  evening  meal 
tonight.  Not  the  usual  planned  three 
course  repast.  I live  in  a home  with 
a wife  and  daughter  both  addicted 
to  gourmet  cooking.  “It  is  for  May 
is  it  not?”,  she  said.  “Then  write 
about  Mother’s  Day.  It  comes  in  May 
you  know.”  “Foolish  woman,”  1 
thought.  “She  doesn’t  understand 
the  seriousness  of  the  matter.  Ad- 
diction and  motherhood.  Foolish- 
ness.” 

But  a sense  of  saneness  pre- 
vailed. “My  mother  addicted  me,”  1 
thought.  She  said  to  me  early  in 
childhood,  then  over  and  over 
through  the  years,  “You  can  be- 
come anything  you  want  to.”  We 
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went  once  to  Birmingham  to  try  ol 
for  the  Atlanta  Boys  Choir  with 
voice  that  frightened  pigeons.  Ther 
was  bred  an  unconscious  feelin 
that  nothing  less  than  perfecting 
would  suffice.  1 place  no  blame  am 
hold  no  malice  but  only  say  simpl 
that  I was  early  addicted  to  exce’ 
ling  whether  that  be  destructive  c 
not.  The  excelling  did  not  neces 
sarily  happen  but  the  fact  of  th' 
matter  is  that  the  concept  encaseo 
me  with  no  escape  but  to  at  leas 
try  to  conform  to  the  edict. 

And  so  1 began  to  think  abou 
that  relationship  betwee^ 
“motherhood”  and  “addiction”  am 
to  think  about  it  in  particular  in  re 
gards  to  some  recent  reading  1 hao 
done.  Such  can  be  an  addiction  alst, 
it  is  said,  reading  that  is.  It  is  saio 
that  Sir  James  George  Frazier  wh< 
wrote  The  Golden  Bough  read  t( 
such  excess  that  he  literally  lost  hi 
eyesight.  I had  not  read  much  c 
John  Updike  in  the  past  though 
knew  of  the  “Rabbit”  series  and  hat| 
in  my  library  a signed  copy  of  Rab 
bit  Redux.  Updike  had  used  hi 
character,  Harry  “Rabbit”  Angs 
trom,  in  three  previous  novels  whici 
he  called  Rabbit  Run,  Rabbit  Re 
dux,  and  Rabbit  is  Rich  before  h 
wrote  the  last  one  which  he  titleii 
Rabbit  at  Rest.  It  was  in  these  nov 
els  that  Updike  had  used  “Rabbit 
to  chronicle  the  American  socia 
scene,  or  to  chronicle  it  as  he  sav 
it,  of  the  Sixties,  the  Seventies,  an( 
the  Eighties.  Deep  in  the  text  c 
Rabbit  at  Rest  is  a conversation  be 
tween  Rabbit’s  wife,  Janice,  am 
their  son.  Nelson.  Listen.  This  i 
motherhood  and  addiction. 

“Let’s  try  to  keep  talking  abou 
you,  not  your  father.  As  you  say,  Tn 
a simple  woman.  Not  sharp,  nc 
tough.  Tm  very  ignorant  about  a Ic 
of  things.  The  simplest  things  abou 
this,  like  how  much  it  takes  am 
how  much  it  costs.  1 don’t  ever 
know  how  you  take  it  — up  thi 
nose  or  smoke  it  or  what  you  pu 
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‘ in  to  smoke  it  or  any  of  that.  All 
‘know  about  cocaine  is  what’s  on 
liami  Vice  and  the  talk  shows  and 
hey  don’t  explain  very  much.  It’s 
jst  not  something  I ever  thought 
)ould  make  a difference  in  my 
!fe ....” 

He  laughs,  superior.  “They’re 
ailed  lines,  Mom,  if  you  snort  them, 
(ou  chop  up  this  powder  with  a 
\azor  blade  on  a mirror  usually  and 
\iake  them  into  lines  about  an 
■ighth  of  an  inch  wide  and  an  inch 
j>r  two  long.  You  inhale  them  into 
\pur  nose  with  a straw  or  a glass 
ooter  you  can  buy  at  these  places 
hwn  in  Brewer  near  the  bridge, 
ome  of  the  guys  use  a rolled  up 
\lollar  bill;  if  say  it’s  a hundred-dol- 
br  bill,  that’s  considered  cool.  ’’  He 
\miles,  remembering  these  crisp, 
nittering  procedures,  among  friends 
ib  their  condos  and  apartments  in 
he  high  northern  section  of  Brewer 
racking  up  to  Mt.  Judge. 

His  mother  asks,  “Does  Pru  do 
his  with  you?” 

■ His  face  clouds.  “She  used  to,  but 
hen  stopped  when  she  was  preg- 
lant  with  Roy,  and  then  didn ’t  take 
t up  again.  She’s  become  quite 
igid.  She  says  it  destroys  people.  ” 

“Is  she  right?” 

“Some  people.  But  not  really, 
"'hose  people  would  have  gone  un- 
Jer  to  something.  Like  I say,  it’s  bet- 
[er  for  you  physically  than  alcohol. 
You  can  do  a line  at  work  quick  in 
}he  John  and  nobody  can  tell  the 
'jiifference,  except  you  feel  like 
yuperman.  Sell  like  Superman,  too. 
Vhen  you  feel  irresistible,  you’re 
\iard  to  resist.”  He  laughs  again, 
Showing  small  grayish  teeth  like 
hers.  His  face  is  small  like  hers,  as 
'f  not  wanting  to  put  too  much  up 
mnt  where  the  world  can  damage 
t.  Whereas  Harry  in  his  middle  age 
las  swelled,  his  face  a moon  above 
t all.  People  down  here,  these  smart 
'ews,  like  to  kid  him  and  take  ad- 
vantage like  the  three  in  that  four- 
■ome. 

She  touches  her  upper  lip  with 


her  tongue,  not  certain  where  to  take 
this  interview  now.  She  knows  she 
will  not  be  able  to  pry  Nelson  this 
open  soon  again.  He  is  flying  back 
tomorrow  afternoon,  to  make  a New 
Year’s  Eve  party.  She  asks,  “Do  you 
do  crack,  too?” 

He  becomes  more  guarded.  He 
lights  a Camel  and  throws  his  head 
back  to  drink  the  last  of  the  coffee. 
A nerve  in  this  temple  is  twitching, 
under  the  gray  transparent  skin. 
“Crack’s  just  coke  that’s  been  free- 
based  for  you  — little  pebbles,  they 
call  them  rock.  You  smoke  them  in 
a kind  of  pipe  usually.  ” He  gestures; 
smoke  loops  around  his  face.  “It’s 
a nice  quick  lift,  quicker  than  snort- 
ing. But  then  you  crash  quicker.  You 
need  more.  You  get  in  a run.  ” 

“You  do  this,  then.  Smoke  crack.  ” 
“I’ve  been  known  to.  What’s  the 
diff?  It’s  handy,  it’s  all  over  the  street 
these  last  couple  years,  it’s  dirt 
cheap,  what  with  the  competition 
between  the  gangs.  Fifteen,  even  ten 
dollars  a rock.  They  call  it  candy. 
Mom,  it’s  no  big  deal.  People  your 
age  are  superstitious  about  drugs 
but  it’s  Just  a way  of  relaxing,  of 
getting  your  kicks.  People  since  they 
lived  in  caves  have  had  to  have 
their  kicks.  Opium,  beer,  smack,  pot 
— it’s  all  been  around  for  ages. 
Coke’s  the  cleanest  of  them  all,  and 
the  people  who  use  it  are  success- 
ful by  and  large.  It  keeps  them  suc- 
cessful, actually.  It  keeps  them 
sharp.  ” 

Her  hand  has  come  to  rest  on  her 
own  bare  foot  there  on  the  sofa 
cushion.  She  gives  her  toes  a 
squeeze,  and  spreads  them  to  feel 
air  between.  “Well,  you  see  how 
stupid  I am,  ” she  says.  “I  thought 
it  was  all  through  the  slums  and 
behind  most  of  the  crime  we  read 
about.  ” 

I have,  we  all  have,  seen  so  much 
of  this  problem  in  medicine  as 
indeed  have  we  seen  it  in  all  of  so- 
ciety. It  was  the  stimulus  for  the 
MAG  to  accept  the  advice  and  the 


challenge  of  Dr.  Doug  Talbott  some 
20  years  ago  to  institute  the  Im- 
paired Physicians  Program.  That 
particular  decision  led  to  this  state 
medical  society  being  looked  upon 
today  as  having  first  recognized  and 
confronted  the  problem  of  physi- 
cian addiction  and  of  having  done 
something  about  it.  I have  seen  as 
perhaps  have  we  all  the  problem 
close  at  hand.  Seen  close  associ- 
ates, friends,  unsuspected  of  and 
yet  in  trouble. 

One  such  occurrence  in  partic- 
ular holds  fast  in  my  memory,  for 
that  individual  had  quickly  and 
without  argument  admitted  the 
problem,  the  weakness,  com- 
pliantly entered  the  intervention 
program,  followed  the  post-treat- 
ment monitoring  and  yet  returned 
to  the  practice  only  to  find  rejection 
by  peers.  I said  to  my  friend,  for  so 
he  remains,  “Tell  me  about  it.  Tell 
me  what  it  is  like.  Tell  me  about 
the  Impaired  Physicians  Program. 
Tell  me  what  hurt  the  most.  What 
helped  the  most.”  He  looked  away 
as  if  I were  one  of  them.  “They  never 
forgave  me.  Never  forgave  my  weak- 
ness. I did  what  they  asked.  All  the 
monitoring.  But  they  never  forgave 
me.” 

We  live,  all  we  physicians  and 
surgeons,  in  a delicate  balance  be- 
tween “too  much  and  too  little.” 
Something  challenged  us,  perhaps 
our  mothers,  perhaps  a gene  trav- 
eling a long  and  lonesome  genetic 
highway  through  the  years,  to  this 
place  in  which  we  find  ourselves. 
To  a place  where  we  rise  each 
morning  confronted  by  an  unpre- 
dictable series  of  problems  couched 
in  a veritable  plethora  of  individual 
personalities  asking  only  that  we 
present  solutions,  provide  results, 
leading  to  nothing  less  than  flaw- 
less perfection.  We  spend  our  rest- 
less nights  awaiting  the  ring  of  a 
telephone  calling  us  from  rest  once 
again  to  flawless  perfection.  We 
dream  of  placing  the  perfect  stitch 
or  misplacing  it.  We  await  the  legal 
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summons  to  explain  to  a lay  jury 
and  a paper-mache  lawyer  mas- 
querading as  an  expert,  certain 
technical  matters  of  medical  treat- 
ment far  beyond  their  comprehen- 
sion but  which  have  led  to  less  than 
a perfect  result. 

ii  A ddiction”  takes  many 
Am  forms.  Perhaps  it  rests 
somewhere  in  us  all.  Work,  play, 
rest,  lethargy,  sex,  casual  indiffer- 
ence, slothfulness.  Drugs.  They  can 


all  in  their  own  way  be  destructive. 
Somewhere  in  the  hazy  foreverness 
of  a cocaine  fix  there  must  be  a time 
when  the  addict  thinks,  “Man,  ain’t 
this  the  life”  and  wish  for  that  state 
of  mind  to  go  endlessly  on.  Who  of 
us  have  not  lain  on  a sunny  lawn 
or  a Carribbean  beach  and  thought 
if  only  that  day  could  go  on  and  on 
and  on?  The  medical  mind  turns 
quickly  to  solutions,  to  cures,  how- 
ever. Turns  to  ask  the  question  of 
what  can  be  done  to  correct  the 


destructive  habit.  And  that  is  where 
we  come  back  to  Mother’s  Day 
Come  back  to  it  for  that  is  where 
we  were  first  challenged  and  firs 
cautioned  of  the  prize  to  be  gainec 
and  the  pitfalls  which  we  woulc 
confront.  She  whispered  quietl} 
through  the  years.  “You  can  be 
come  anything  you  want  to.”  Per 
haps  the  answer  lies  there.  Lies  ir 
the  will  to  “become.” 


264 


Journal  of 


POETRY  CORNER 


>■  ■■■,.' 


/4  DAY’S  IMMORTALITY 

I feel  an  awed  expectancy  as  day’s 

Last  breath  is  drawn,  the  slowing  pulse  grows 

still. 

The  gauze  of  dusk  wipes  up  the  crimson  stains 
That  mortal  wound  has  smeared  on  rumpled 
clouds 

And  puddled  in  the  west.  A grandeur  still 
Remains  through  all  the  quiet  fading  light, 

And  stays  to  gild  the  drapery  of  night. 

OLD  FRIENDS  ARE  LIKE  OLD  WINE 

Old  friends  are  like  old  wine; 

They  suit  the  taste  — 

Like  wine  the  choicest  years 
Leave  none  to  waste. 

Old  friendship  may  be  chilled, 

Though  never  so  cold 

But  they  warm  the  distance  and  years 

Like  wine  of  old. 

Labels  can ’t  depict 
What  lies  inside. 

For  friends  hold  more  than  labels 
Can  ever  hide. 

So  I savor  vintage  friends 
And  vintage  wine  — 

No  promise  of  vintners  says 
How  long  they’re  mine! 

JOHN  RANSOM  LEWIS,  M.D. 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia's  Poet  Laureate. 


JUNE  1991 

3-7  — Atlanta:  Modem  Methods 
of  Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

9-13  — Sea  Island:  15th 
Symposium  on  Lung  Disease. 

Contact  M.  Williamson,  Southern 
Medical  Association,  35 
Lakeshore  Dr.,  PO  Box  190088, 
Birmingham,  AL  35219.  PH:  800/ 
423-4992. 

13-15  — Atlanta:  Contact  Lens 
Update.  Category  1 credit. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

17-22  — Kiawah  Island,  SC:  22nd 
Annual  Internal  Medicine 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

20- 23  — Sea  Island:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Contact  William  C. 
Mankin,  4059  Land  O’Lakes  Drive, 
NE,  Atlanta  30342.  PH:  404237- 
3922. 

21- 23  — Hilton  Head  Island,  SC: 

Daily  Anesthetic  Challenges. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

27-30  — Kiawah  Island,  SC: 
Hematology  and  Oncology. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 


JULY  1991 

8-11  — Lake  Lanier:  Nuclear 
Medicine  Update.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 


CALENDAR 


Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 

15-17  — Kiawah  Island,  SC: 

Update  in  Gynecology.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

18-20  — Kiawah  Island,  SC:  11th 
Annual  Clinical  Obstetrics. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

18-20  — Kiawah  Island,  SC: 
Neurology  for  the  Non- 
Neurologist.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

22-26  — Kiawah  Island,  SC:  13th 
Annual  Critical  Care  Medicine. 

Category  1 credit.  Contac  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
MOO.  PH:  404/721-3967. 

14-19  — Hilton  Head  Island,  SC: 

Clinical  Cardiiology.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

29-31  — Kiawah  Island,  SC:  14th 
Annual  Pediatric  Update. 
Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
MOO.  PH:  404/721-3967. 

AUGUST  1991 

I- 3  — Hilton  Head  Island,  SC: 

Financial  Management.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

5-10  — Amerila  Island,  FL: 

Summer  Imaging  and 
Interventional  Techniques. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

SEPTEMBER  1991 

II- 13  — Savannah:  15th  Annual 
Neonatology  — The  Sick 


Newborn.  Category  1 credit. 

Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721-  ’ 
3967.  ' 

23-25  — A//an/a.' Advanced  ' 

Demonstrations  in  Percut2uieous  j. 
Transluminal  Angioplasty  XXVI.  ]l 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta  I 
30322.  PH:  404/727-5695. 

27-29  — Atlanta: 

Gastroenterology  for  Primary 
Care  Physicians.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

30-1  Oct.  — Atlanta:  Quantitative  ( 
Thedlium  Myocardial 
Tomography.  Category  1 credit.  | 
Contact  Office  of  CME,  Emory  i 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695.  i 


OCTOBER  1991 

3-6  — Atlanta:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Contact  William  C. 
Mankin,  4059  Land  O’Lakes  Drive, ( 
NE,  Atlanta  30342.  PH:  404237-  , 

3922. 

24- 25  — Atlanta:  Women* s 
Health  Care.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727-  ' 
5695. 

25- 27  — Atlanta:  American 

College  of  Utilization  Review 
Physicians.  Contact  ACURP, 
Southbridge  Park,  Bldg  3,  Suite 
304,  1521  S.  Tamiami  Trail, 
Venice,  FL  34292.  PH:  813/497-  ■ 

3340. 

28-29  —A//a/7to.- TC-99M 
Myoc5u*dial  Spect.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 
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Journal  of 


Dear  Editor, 

Just  a note  to  say  how  much  I 
enjoy  the  MkQ  Journal  these  days. 

1 1 eagerly  look  forward  to  the  col- 
lections and  your  writings  on  the 
I:  editorial  pages,  especially. 

I thought  the  November,  1990, 
special  issue  on  “The  Ethical  Di- 
j lemma”  was  outstanding.  So  out- 
, standing  that  1 am  keeping  it.  1 wish 
it  were  on  everyone’s  reading  list, 
not  the  least  the  students. 

; The  best  to  you, 

Lovick  E.  Dickey,  M.D. 
Retired  Orthopedic  Surgeon 
Macon 

Dear  Editor, 

1 would  like  to  thank  you  for  the 
I very  attractive  and  informative  MAG 
Membership  Directory  that  you  ed- 
I ited.  It  is  a very  important  resource 
I for  me. 

I am  Executive  Director  of  the 
Dougherty  County  Medical  Society 
and  one  of  my  most  important  areas 
of  responsibility  is  assisting  the 
: public  in  locating  a physician.  I re- 
i'  ceive  calls  not  only  from  Dougherty 
County  but  from  surrounding  coun- 
; ties.  If  we  do  not  have  the  specialty 
area  needed  in  Albany,  I refer  them 
to  the  closest  location  with  that 
specialty.  My  Membership  Direc- 
tory has  been  invaluable.  In  the  ma- 
jor cities,  I refer  them  to  the  County 
Executive. 

Sincerely, 

Joanne  McKemie 

Executive  Directory 

Dougherty  County  Medical  Society 

i 


I 


E T T E R S 


Dear  Editor, 

I’m  really  not  surprised  that  you 
have  not  heard  of  the  “Harrison  L. 
Rogers,  Jr.,  M.D.  Excellence  In 
Medical  Journalism  Award”  for  this 
has  been  a project  of  the  Medical 
Association  of  Atlanta  which  has 
been  going  since  1986  with  little 
fanfare.  Recognition  is  usually  con- 
fined to  the  announcement  that  a 
particular  media  representative  has 
received  an  award  for  a particular 
program  or  story.  Each  Fall  we  have 
a program  at  the  Medical  Associa- 
tion of  Atlanta  consisting  of  a re- 
ception and  awards  announcement 
with  presentation  of  appropriate 
plaques. 

Melody  Palmer,  the  staff  lady  at 
MAA,  who  handles  public  relations 
has  a panel  of  “judges”  who  review 
media  productions  throughout  the 
year  and  each  Fall  decide  on  the 
winner  for  print  media,  radio  and 
television.  A series  of  two  or  three 
awards  are  given  in  each  category. 

This  program  was  developed  to 
enhance  our  relationship  with  the 
local  media,  and  I believe  that  it  has 
improved  our  relationships.  We 
certainly  know  these  folks  better, 
and  it  gives  us  an  opportunity  to 
meet  those  new  people  coming  in 
to  the  Atlanta  area  from  other  places 
and  hopefully  will  encourage  them 
to  call  the  MAA  for  answers  to  their 
medical  questions. 

Sincerely, 

Harrison  L.  Rogers,  Jr,  M.D. 

General  Surgeon,  Atlanta 


QUOTES 

That  profound  and  complicated 
sentiment  which  we  call  love  is 
the  universal  thirst  for  a 
communion  not  merely  of  the 
senses,  but  of  our  whole  nature, 
intellectual,  imaginative  and 

sensitive The  sexual  impulse, 

which  is  only  one,  and  often  a 
small  part  of  those  claims,  serves, 
from  its  obvious  and  external 
nature,  as  a kind  of  type  of 
expression  of  the  rest,  a common 
basis,  an  acknowledged  and 
visible  link. 

p.B.  SHZLiEy:  Fragment,  1818 

It  is  a vulgar  error  to  suppose 
that  a gentleman  must  be  ready 
to  fight.  The  utmost  that  can  be 
demanded  of  him  is  that  he  be 
incapable  of  a lie. 

R.  w.  EMERSON.'  Joumal, 

Dec.  14,  1850 

The  ennobling  difference  between 
one  man  and  another,  — 
between  one  animal  and  another, 
— is  precisely  in  this,  that  one 
feels  more  than  another. 

JOHN  RUSKiN.-  Sesame  and 
Lilies,  I,  1865 

Honest  men  fear  neither  the  light 
nor  the  dark. 

THOMAS  FULLER.-  Gnomolgia,  1732 
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MRI  UPDATE 


Figure  2 


Figure  1 


Clinical  history:  This  is  a 

26-year-old  male  with  back 
pain  and  right  lower  extremity 
radiation. 

Findings:  This  is  an 

example  of  a normal  study  on 
a young  adult.  COMMENT:  MRI 
is  the  screening  test  of  first 
choice  for  suspected  disorders 
of  the  lumbar  spine.  Notice  the 
clear  depiction  of  the  normal 
L5-S1  disc  (figure  1,  crossed 
arrow).  The  discs  of  this 
patient  exhibit  high  signal 
intensity  reflecting  normal 
hydration  and  none  of  the  discs 
are  narrowed.  None  of  the  discs 
indent  the  thecal  sac  which  is 
of  intermediate  signal  intensity 
and  appears  as  the  gray  band 


in  the  center  of  the  image.  The 
vertebral  bodies  are 
homogeneous  and  free  of 
destructive  lesions.  The  conus 
medullaris  (arrow)  is  normal. 
This  sagittal  image 
demonstrates  the  advantages 
of  MRI  over  other  screening 
modalities.  Routine  CT 
scanning  will  not  display  the 
conus  medullaris,  lesions  of 
which  may  masquerade  as 
disc  herniation.  The  general 
area  of  coverage  is  superior 
with  MRI.  Disc  detail  is  much 
better  displayed  with  MRI. 

The  axial  image  at  L5-S1 
(figure  2)  exhibits  delineation 
of  intraspinal  detail  far 
superior  to  that  of  CT.  The 
right  SI  nerve  root  is  clearly 


displayed  (arrow)  surrounded 
by  normal  perineural  fat  which 
is  the  bright  high  intensity 
material  in  the  periphery  of  the 
spinal  canal.  State-of-the-art 
MR  images  clearly  display  the 
bony  anatomy  of  the  lumbar 
spine  including  the  facet  joints 
(crossed  arrow).  Degenerative 
diseases  and  bony  neoplasm 
are  routinely  detectable. 

MRI  involves  no  ionizing 
radiation  and  no  intrathecal 
contrast  material  is  needed.  It 
is  a patient-friendly  outpatient 
examination  well  suited  for 
screening  purposes. 


Atlanta 

Magnetic 

Imaging 


800  Douglas  Road 
Atlanta,  GA  30342 
(404)  256-9296 


Atlanta 
Magnetic 
Imaging-South 

276  Medical  Way 
Riverdale,  GA  30274 
(404)  997-9313 


Athens 
Magnetic 
Imaging,  Ltd. 


Augusta 

Magnetic 

Imaging 


2090-B  Prince  Avenue 


2102  Central  Avenue 


Athens,  GA  30606 
(404)  353-3873 


Augusta,  GA  30904 
(404)  733-0551 


Coastal 

Magnetic 

Imaging 


Columbus 

Magnetic 

Imaging 


Six  Wheeler  Court 


2131  Comer  Avenue 


Warner  Robins 

Magnetic 

Imaging 


3051  Watson  Blvd.,  Suite  100 


Savannah,  GA  31405 


Columbus,  GA  31904 


Warner  Robins,  GA  31088 


(912)  355-5668 


(404)  323-7622 


(912)  953-5880 


Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution 
head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 

Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 


Copyright  © 1990  Health  Images,  Inc.  All  Rights  Reserved. 


The  R)undation  for  ftospital  Art: 
Painting  Out  the  Rain 

John  W.  D.  Feight,  William  L.  Davenport 


The  idea  for  John  Feight’s  work  and  ultimately  his  dream  began  during  a series 
of  hospital  visits  to  a critically  ill  friend.  Once,  after  he  began  painting  on  one  of 
his  first  murals,  a 4-year-old  girl,  who  had  been  seriously  burned,  came  up  to  him 
and  said,  “I  want  to  paint.  ” He  couldn 't  say  no,  and  it  changed  his  life. 


\Care  Givers: 

Those  who  live  in  the  sunshine  cast 
a shadow  and  leave  their  mark.  The 
\splendor  is  that  yours  cast  light  in 
\places  where  shadows  are  dark. 

I WILLIAM  L DAVENPORT 

! Introduction 

By  William  L.  Davenport 

JOHN  FEIGHT  began  painting  mu- 
rals and  canvases  in  a hospital 
I in  Atlanta  about  15  years  ago.  He 
is  a self-taught  artist.  The  idea  for 
I his  work  and  ultimately  his  dream 
[began  during  a series  of  hospital 
visits  to  a critically  ill  friend.  He  was 
struck  by  the  sameness  of  the  walls, 
|halls,  and  patient  rooms  — basi- 
cally drab  and,  after  a time,  op- 
pressive. 

I Once,  after  he  began  painting  on 
lone  of  his  first  murals,  a 4-year-old 
girl,  who  had  been  seriously  burned, 
came  up  to  him  and  said,  “1  want 
to  paint.”  He  couldn’t  say  no,  and 
it  changed  his  life.  The  pursuit  of 
his  dream  has  taken  him  on  a per- 
sonal odyssey  that  has  brought 


many  changes  in  his  life  and  in  that 
of  his  wife  and  two  sons. 


Mr.  Feight,  formerly  an  advertising  executive  with 
Scientific  Atlanta,  is  founder  of  The  Foundation  for 
Hospital  Art,  Inc.  Mr.  Davenport  is  a retired  ex- 
ecutive of  Scientific  Atlanta  and  a volunteer  for  the 
Foundation.  Send  reprint  requests  to  Mr.  Feight, 
The  Foundation  for  Hospital  Art,  Inc.,  230  Hills- 
wick  Court,  Atlanta,  GA  30328. 


John  started  as  a volunteer.  After 
giving  over  2,000  paintings  to  hos- 
pitals in  the  United  States  and 
abroad,  he  left  his  position  as  a suc- 
cessful advertising  executive  to  give 
full  time  to  the  work  of  bringing  art 
to  hospitals.  With  the  help  of  some 
physicians  and  others  who  under- 
stood his  work,  he  formed  The 
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The  paintings  may  be  in  the  form  of  murals  painted  directly  on  the  walls  and 
ceilings,  canvases  for  hanging,  or  sectionalized  canvases  grouped  to  form  a colorful '' 
outdoor  scene.  Shown  here  in  “before"  and  “after"  photos  is  a corridor  at  the  \ 
Memorial  Sloan-Kettering  Cancer  Center  in  New  York.  \ 


The  goal  of  the 
Foundation  is  to  make 
available  to  health  care 
institutions  art  for 
walls,  ceilings,  halls, 
and  patient  rooms.  The 
work  is  available  at  no 
cost  to  not-for-profit 
hospitals. 


Foundation  for  Hospital  Art,  a 
501(C)(3)  nonprofit,  publicly  sup- 
ported organization. 

The  goal  of  The  Foundation  for 
Hospital  Art  is  to  make  avail- 
able to  health  care  institutions  art 
for  walls,  ceilings,  halls,  and  pa- 
tient rooms.  The  paintings  may  be 
in  the  form  of  murals  painted  di- 
rectly on  the  walls  and  ceilings, 
canvases  for  hanging,  or  section- 
alized canvases  grouped  to  form  a 
colorful  outdoor  scene.  The  work 
is  made  available  at  no  cost  to  not- 
for-profit  hospitals,  through  the 
support  of  the  Foundation  and  local 
support  by  auxiliary  groups,  cor- 
porate donors,  and  individuals.  Un- 
trained painters  (both  patients  and 
caring  community  persons)  join  in 
painting  under  the  direction  of  art- 
ist John  Feight,  surprisingly  with  no 
reduction  in  the  quality  of  the  art 
gifts. 

John  and  the  Foundation  have 
been  featured  in  national  publica- 
tions, on  the  NBC  ‘Today  Show,” 
“The  Paul  Harvey  Show,”  and  on 
other  national  media  events.  John 
was  awarded  the  George  Washing- 
ton Honor  Medal  from  the  Freedom 
Foundation  at  Valley  Forge  for  his 
work  in  hospitals  around  the  world. 
He  has  just  accepted  an  invitation 
to  paint  with  the  Olympic  Athletes 
during  the  ’92  Olympic  Games  in 
Barcelona. 


Mercy  to  Comfort  to  Love 

By  John  W.  D.  Feight 

In  the  past  15  years,  I have  spent 
several  thousand  hours  in  hos- 
pitals. To  say  that  these  hours  have 
been  among  my  most  pleasurable 
may  sound  strange.  I have  encoun- 
tered patients  in  all  stages  of  illness 
and  cure. 

Almost  without  exception,  1 have 
never  encountered  any  — patients, 
family,  or  health  care  professionals 
— who  did  not  respond  positively 
to  something  that  would  make  their 
environment  brighter  and  more  col- 
orful. 1 do  not  think  it  is  an  over- 
statement to  say  that  they,  patients 
and  families  in  particular,  welcome 
change  that  lets  a hospital  or  ex- 
tended-care facility  shed  some  of 
its  traditional  cold,  impersonal  look 
and  feeling. 

Hospitals  Should  be  Beautiful! 

A few  administrators  may  genu- 


inely believe  that  the  esthetic  en- 1 
vironment  does  not  need  managing  - 
and  it’s  not  worth  the  trouble  and 
cost.  Certainly  it  has  a lower  priority  i 
than  quality  medical  systems,  un- 1 
compromising  sanitation  condi- 
tions, and  strong  fiscal  controls.  But 
the  judgment  of  patients,  of  the 
community,  and  of  the  staff  may  be 
strongly  affected  by  the  visual  ap- 
pearance of  the  public  areas  of  the 
hospital.  Just  as  the  appearance  of 
cleanliness  is  manageable  with  the 
newest  motorized  equipment,  the 
esthetic  appearance  of  walls,  ceil- 
ings, and  halls  is  manageable  with 
the  simple  tools  of  paintbmshes  and  - 
rollers,  at  a nominal  cost  compared 
to  other  systems  that  meet  the  eye 
of  patients  and  the  public. 

I have  seen  the  appreciation  of 
bright,  cheery  painting  grow  re- 
markably over  the  1 5 years  we  have 
been  adding  art  to  hospitals  around 
the  world.  1 acknowledge  a bias  that 
might  make  me  less  than  an  objec- 
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tive  judge  of  the  value  of  hospital 
art.  A less-involved  observer,  Ret. 
Lt.  General  Murphy  A.  Chesney,  Sur- 
geon General  of  the  U.  S.  Air  Force, 
commented  on  the  worth  of  art  in 
overseas  military  hospitals.  “You 
must  understand,”  he  said,  “when 
a young  man  or  woman  is  confined 
overseas,  mother,  spouse,  and 
friends  are  not  just  down  the  street 
to  come  in  for  visits  everyday.  Our 
hospitals  must  not  contribute  to  the 
loneliness  that  is  present  at  the  time 
of  illness  of  injury.”  It  was  this  judg- 
ment that  let  the  Air  Force  to  OK 
hospital  art  in  Weisbaden,  Ger- 
many; Seoul,  Korea;  and  the  Phil- 
ippines. 

Healing  Atmosphere 

1 have  had  many  physicians  tell 
me  that  they  believe  the  bright 
cheerful  paintings  benefit  patients. 
Dr.  Edward  Bayne,  of  University 
Hospital,  Jacksonville,  Florida,  said, 
“1  think  that  art  can  definitely  be  a 
part  of  the  healing  process.  1 think 
the  hospital  atmosphere  is  often  not 
conducive  to  healing.  It  is  a mental 
process  as  well  as  a physical  proc- 


ess. John  Feight  is  brightening  up 
the  atmosphere  so  that  not  only  the 
body  gets  well,  but  the  mind  also” 
(television  interview,  1986). 

Public  Relations  Value 

Administrators  see  the  public  re- 
lations and  marketing  value  of  being 
first  with  this  new  trend  to  make 
hospitals  a brighter  and  more  at- 
tractive place  for  patients  to  re- 
cover, for  families  to  wait,  and  for 
staff  to  work. 

Edward  A.  Eckenhoff,  president 
and  chief  executive  officer  of  the 
National  Rehabilitation  Hospital 
(NRH)  in  Washington,  D.  C.,  stated, 
“The  white  walls  are  broken  by  a 
great  deal  of  color  and  a lot  of  very 
tranquil  scenes.  And  we  did  it  for 
a heck  of  a lot  less  money  than  we 
would  have  spent  on  framing  a 
bunch  of  posters”  (interview.  Hos- 
pital News,  June,  1987).  Eckenhoff 
continued,  “The  project  at  NRH  did 
indeed  draw  a lot  of  attention,  in- 
cluding reports  on  local  television 
and  a segment  on  the  NBC-TV  To- 
day.’ But  the  marketing  benefit  was 
not  the  major  objective  in  doing  the 


The  judgment  of 
patients,  the 
community,  and  the 
staff  may  be  strongly 
affected  by  the  visual 
appearance  of  the 
public  areas  of  the 
hospital.  ^^Our  hospitals 
must  not  contribute  to 
the  loneliness  that  is 
present  at  the  time  of 
illness  or  injury,’’  Ret. 
Lt.  Colonel  Murphy  A. 
Chesney,  Surgeon 
General  of  the  U.S.  Air 
Force. 


project.  The  main  goal  was  simply 
to  involve  patients  and  staff.  We  had 
patients  in  electric  wheelchairs, 
who  didn’t  have  use  of  their  arms 
and  legs,  painting  by  putting  paint- 
brushes in  their  mouths.” 

Patients  Participate 

The  exciting  aspect  of  patient 
participation  in  preparing  artwork 
is  developing  rapidly.  It  has  an  un- 
usual attraction  for  the  news  media 
and  for  many  local  citizens.  Early 
on,  when  we  noticed  that  patients, 
particularly  children,  wanted  to  join 
in  the  painting,  my  reaction  was, 
“Don’t  spoil  my  work  — let  me  get 
on  with  it.”  However,  my  experi- 
ence with  the  4-year-old  girl  and  the 
subsequent  general  eagerness  of 
many  to  help  was  so  compelling 
that  we  adopted  it  as  an  important 
part  of  our  program.  We  found  that 
these  untrained  artists  not  only  did 
not  spoil  the  work,  they  were  care- 
ful workers  who  helped  move  the 
project  along  faster.  1 have  seen 
many  sad  faces  break  out  in  smiles 
as  these  patients  saw  what  they  were 
doing  to  brighten  their  little  corner. 
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Cost  of  a Hospital  Art  Program 

The  cost  of  a hospital  art  program 
can  be  nothing.  The  Foundation  for 
Hospital  Art  has  very  modest  re- 
sources. Yet  it  has  a program  that 
has  attracted  local  support  for  art 
in  individual  hospitals.  A strong  re- 
sponse has  come  from  companies, 
auxiliaries,  and  individuals  who' 
want  to  “do  something  important 
for  our  local  hospital.” 

The  actual  cost  varies  with  size, 
travel  requirements,  and  other  fac- 
tors. It  is  modest,  however,  relative 
to  the  impact  that  it  can  have.  1 
strong  local  leadership  can  be  mus- 
tered, we  can  show  how  this  wil 
not  cost  the  hospital  anything. 

Record  To-Date 

Record  to-date,  over  5,500  paint- 
ings have  been  completed  far  more 
than  250  hospitals  in  87  countries. 
Over  20,000  volunteers  have  helped 
to  make  this  dream  come  true. 

For  more  information  or  to  make 
a contribution,  you  may  contact  the 
Foundation  at  230  Hillswick  Court 
Atlanta,  GA  30328  or  phone  404-393- 
2931. 


After  giving  over  2000  paintings  to  hospitals  in  the  United  States  and  abroad,  John 
Feight  left  his  position  as  a successful  advertising  executive  15  years  ago  to  give 
full  time  to  the  work  of  bringing  art  to  hospitals.  With  the  help  of  some  physicians 
and  others  who  understood  his  work,  he  formed  The  Foundation  for  Hospital  Art. 
Inc.,  a nonprofit,  publicly  supported  organization. 
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Triumph  Over  Tragecfy: 

The  Story  of  Shepherd  Spinal  Center 


Tragedy  can  be  the  impetus  to 
greatness,  the  driving  force  that 
propels  people  to  remarkable 
achievements.  It  was  tragedy  that 
planted  the  seeds  that  brought  Shep- 
herd Spinal  Center  (SSC)  into  exist- 
ence. Born  of  one  family’s  personal 
tragedy  18  years  ago,  Shepherd  Spinal 
Center’s  phenomenal  growth  has 
' made  it  a national  leader  in  spinal 
j cord  injury  care. 

I 

Eighteen  years,  ago,  James  Shep- 
herd was  body  surfing  during 
i a college  graduation  trip  to  Rio  de 
I Janeiro  when  waves  slammed  him 
j against  the  ocean  floor,  instantly 
i paralyzing  him  from  the  neck  down. 

! After  bringing  him  back  to  Atlanta, 

I his  parents,  Harold  and  Alana  Shep- 
! herd,  found  that  it  would  be  nec- 
i essary  to  send  him  all  the  way  to 
i Colorado  for  state-of-the-art  rehabil- 
j itation. 

j James’  injury  highlighted  the  need 
for  a spinal  cord  injury  center  to 
I serve  Georgia  and  the  Southeast. 
I After  he  returned  from  his  rehabili- 
I tation  triumphant  — his  injury  was 


The  bronze  statue  of  wheelchair  athlete  Terry  Lee,  of  Marietta,  is  the  first  thing 
patients  see  at  Shepherd's  entrance  upon  their  arrival,  it  was  commissioned  by 
an  anonymous  donor  in  1986  as  a tribute  to  the  common  man  in  overcoming 
the  life  changing  affects  of  catastrophic  injury.  Denver  sculptor  Ed  Dwight,  who 
also  sculpted  the  images  of  Martin  Luther  King  and  Henry  Aaron  statues  elsewhere 
in  Atlanta,  did  the  work. 


The  $23  million  expansion  currently  underway  at  Shepherd  will  include  a 20-bed 
pediatric  and  adolescent  unit  to  serve  patients  like  4-year-old  Sam  Haney,  shown 
with  his  occupational  therapist. 


incomplete  at  C6-7  level,  and  he  was 
able  to  walk  again  with  the  help  of 
a cane  and  a brace  — he,  his  family, 
and  a handful  of  friends  set  out  to 
find  financial  backing  for  their 
dream. 

That  dream  has  blossomed  into 
the  largest  spinal  cord  injury  facility 
in  the  United  States.  Beginning  16 
years  ago  as  a six-bed,  leased  unit 
in  an  Atlanta  hospital.  Shepherd  has 
grown  into  an  80-bed  state-of-the-art 
facility  with  a $23  million  expansion 
in  progress. 


The  story  of  Shepherd’s  growth  is 
the  union  of  a community  of  vol- 
unteers, a rare  team  of  medical 
professionals,  and  the  spirit  and 
perseverance  of  the  hundreds  of  pa- 
tients that  come  to  Shepherd  each 
year.  This  combination  has  meant 
rapid  growth  and  exciting  ad- 
vances. Shepherd  is  now  the  largest 
spinal  cord  injury  facility  in  the 
United  States,  and  one  of  only  13 
hospitals  nationally  to  be  desig- 
nated a “Model  Spinal  Cord  Injury 
Program”  by  the  U.S.  Department  of 


Education.  David  F.  Apple,  Jr.,  M.D.,! 
is  medical  director,  and  H.  Hern-i 
don  Murray,  M.D.,  is  assistant  med- 
ical director.  Allen  P.  McDonald, 
M.D.,  directs  the  residency  pro- 
gram. 

Following  are  some  of  the  unique 
features  that  have  made  Shepherd 
a national  leader  in  spinal  cord  in-' 
jury  care.  | 

Fertility  for  Paralyzed  Men  | 

As  technology  has  advanced,  | 
Shepherd  has  stayed  abreast  of  the  i 
latest  developments  and  has  con-’ 
sistently  been  among  the  first  in  the  ' 
nation  to  offer  state-of-the-art  treat-' 
ment  to  its  patients.  A prime  ex-|; 
ample  of  that  is  Shepherd’s  fertility! 
clinic.  Unit  the  past  few  years,  it| 
was  believed  that  most  paralyzed' 
men  would  never  be  able  to  father  ; 
children.  Shepherd’s  urology  de-; 
partment,  led  by  urologists  James: 
K.  Bennett,  M.D.,  and  Bruce  G.i 
Green,  M.D.,  is  one  of  only  a fewl' 
fertility  clinics  in  the  country  to  use|; 
electroejaculation  stimulation  toi 
obtain  semen  from  a paralyzed  man 
and  implant  it  in  the  uterus  of  hisi 
partner.  To  date.  Shepherd  has  had! 
eight  pregnancies  and  two  births.  | 

High  Quadriplegia  Progreim 

Shepherd  has  become  renowned! 
for  its  aggressive  treatment  pro-j 
gram  for  people  injured  at  the  fourth'! 
cervical  vertebra  and  above.  The^ 
center  admits  about  30  patients  an-' 
nually  who  are  Cl -4  level.  Of  those, j 
about  80  percent  are  successfully! 
weaned  off  the  ventilator,  thanks  to; 
the  efforts  of  the  pulmonolog}-  staff 
including  James  A.  Settle,  M.D.,  An-' 
drew  D.  Zadoff,  M.D.,  S.  Robert  La-| 
than,  M.D.,  and  Thomas  P.  De-- 
Marini,  M.D.  Thoracic  surgeon 
Joseph  1.  Miller,  M.D.,  also  employs, 
phrenic  nerve  pacemaker  implants' 
to  enhance  the  quality’  of  life  ot; 
many  high  quadriplegia  patients.- 
Working  together,  physicians  and 
treatment  team  have  been  innova- 
tive in  making  it  possible  for  man\| 
high  quadriplegics  to  be  ventilator-; 
free.  Where  once  caring  for  a high 
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tient’s  team  includes  more  than  10 
different  disciplines  working  in  tan- 
dem — including  physicians, 
nurses,  physical  therapists,  occu- 
pational therapists,  psychologists, 
social  workers,  therapeutic  recre- 
ation specialists,  nutritionists,  res- 
piratory therapists,  educators,  a sex 
therapist,  a speech  pathologist,  and 
a chaplain,  this  holistic  approach 
to  rehabilitation  helps  people  re- 
turn to  normal  in  most  aspects  of 
their  lives  in  much  less  time. 

Research 

In  1982,  SSC  received  its  first  re- 
search award  from  the  U.S.  De- 
partment of  Education  designating 
the  center  a “model  system”  for 
spinal  cord  injury  care.  Shepherd 
has  been  awarded  grants  consist- 
ently since  that  time  and  recently 
received  a 5-year,  $1.8  million  re- 
search and  demonstration  grant. 
The  center  itself  also  funds  re- 
search and  has  become  a sought- 
after  collaborator  in  national  re- 
search projects  with  other  prestig- 
ious facilities. 

Intensive  Care  Unit 

Shepherd’s  eight-bed  intensive 
care  unit  was  created  to  meet  the 
needs  of  acutely  ill  spinal  injured 
patients  needing  intensive  medical 
care.  Thanks  to  this  facility.  Shep- 
herd can  accept  a patient  directly 
from  the  emergency  room  and  offer 
state-of-the-art  care  from  the  acute 
phase  through  rehabilitation.  In  fact, 
studies  have  shown  that  the  sooner 
a patient  comes  to  Shepherd,  the 
quicker  their  rehabilitation  and  the 
fewer  complications  they  have. 

Specialized  Care  for  Children 

Through  Shepherd’s  pediatric 
program,  children  and  adolescents 
receive  specialized  care  geared 
specifically  for  them.  Each  child  is 
cared  for  by  a team  of  professionals 
specializing  in  pediatrics,  headed 
by  pediatric  neurologist  Barbara  M. 
Weissman,  M.D.  The  pediatric  team 
even  includes  a staff  school  teacher 
whose  goal  is  to  help  the  child  re- 


Dr.  Bob  Lathan  examines  his  patient  during  rounds  at  Shepherd.  Many  spinal 
' cord  injured  patients  will  have  respiratory  complications  as  a result  of  injury. 
For  high  level  quadriplegics  (Cl -4),  Shepherd  is  known  for  its  aggressive  weaning 
program.  The  center  is  staffed  to  accommodate  10  ventilator-dependent  patients 
at  all  times. 


quadriplegia  patient  meant  preserv- 
ing the  person’s  life,  now  the  chal- 
lenge is  teaching  patients  how  to 
live  as  independently  and  produc- 
tively as  possible. 

Therapeutic  Recreation 

With  a dizzying  array  of  activities 
from  quad  rugby  to  waterskiing, 
wheelchair  tennis,  scuba  diving, 
snow  skiing,  hunting,  camping, 
theater,  dancing,  and  gardening. 
Shepherd’s  therapeutic  recreation 
; program  has  grown  to  be  the  largest 
and  most  respected  program  of  its 
type  in  the  country.  Shepherd  pa- 


tients learn  that  the  sky’s  the  limit 
on  things  they  can  do  after  injury. 
SSC  also  sponsors  the  wheelchair 
division  of  the  Peachtree  Road  Race, 
which  has  become  one  of  the  coun- 
try’s largest  and  most  popular  lOK 
wheelchair  races,  attracting  elite 
wheelchair  athletes  from  around  the 
world. 

Team  Concept 

A variety  of  specialties  working 
closely  together  for  the  rehabilita- 
tion of  one  person  — that’s  the  con- 
cept that  makes  rehabilitation  at 
Shepherd  so  successful.  Each  pa- 
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A patient's  day  begins  at  about  7 a.m.  working  with  occupational  therapists  on 
dressing  and  grooming,  then  it’s  off  to  physical  therapist  in  mat  class.  The  therapy 
day  ends  at  about  4 p.m.  on  campus,  but  many  patients  will  go  on  evening 
supervised  outings  — to  sporting  or  cultural  events,  to  a restaurant,  to  the  mall 
or  theater,  for  example.  Shepherd  maintains  a fleet  of  four  vans  equipped  with 
wheelchair  lifts  to  make  it  possible  for  patients  to  practice  the  skills  learned  at 
Shepherd  in  real  life  situations. 


Shepherd  is  now  the 
largest  spinal  cord 
injury  facility  in  the 
United  States,  and  one 
of  only  13  hospitals 
nationally  to  be 
designated  a “Model 
Spinal  Cord  Injury 
Program”  by  the  U.S. 
Department  of 
Education. 


turn  to  school  “without  missing  a 
beat.” 

Outpatient  Services 

Almost  400  patients  a month  are 
seen  in  Shepherd’s  busy  outpatient 
department,  overseen  by  Outpa- 
tient Medical  Director  Donald  P. 
Leslie,  M.D.  The  clinic  offers  a wide 
variety  of  specialized  clinics  and 
services.  For  example,  the  SSC  seat- 
ing clinic  can  help  anyone  in  the 
community  choose  the  correct 
wheelchair  from  many  possibili- 
ties. At  Shepherd’s  continence 
clinic,  doctors  take  the  knowledge 
gleaned  from  years  of  treating  the 
urological  needs  of  the  spinal  cord 
injured  population  and  apply  it  to 
the  able-bodied  population.  Also 
available  are  a pediatric  clinic,  a 
spina  bifida  clinic,  neuroclinic  and 
others,  as  well  as  general  medical 
services  for  former  patients. 

The  Best  Is  Yet  to  Come 

If  Shepherd  is  impressive  now, 
the  future  is  even  brighter.  Under 
construction  is  a $23  million  ex- 
pansion that  will  more  than  double 
Shepherd’s  existing  space.  The  ex- 
panded center  will  include  a sep- 
arate 20-bed  pediatric  and  adoles- 
cent unit,  additional  space  for 
outpatient  services,  research,  edu- 
cation, and  administrative  support. 


A physical  therapy  and  recreation 
complex  is  the  crown  jewel  of  the 
expansion,  with  an  aquatics  center, 
gymnasium  and  weight  room  for 
physical  conditioning  and  thera- 
peutic recreation.  The  expansion  is 


scheduled  to  be  completed  earlv  in  ’ 
1992. 

Accelerated  growth  has  put 
Shepherd  on  the  cutting  edge  of 
spinal  cord  injury  rehabilitation  and 
made  it  one  of  the  most  respected 
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facilities  of  its  kind  in  the  country. 
With  all  this  success,  some  might 
expect  Shepherd  to  rest  on  its  lau- 
rels. But  that  is  not  the  Shepherd 
way.  The  center  is  still  eager  for 
growth  and  improvement,  and  it  is 
entering  the  ’90s  with  enthusiasm 
and  excitement,  ready  to  see  what 
the  future  will  bring. 


Since  Shepherd  Spinal  Center’s  found- 
ing in  1975  as  a 6-bed  unit  operating 
out  of  leased  space  in  an  Atlanta  hos- 
pital, David  F.  Apple,  Jr.,  M.D.,  left,  has 
served  as  medical  director.  Fulltime 
volunteer  board  member  Alana  Shep- 
herd and  her  family  have  stimulated 
an  impressive  legacy  of  community 
support  that  has  catapulted  the  center 
to  its  stature  as  the  nation ’s  largest  fa- 
cility dedicated  exclusively  to  paralyz- 
ing spinal  disorders. 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 
Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 


USAF  HEALTH 
PROFESSIONS 
1-800-423-USAF 
TOLL  FREE 
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The  Grady  Memorial  Ftospital  Bum 
Unit:  A Review  of  Three  and 
One-half  \fears’  Experience 

Barry  M.  Renz,  M.D.,  Roger  Sherman,  M.D.,  .F.A.C.S. 


SINCE  THE  EARLY  1950S  when  the 
original  Surgical  Research  Unit 
at  Brooke  Army  Hospital  in  San  An- 
tonio was  established  and  the  con- 
cept of  specialized  facilities  for 
treatment  of  burned  patients  was 
advanced,  much  progress  has  been 
made.  Mortality  related  to  age  and 
size  of  burn  injury  has  been  signif- 
icantly reduced.  Length  of  hospital 
stay  has  been  shortened  and  mor- 
bidity statistics  have  been  markedly 
1 improved. 

The  Burn  Center  at  Grady  Me- 
i morial  Hospital,  established  by  the 
Department  of  Surgery  of  Emory 
University  in  1963,  was  among  the 
|t  first  major  institutions  to  offer  spec- 
ialized burn  care.  Since  then,  thou- 
sands of  patients  have  been  treated 
i for  burns  at  Grady  Hospital. 

I The  Grady  Burn  Center,  as  a spe- 
I cial  resource  facility,  admits  pa- 
tients with  burns  that  require  acute 
specialized  care  from  the  entire 
State  of  Georgia  as  well  as  else- 
where. With  28  total  beds,  four  in- 
j tensive  care  beds,  and  the  capabil- 
i ity  of  managing  burns  in  children. 


The  purpose  of  this 
descriptive  review  is  to 
assess  the  various 
factors  which 
influenced  the  outcome 
of  burn  victims 
admitted  to  the  Grady 
Burn  Center  over  a 
3V2-year  period. 


the  Center  is  among  the  largest  in 
the  country. 

In  1983,  the  Grady  Burn  Center 
was  renovated  with  state-of-the-art 
equipment  in  association  with  the 


Dr.  Renz  is  Assistant  Professor  of  Surgery,  Emory 
University  School  of  Medicine,  and  Director  of 
Trauma  Service,  Grady  Memorial  Hospital;  Dr, 
Sherman  is  Professor  of  Surgery,  Emory  University 
School  of  Medicine,  Atlanta,  and  Chief  of  Surgery, 
Grady  Memorial  Hospital,  Atlanta.  Send  reprint  re- 
quests to  Dr.  Renz,  69  Butler  St.,  #302,  Atlanta, 
GA  30303. 

This  study  was  supported  in  part  by  Grant  2- 
47470  of  the  Emory  Medical  Care  Foundation  Re- 
search Fund. 


appointment  of  the  current  director 
of  the  service.  The  construction  of 
a modern  Grady  Hospital  now  un- 
derway includes  a completely  new 
Burn  Center,  planned  to  continue 
to  provide  the  utmost  in  sophisti- 
cated care. 

In  addition  to  some  state  funding 
and  the  support  of  the  Fulton  and 
DeKalb  County  Commissions,  the 
Grady  Burn  Center  has  received 
strong  support  from  the  Metro-At- 
lanta  Firefighters  Burn  Foundation 
and  from  the  Alcoa  Aluminum  Can 
Recycling  Project. 

Of  the  2 to  2V2  million  persons 
who  sustain  burn  injuries  each  year 
in  the  United  States,'  70  to  100,000 
are  hospitalized  and  10  to  12,000 
will  die.''  2 Of  those  hospitalized, 
21,000  are  admitted  to  one  of  the 
150  specialized  burn  care  facili- 
ties.^ Burn  care  facilities  adhere 
to  principles  outlined  by  the  Amer- 
ican Burn  Association  (ABA)  as  well 
as  other  local,  state,  or  national  au- 
thorities. The  ABA  offers  guidelines 
for  burn  unit  referral.^ 

Many  persons  are  familiar  with 


the  concept  that  bum  survival  de- 
pends upon  the  patient’s  age  and 
burn  sized'  ® Burn  survival  my  vary 
amongst  burn  centers.®  Variables 
other  than  age  and  burn  size  effect 
outcome,  such  as  the  presence  or 
absence  of  inhalation  injury^  or 
speed  of  wound  closure.® 

The  purpose  of  this  descriptive 
review  is  to  assess  the  various  fac- 
tors which  influenced  the  outcome 
of  burn  victims  admitted  to  the 
Grady  Burn  Center  over  a 3 '/2-year 
period. 

Patients  and  Methods 

The  Grady  Memorial  Hospital 
Burn  Unit  (GMH-BU)  is  a 28-bed  fa- 
cility located  within  a 900-bed  in- 
ner-city hospital  affiliated  with  the 
Emory  University  School  of  Medi- 
cine in  Atlanta,  Georgia.  Those  ad- 
mitted to  the  GMH-BU  are  cared  for 
by  full  time  Emory  faculty,  fellows, 
and  residents. 

Immediate  care  of  the  burn  vic- 
tim focuses  on  airway  ventilation 
and  oxygenation.®'  ® Tracheal  intu- 
bation is  considered  early  for  all 
patients  with  clinical  findings 
suggestive  of  inhalation  injury, 
massive  burns,  large  facial/head 
burns,  respiratory  insufficiency,  or 
elevated  carboxyhemoglobin  lev- 
els. Thoracic  wall  escharotomies 
can  improve  ventilation  markedly 
when  indicated.  Respiratory  infec- 
tions are  the  most  common  septic 
problems  in  burn  patients.  Aggres- 
sive pulmonary  hygiene  is  insti- 
tuted early. 

Circulation  becomes  the  next  fo- 
cus of  attention.  Sufficient  oxygen 
must  be  delivered  to  all  organs  sys- 
tems without  delay.  Patients  with 
burns  less  than  20%  Total  Body  Sur- 
face Area  (TBSA)  rarely  require  a 
major  fluid  resusitation  unless  the 
burns  are  very  deep,  the  patient  is 
an  infant  or  is  elderly,  concomitant 
injuries/inhalation  are  present,  or 
there  has  been  a delay  in  treatment. 
Frequently,  victims  of  burns  in  the 
20  to  40%  TBSA  range  will  appear 
well  soon  after  their  injury,  which 
can  be  very  misleading. 


With  28  total  beds, 
four  intensive  care 
beds,  and  the  capability 
of  managing  bums  in 
children,  the  Grady 
Burn  Center  is  among 
the  largest  in  the 
country. 


Burns  involving  more  than  30% 
TBSA  generally  affect  multiple  or- 
gan systems.  Serious  physiologic 
and  metabolic  derangements  of 
multiple  organ  systems  occur,  but 
may  not  be  clinically  obvious  soon 
after  the  injury.  These  patients  must 
be  approached  aggressively  with  a 
well-organized  resuscitative  plan  in 
order  to  insure  survival.  Extracel- 
lular fluid  losses  occur  most  rapidly 
during  the  8 hours  after  the  burn 
occurs,  then  slow  down  over  the 
next  12  to  16  hours.  Fluid  replace- 
ment precedes  according  to  the 
Parkland  formula,  using  a volume 
of  crystalloid  (plain  Ringers  Lac- 
tate) that  is  calculated  based  upon 
weight  and  the  estimated  com- 
bined second  and  third  degree  burn 
size  (4  cc  per  kilogram  per  percent 
combined  second  and  third  degree 
burn  over  the  post-burn  24  hours). 
The  volume  infused  should  match 
losses,  so  that  one-half  of  the  cal- 
culated amount  is  given  during  the 
first  8 hours.  Formulas  for  fluid  re- 
susitation are  guidelines  and  must 
be  tailored  to  satisfy  the  patient’s 
needs,  monitoring  urine  output, 
mental  status,  skin  temperature  and 
color,  and  acid-base  status.  Im- 
provement of  extremity  circulation 
may  require  escharotomies. 

For  larger  burns,  urinary  bladder 
catheters  are  placed  for  accurate 
hourly  urine  output  quantitation  and 
nasogastric  tubes  are  inserted  to 
maintain  gastric  decompression 
and  supplement  nutrition. 


Burn  wound  care  begins  with 
debridement  of  all  easily  re-  J 
moved  devitalized  tissue  and  a 
complete  burn  wound  inspection 
in  order  to  estimate  burn  size  and  1 
depth.  Visual  and  tactile  character-  ^ 
istics  are  used  to  estimate  depth 
and  to  determine  which  burns  will  . 
or  will  not  heal  and  require  auto-  J 
grafting.  Exact  depth  is  frequently  i' 
indeterminate  early  on,  and  daily 
burn  wound  examinations  are  crit-  | 
ical.  After  burn  wounds  are  in-  i 
spected,  they  are  covered  with  sil-  i 
ver  sulfadiazine  burn  cream  and 
gauze.  I 

Aggressive  early  burn  wound  ex- 
cision with  autografting  is  used  for  i 
burns  amenable  to  this  type  of  treat- 1 
ment,  i.e.  full  thickness  bums  which  ‘ 
will  not  heal,  deep  second  degree  . 
burns  which  will  not  heal  within  a ! 
3-week  period,  high  voltage  elec- 1 
trical  injuries,  infected  burn 
wounds,  and  various  deep  dorsal 
hand  burns.'®  Spontaneous  eschar 
separation  may  take  3 weeks  or 
longer.  Burn  eschar  (dead  tissue)  | 
has  been  shown  to  produce  hyper-  ‘ 
metabolism  and  immune  deficien- 
cies." Excision  of  the  burn  eschar 
eliminates  this  inflammatory  focus 
that  has  been  shown  to  potentiate 
organ  dysfunction. The  results  of 
spontaneous  eschar  separation  ver- 
sus early  burn  wound  excision  with 
or  without  grafting  are  similar  for 
burn  sizes  less  than  20%  TBSA.'® 
For  larger  burns  or  selected  burns 
less  than  20%  TBSA,  early  burn 
wound  excision,  referring  to  eschar 
removal  prior  to  its  spontaneous 
separation,  is  practiced  almost  rou-  1 
tinely  beginning  generally  on  the 
third  to  fifth  post-burn  day.  The  burn 
eschar  is  excised,  using  a variety  of 
techniques,  until  only  viable  der- 
mis, subcutaneous  fat,  or  muscular 
fascia  remains.  Autografts  obtained 
from  unburned  areas  are  used,  ex- 
panded (meshed)  or  unexpanded, 
to  cover  excised  areas  in  order  to 
close  the  wound  as  quickly  as  pos- 
sible. 

Systemic  antibiotics  are  used  for 
definite  indications  and  not  pro- 


280 


Journal  of  MA 


V 


phylactically.  Topical  antimicrobi- 
als (burn  cream)  such  as  silver  sul- 
fadiazine, are  used  routinely, 
providing  protection  against  infec- 
tion for  those  burns  in  the  1 0 to  40% 
TBSA  range,  but  little  protection  for 
larger  burns.  Care  must  be  taken  to 
examine  the  eyes  closely  for  injury. 
Burn  wound  dressings  are  gener- 
ally changed  twice  daily.  Facial 
burns  are  either  dressed  with  a clear 
antibiotic  ointment  or  without. 

Hands  and  other  joints  are  ag- 
gressively splinted  and  exercised. 
Daily  hydrotherapy  with  mechani- 
cal wound  debridement  and  range 
of  motion  exercise  is  begun  as  early 
as  possible. 

Nutritional  support  is  instituted 
soon  after  injury  to  meet  the  in- 
creased metabolic  demands  in  burn 
patients.  Nutritional  support  is  an 
absolute  necessity.  If  the  patient  is 
unable  to  maintain  adequate  oral 
intake,  feeding  is  begun  within  12- 
24  hours  of  admission  per  naso- 
gastric or  nasoenteral  tubes. 

Statistical  Methods 

Comparisons  between  groups 
were  made  using  Chi-squared  tests, 
t-tests,  one-way  and  two-way 
ANOVAs,  Scatterplots  and  Pearson 
correlations.  P-values  < 0.05  were 
considered  significant. 

Results 

A total  of  844  persons  with  acute 
injuries  were  admitted  to  the  GMH- 
BU  between  February  20,  1987,  and 
July  13, 1990.  Ages  ranged  from  one 
month  to  89  years  (mean  25.5 
years).  Burn  sizes  ranged  from  0 to 
100%  (mean  16.5%).  There  were 
73%  male  patients,  59%  Black.  Fifty 
percent  of  burns  were  less  than  1 0% 
TBSA  and,  90%  were  less  than  40% 
TBSA  (Figure  1).  The  number  of  ad- 
missions as  a function  of  age  is  rep- 
resented in  Figure  2.  Scald  burns 
accounted  for  one-third  of  admis- 
sions, with  a peak  incidence  in  in- 
fants and  young  children  (Figure  3) . 
Various  burn  types  are  character- 
ized in  Table  1 . The  most  common 
burn  type  was  flame,  accounting  for 


48.5%  of  all  admissions.  Overall 
survival  was  90.5%.  Mean  burn  size 
for  the  80  deaths  was  55.6%  TBSA. 


After  lengthy  discussion  among  pa- 
tients, families,  friends,  and  phy- 
sicians, aggressive  resuscitation 
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was  not  pursued  in  16  patients  with 
clearly  fatal  injuries  (mean  TBSA 
73.1%,  mean  age  52.8  years).  All  of 
these  patients  died  within  24  hours. 
A total  of  88.8%  of  deaths  were  the 
result  of  a flame  burn. 

Fourteen  male  patients  were  ad- 
mitted with  hot  tar  injuries  sus- 
tained while  on  the  job.  Thirteen 
persons  without  skin  injury  were 
admitted  for  electrical  shocks  (n  = 
7),  suspected  inhalation  injury  (n 
= 3),  extensive  first  degree  burns 
(n  = 2),  and  painful  hydrofluoric 
acid  exposure  (n  = 1). 

One  hundred  and  twenty  persons 
spent  24  hours  or  less  in  the  GMH- 
BU,  with  57  early  deaths  and  63  sur- 
vivors. The  survivors  had  a mean 
burn  size  of  3.3%  TBSA  (range 
0-15%  TBSA),  many  admitted  for 
reasons  other  than  their  skin  injury, 
i.e.  suspicion  of  abuse/neglect,  in- 
ability to  care  for  oneself,  homeless 
etc. 


Scald  Burns  Only 


Total  number  of  admissions  (y-axis)  as  a function  of  age  in  years  (x-axisj  for  \ 
scald  burns  only.  I 


TABLE  1 — 844  Acute  Bum  Admissions  by  Bum-Type 


Burn  Type 

N 

% Total 

Mean  Age  (Years) 

Mean  TBSA  (%) 

Overall  Survival  (%) 

Flame 

409 

48.5 

32.3 

23.2 

82.9 

Scald 

297 

35.3 

16.6 

10.9 

97.6 

Contact 

46 

5.5 

18.9 

5.8 

97.8 

Electric 

46 

5.5 

25.8 

6.8 

97.8 

Chemical 

33 

3.9 

32.1 

9.0 

90.9 

Tar 

14 

1.7 

32.0 

16.1 

92.9 

TEN 

5 

0.6 

21.2 

61.0 

80 

Steam 

2 

0.2 

40.5 

6.0 

100 

Total 

844 

100% 

25.5 

16.5 

90.5 

Patients  displayed  by  burn  type  with  frequencies,  percentages  of  844  admissions,  mean  ages,  mean  bum  sizes,  and 
survival  rates. 


After  excluding  those  who  were 
not  agressively  resuscitated  and  al- 
lowed to  die  (n  = 16),  those  with- 
out skin  injury  (n  = 13),  and  those 
with  toxic  epidermal  necrolysis 
(TEN)  (n  = 5),  810  patients  with 
mean  burn  size  of  15.3%  TBSA  re- 
mained for  whom  futher  analysis 
was  done.  Survival  was  92.2%  (747/ 
810).  Mean  hospitalization  time  for 
survivors  who  remained  in  the  GMH- 
BU  until  discharged  to  home  was 
16.1  days,  or  1.3  days  per  percent 


burn.  Mean  hospital  length  of  stay 
as  a function  of  burn  size  is  shown 
in  Figure  4. 

If  mean  burn  size,  age,  and  sur- 
vival are  viewed  on  an  academic 
yearly  basis,  no  differences  were 
noted  (Table  2). 

Survivals  for  the  different  age  de- 
ciles as  a function  of  burn  size  are 
displayed  in  Figure  5.  There  is 
a statistically  significant  decrease 
(P  < 0.0001)  in  survival  as  age  de- 
ciles increase.  However,  further 


analysis  of  prognostic  variables  re-i 
vealed  that  these  same  age  groups; 
differed  significantly  with  respect  toi 
mean  burn  size  (P  = .0122)  and' 
incidence  of  concomitant  inhala- 
tion injury  (P  < .0001). 

The  presence  or  absence  of  an, 
inhalation  injury  is  determined 
through  the  selective  use  of  bron-i 
choscopy,  laryngoscopy,  arterial 
blood  gases  to  include  carboxy- 
hemoglobin  levels,  and  the  me- 
chanical properties  of  the  respira-, 
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TABLE  2 — Bums  by  Academic  Years  (TBSA  0,  not  TEN,  not  allowed  to  die) 


Year 

N 

Overall  Survival  (%) 

Mean  Age  (yrs) 

Age  Range 

Mean  TBSA  (%) 

TBSA  Range  (%) 

7/1/87-6/30/88 

283 

92.93 

21.1 

1 mo-86  yrs. 

16.3 

1-95 

7/1/88-6/30/89 

224 

92.86 

25.6 

1 mo-89  yrs. 

13.1 

1-93 

7/1/89-6/30/90 

198 

92.42 

26.7 

1 mo-88  yrs. 

15.4 

1-91 

Total 

705 

92.76 

P = 0.976 


Total  numbers,  overall  survival,  mean  age  and  range,  mean  TBSA  and  range  according  to  academic  year.  The  P-value 
for  survival  comparison  is  noted  below  survival  data. 


TABLE  3 — Inhalation  Injury 


With  Inhalation  Injury 

Without  Inhalation  Injury 

N 

Mean  Age 
(years) 

Mean  Burn  Size 
(%TBSA) 

N 

Mean  Age 
(years) 

Mean  Burn  Size 
(%TBSA) 

33 

465 

Survivors 

(55.23%) 

30.4 

24.3 

(98.10%) 

19.4 

9.4 

Deaths 

29 

45.7 

45.1 

9 

34.1 

46.3 

Overall 

62 

37.6 

34 

474 

19.7 

10.1 

Survival,  mortality,  mean  ages,  and  mean  burn  sizes  according  to  the  presence  or  absence  of  inhalation  injury.  Overall 
figures  are  noted  in  lowest  column. 


tory  system  in  intubated  patients. 
Those  with  orofacial  burns,  those 
involved  in  structural  or  closed 
spaced  fires,  or  with  broncho- 
scopic  evidence  of  respiratory  mu- 
cosal injuries  (erythema,  blisters, 
ulcers)  are  assumed  to  have  an  in- 
halation injury.  Of  the  810  patients 
defined  above,  62  had  proven  in- 
halation injury  and  474  did  not. 
Sixty-one  of  62  inhalation  injuries 
resulted  from  a flame  burn.  Survival 
of  those  with  inhalation  injury  was 
significantly  worse  than  that  of  those 
without  inhalation  injury  (55.2%  vs. 
98.1%)  (P  < .0001).  There  were 
other  significant  differences  be- 
tween these  two  groups.  Those  with 
inhalation  injury  were  older  (P  < 
.0001)  and  had  larger  burns  (P  < 
.0001)  than  those  without  inhala- 
tion injury  (Table  3).  The  incidence 
of  inhalation  injury  as  a function  of 
burn  size  is  shown  in  Figure  6. 


Discussion 

There  are  several  statistical 


methodologies  used  in  analyzing 
burn  data.  Probit  analysis  is  the 


most  commonly  used  statistical 
method  to  predict  outcome,  com- 
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pare  different  treatment  modalities, 
identify  variables  which  influence 
outcome,  and  provide  a means  of 
periodic  self-assessment.^' Many 
standard  charts  are  available  in  the 
literature  for  comparison  pur- 
poses.^' Other  statistical  means 
of  analyzing  burn  data  include  lo- 
gistic regression  and  analysis  of 
variance  (AN OVA). 

Analysis  of  burn  data  beginning 
in  the  1960s  reveals  survival  to  be 
improving  over  time  for  all  age 
groups. The  GMH-BU  overall  sur- 
vival of  90.5%  is  competitive  with 
reported  burn  survival  rates  ex- 
ceeding 90%  since  1980.^°'2'  Our 
mean  burn  size  (16.5%)  falls  with- 
in the  reported  range  of  15  to 
2qo/q  2\.22  predominance  of  small 
burns  in  our  review  concurs  with 
reports  from  other  burn  cen- 
ters.^’'  The  mean  age  of  25.5 
years  in  this  review  falls  into  the 
reported  range  of  24.4  to  31  years. 

The  peak  incidence  of  burns  in 
young  children  due  to  scalds  has 
also  been  described  by  others. 
That  young  adult  males  comprised 
the  largest  burn  group  is  typical. 

2''  Many  report  the  most  common 
burn  type  to  be  a flame  burn,2''24 
as  we  have  done. 

Those  patients  with  skin  injury 
who  survived  stayed  in  the  GMH- 
BU  a mean  of  16.1  days.  Reported 
mean  hospital  lengths  of  stay  range 
from  14.7  to  26.6  days.^^'^^ 

Of  our  536  patients  with  proven 
inhalation  injury  status,  62  (11.5%) 
had  inhalation  injury,  which  cor- 
responds with  the  reported  overall 
incidence  of  inhalation  injury  of  7 
to  35%. 2®' We  noted  an  increased 
incidence  of  inhalation  injury  as 
burn  size  increased,  a finding 
shared  in  other  institutions.^' 
Thompson^  reported  that  inhala- 
tion injury  was  the  most  important 
variable  in  determining  outcome. 
Shirani,26  Thompson,^  Herndon, 
and  Merrell,^'’  reported  on  the  ad- 
verse effects  of  inhalation  injury  on 
survival  for  all  ages.  We  also  found 
that  inhalation  injury  influences 


survival  unfavorably.  Since  the  var- 
iables of  age,  burn  size,  and  inci- 
dence of  inhalation  injury  all  seem 
to  vary  in  the  same  direction,  it  is 
difficult  to  separate  the  impact  of 


one  variable  from  the  other  two.  A j 
co-dependence  is  demonstrated  for  I 
which  multiple  epidemiologic  | 
causes  are  most  likely  responsible.  I 
The  finding  in  this  review  that  burn  i 
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size  increases  with  age  is  difficult 
to  explain. 

Since  1970,^®  data  have  accu- 
mulated to  suggest  and  prove  that 
for  certain  defined  subsets  of  burns, 
burn  wound  excision  and  closure 
by  grafting  be  performed  as  quickly 
as  possible.  This  concept  applies 
to  both  young  and  elderly,  stable 
and  critically-ill,  small  burns  and 

very  large  burns. Sorenson,^^ 
Engrav,^^  and  Herndon’^  have  per- 
formed prospective  randomized 
studies  comparing  early  burn 
wound  excision  with  autografting 
to  less  aggressive  treatment  mo- 
dalities. For  carefully  defined  groups 
of  burn  patients,  the  three  investi- 
gators reported  advantages  in  the 
groups  undergoing  early  burn 
wound  excision  with  grafting,  in- 
cluding shorter  hospital  times,  fewer 
complications,  less  time  away  from 
work,  and  lower  mortality.  Many 
nonrandomized  reviews  suggest  the 
same  favorable  response  to  early 
aggressive  burn  wound  clo- 
sure.^' The  burn  wound  eschar 
has  been  shown  to  represent  an  in- 
flammatory focus  which  releases 
many  mediators  contributing  to  the 
pathophysiologic  derangements 
seen  in  burn  victims.”  Most  burn 
jphysicians  feel  that  prompt  re- 
imoval  of  this  septic,  inflammatory 
[focus  is  the  treatment  of  choice.  For 
those  patients  who  are  candidates 
for  early  burn  wound  excision,  this 
[is  begun  within  the  first  post-burn 
week. 

Further  study  concerning  the 
problems  of  burns  in  the  elderly, 
[abusive  pediatric  burns,  and  the 
treatment  of  inhalation  injury  is 
necessary.  Hopefully,  progress  will 
[Continue  in  these  areas. 
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HMSS  Assembly  Information  Exchange 
Thursday,  June  20, 1991 
7:00  p.m.-8:30  p.m. 

PRO  and  Managed  Care  Review:  Combating  the  Hassle  Factor 

A distinguished  panel  to  include  Alice  G.  Gosfield,  JD,  Alice  G.  Gosfield  and 
Associates,  Philadelphia;  T.  Reginald  Harris,  MD,  AMA  Council  on  Medical 
Service;  and  Bob  Becker,  MD,  American  Medical  Care  Review  Association, 
Washington,  DC.,  will  be  available  to  provide  the  most  recent  activities  and 
advancements  made  in  dealing  with  the  hassle  factor  of  interaction  with 
regulatory  systems  and  managed  care  companies. 

Following  the  presentations,  a 45-minute  question-and-answer  period  will 
permit  medical  staff  participants  to  offer  questions  regarding  their  day-to-day 
interactions  with  medical  review  organizations,  and  ideas  for  combating  the 
hassle  factor. 


Assembly  Education  Program 
Friday,  June  21, 1991 
2:30  p.m.-S:30  p.m. 

Part  1:  Update  on  JCAHO:  The  AMA  Perspective 

AMA  JCAHO  Board  of  Commissioners  will  bring  HMSS  Representatives  up  to  date 
on  their  interactions  and  initiatives  with  the  JCAHO,  undertaken  in  the  interest  of 
medical  staffs. 

Part  2:  Practice  Parameters:  Policy,  Applications  and  Issues 

American  Medical  Association’s  extensive  activities  in  the  practice  parameters 
arena  will  be  addressed,  as  well  as  current  applications  and  advancements  in  the 
development  of  practice  parameters. 

A question-and-answer  session  will  be  provided  after  each  panel  discussion. 


For  Information  Contact: 

Department  of  Hospital  Medical  Staff  Services 

American  Medical  Association 

515  North  State  Street 

Chicago,  Illinois  6O6IO 

Phone  (312)  464-4754  or  464-4761 


HMSS 


Tnple  Synchronous  Primary  Lung 
Carcinomas  Treated  with 
Simultaneous  Resection 


Martin  L.  Dalton,  M.D.,  Robert  L.  Warner,  M.D. 


Abstract 

The  fifth  case  of  surgical  treatment  for  three  primary 
bronchogenic  lung  cancers  is  presented.  This  is  the 
second  successful  surgical  case  in  which  this  occurred 
bilaterally  and  the  first  case  in  which  simultaneous  re- 
section via  median  sternotomy  for  three  separate  pri- 
mary bronchogenic  carcinomas  was  performed.  We 
strongly  advocate  this  approach  when  feasible. 


For  many  years, 
it  has  been  rec- 
ognized that  met- 
achronous lung 
carcinomas  repre- 
sent an  increasingly 
frequent  cause  of 
morbidity  and  mor- 
tality in  long-term 
survivors  following 
pulmonary  resection  for  lung  can- 
cer. However,  it  has  only  been  re- 
cently noted  that  synchronous  pri- 
mary lung  cancer  is  increasing  in 
frequency.  In  a report  by  Sugimura 
et  al.,'  synchronous  lung  cancers 
comprised  over  2%  of  their  series 
between  1965  and  1985.  McElvaney 
et  al.2  reported  that  19%  of  their  pa- 
tients resected  for  bronchogenic 
adenocarcinoma  were  found  to 
have  two  or  more  adenocarcino- 
mas on  careful  pathologic  exami- 
nation. In  our  institution  over  the 
past  5 years,  3.5%  of  pulmonary  re- 
sections for  primary  lung  cancer 
were  for  synchronous  lesions.  The 
finding  of  three  primary  lung  can- 
cers presenting  bilaterally  and  their 


subsequent  resection  formed  the 
basis  of  this  report. 

Case  Report 

J.  W.,  a 62-year-old  white  man, 
was  admitted  to  the  Jackson  V.A. 
Medical  Center  with  a history  of 
pulmonary  tuberculosis  in  1981.  He 
had  a history  of  greater  than  50  years 
of  cigarette  smoking  and  continued 
to  smoke  at  the  time  of  admission. 


Dr.  Dalton  was  formerly  Professor  of  Surgery,  Uni- 
versity of  Mississippi  Medical  Center,  Chief  of  Sur- 
gery, V.A.  Medical  Center,  Jackson,  MS;  Dr.  Warner 
is  Chief  Resident,  Thoracic  and  Cardiovascular 
Surgery,  University  of  Mississippi  Medical  Center, 
Jackson,  MS.  Send  reprint  requests  to  Dr.  Dalton, 
Department  of  Surgery,  Mercer  University  School 
of  Medicine,  Medical  Center  of  Central  Georgia, 
777  Hemlock  St,,  Macon,  GA  31208. 


He  had  a history  of 
peptic  ulcer  disease 
in  1966.  Liver  en- 
zymes were  elevated 
on  admission  due  to 
alcoholism  but  re- 
verted to  normal  pre- 
operatively.  This  ad- 
mission was  precip- 
itated by  the  finding 
of  an  irregular  mass  at  the  left  apex 
of  his  lung  on  routine  chest  x-ray 
(Figure  1).  He  denied  pulmonary 
complaints. 

CT-chest  scan  revealed  addi- 
tional nodules  in  the  lingula  of  the 
left  upper  lobe  (Figure  2)  and  in  the 
posterior  segment  of  the  right  upper 
lobe  (Figure  3).  The  FFV,  was  2.88, 
and  FKG  was  normal.  The  remain- 
der of  the  preoperative  work-up  was 
within  normal  limits. 

On  February  10,1 989,  via  median 
sternotomy,  generous  wedge  resec- 
tions of  the  apical  lesion  and  the 
lingula  lesion  of  the  left  upper  lobe 
were  performed.  There  were  no 
identifiable  regional  lymph  nodes. 
Attention  was  then  directed  to  the 
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Figure  1.  Erect  PA  Chest  x-ray  demonstrating  the  irregular  left  upper  lobe  apical 
mass. 


right  hemithorax  where  the  upper 
lobe  nodule  was  removed  by  wedge 
resection.  There  were  no  palpable 
or  visible  lymph  nodes  on  the  right 
side.  Pathologic  examination  con- 
firmed our  preoperative  suspicion 
of  three  separate  synchronous  pri- 
mary bronchogenic  carcinomas. 
The  largest  mass  and  the  only  one 
identified  on  the  initial  chest  x-ray 
proved  to  be  a scar  adenocarci- 
noma of  the  apex  of  the  left  upper 
lobe  (Figure  4).  The  left  upper  lobe 
lingula  lesion  was  a squamous  cell 
carcinoma  (Figure  5),  and  the  right 
upper  lobe  lesion  was  an  adeno- 
carcinoma (Figure  6),  The  patient 
tolerated  the  procedure  quite  well 
and  was  dismissed  on  the  tenth 
postoperative  day.  Follow  up  ex- 
tends to  20  months  at  present,  with- 
out evidence  of  recurrence. 


Discussion 

Newman  and  Adkins  in  1958^  re- 
ported the  first  case  of  surgical  re- 
section for  synchronous  triple  pri- 
mary lung  cancer.  Their  patient,  a 
62-year-old  white  man,  had  a left 
lower  lobectomy  and  within  this 
lobe  there  were  three  primary  car- 
cinomas including  a squamous  cell 
carcinoma,  adenocarcinoma,  and 
an  oat  cell  carcinoma.  The  patient 
died  of  distal  metastases  4 months 
postoperatively. 

The  second  patient  treated  by  re- 
section was  reported  by  Ranchod 
and  Levine  in  1980.''  This  patient 
was  a 65-year-old  woman.  She  had 
a left  upper  lobectomy  and  was 
found  to  have  a carcinoid,  an  ad- 
eno-squamous  carcinoma,  and  a 
broncho-alveolar  carcinoma  all 
within  the  left  upper  lobe.  This  pa- 
tient was  doing  well  at  the  time  of 
reporting  2Vi  years  postoperatively. 

The  third  patient  treated  surgi- 
cally was  reported  by  Jung-Legg  in 
1986.^  This  patient,  a 49-year-old 
black  man,  received  a right  upper 
lobectomy  and  right  middle  lobec- 
tomy. The  right  upper  lobe  con- 
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tained  a carcinoid  tumor  and  a pe- 
ripheral small  cell  carcinoma.  The 
right  middle  lobe  contained  an  ad- 
enocarcinom.  The  patient  died  of 
metastatic  disease  1 year  postop- 
eratively. 

The  fourth  surgically  treated  pa- 
tient was  reported  by  Paul  and 
Bacharach  in  1987.®  This  patient,  a 
66-year-old  white  woman,  was  the 
first  resected  patient  who  presented 
with  bilateral  synchronous  tumors. 
Staged  left  and  then  right  thora- 
cotomies were  employed.  At  the 
time  of  left  thoracotomy,  a scar  car- 
cinoma was  resected  from  the  left 
upper  lobe.  Several  weeks  later,  a 
right  lower  lobectomy  was  per- 


formed with  the  findings  of  a poorly 
differentiated  adenocarcinoma  and: 
a “poorly  differentiated  broncho- 
genic carcinoma”  in  the  right  lower 
lobe. 

This  patient  had  postoperative  x-  ■ 
ray  therapy  and  died  2 months  fol-  ' 
lowing  the  second  thoracotomy.  ■ 
According  to  Paul  and  Bacharach,  ■ 
their  patient  was  the  “first  case  with  ' 
three  synchronous  primary  bron- 
chogenic carcinomas  treated  sur- 
gically which  involved  both  lungs.”®  ■ 
According  to  our  literature  search, 
this  is  correct  and  would  make  the 
present  case  the  second  patient  re- 
sected with  involvement  of  both 
lungs  and  the  first  patient  resected 
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Figure  2.  CT  scan  demonstrating  a I cm  nodule  in  the  lingula  segment  of  the  left 
upper  lobe. 


Figure  3.  CT  demonstrating  a 1.5  cm  irregular  mass  in  the  posterior  segment  of 
the  right  upper  lobe. 


The  principal  problem 
with  multiple 
pulmonary  resections  is 
the  presence  of  limited 
pulmonary  function. 
Frequently,  only  lesser 
resections  can  be  safely 
tolerated. 


using  simultaneous  resection  via 
median  sternotomy. 

The  resourcefulness  of  median 
sternotomy  for  the  management  of 
bilateral  pulmonary  lesions  has 
been  well  documented.^  It  is  ex- 
peditious, effective,  and  causes 
much  less  pain  and  disability  than 
staged  thoracotomies.  The  simul- 
taneous procedure  also  allows  for 
the  beginning  of  adjuvant  chemo- 
therapy or  x-ray  therapy  in  a much 
more  timely  fashion.  Our  experi- 
! ence  with  an  increasing  number  of 
multiple  synchronous  lung  cancers 
: parallels  that  of  others.  One  reason 
; may  be  that  in  our  University-affil- 
I iated  V.A.  Medical  Center,  we  are 
treating  a population  composed 
primarily  of  aging  male  smokers. 
Undoubtedly,  an  additional  and 
f perhaps  more  valid  reason  is  the 
i near  routine  use  of  CT  chest  scan 
! in  patients  with  pulmonary  lesions 
on  chest  x-ray. 

Once  synchronous  lesions  are 
found,  therapy  must  be  highly  in- 
dividualized for  each  patient.  We 
I have  found  bilateral  resection  via 
; median  sternotomy  to  be  quite  ef- 
fective in  the  patient  with  absent 
nodal  metastases.  In  those  with  no- 
i dal  metastases  on  CT,  we  proceed 
as  we  would  with  a single  primary 
; lesion  using  mediastinoscopy  or 
mediastinotomy  for  tissue  diagno- 
sis and  staging. 

The  principal  problem  with  mul- 
• tiple  pulmonary  resections  is  the 

! 
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presence  of  limited  pulmonary 
function.  Frequently,  only  lesser  re- 
sections (wedge  or  segmentec- 
tomy)  can  be  safely  tolerated.  For- 
tunately, there  is  a growing  body  of 


evidence  demonstrating  that  wedge 
resection  in  the  absence  of  regional 
nodes  is  as  effective  a lobectomy.® 
In  addition  to  precise  preoperative 
pulmonary  function  studies,  we  fre- 
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The  resourcefulness  of 
median  sternotomy  for 
the  management  of 
bilateral  pulmonary 
lesions  has  been  well 
documented.  It  is 
expeditious,  effective, 
and  causes  much  less 
pain  and  disability  than 
staged  thoracotomies. 


quently  obtain  a split  crystal  lung 
function  study  to  ascertain  the  de- 
gree of  function  contributed  by  each 
lung.  We  have  found  this  to  be  very 
helpful  in  planning  resectional 
therapy  for  this  challenging  group 
of  patients. 
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Figure  6.  Histologic  section  of  right  up- 
per lobe  lesion  featuring  infiltrating  an- 
aplastic epithelial  type  cells  with  gland 
formation  consistent  with  adenocarci- 
noma. H&E  X 200. 


Figure  4.  Histologic  section  of  left  upper  lobe  apical  lesion  featuring  infiltrating 
anaplastic  epithelial  type  cells  with  gland  formation  consistent  with  adenocar- 
cinoma. H&E  X 200. 


Figure  5.  Histologic  section  of  left  upper  lobe  lingula  lesion  featuring  infiltrating  i 
large  anaplastic  epithelial  type  cells  with  squamous  differentiation  including  \ 
intercellular  bridge  formation  consistent  with  squamous  cell  carcinoma.  H&E  x i 
400.  : 
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Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
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YOCON' 

YOHIMBINE  HCI 


Oescriptiofl:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbme-IBa-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  ttieoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  ttie  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
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Parental  Requests  for  Drug  Testing  on  Minors 

Susan  Cowan  Atkinson,  Marilyn  J.  Allen 


Mrs.  X,  a concerned  mother, 
brings  her  15-year-old  child 
to  a physician  and  requests  that  the 
physician  perform  drug  testing  on 
the  child.  TTie  minor  objects  strongly 
to  any  testing,  leaving  the  physician 
caught  in  the  middle  of  a family 
conflict  and  wondering  whether  he 
or  she  should  perform  the  test  over 
the  minor’s  objection.  The  rights 
and  obligations  of  parents  and  mi- 
nors to  consent  or  withhold  con- 
sent to  drug  testing  and  treatment 
form  the  subject  of  this  month’s  Le- 
gal Page. 

iBackground 

The  age  of  legal  majority  in  Geor- 
gia is  18,  prior  to  which  all  persons 
are  minors.’  Under  Georgia  law,  mi- 
nors are  under  the  legal  control  of 
their  parents,  and  parents  have  a 
legal  duty  to  support  their  minor 
children.  Part  of  this  obligation  of 
support  includes  the  obligation  to 
insure  that  minor  children  receive 
appropriate  medical  care.^  Al- 
though Georgia  law  provides  that  a 
physician  may  not  perform  a med- 
ical procedure  without  first  obtain- 
jing  consent  from  the  patient,^  par- 
Isnts  of  minor  children  are  empow- 
ered under  Georgia  law  to  consent 
Ion  behalf  of  the  minor,''  thus  facil- 
itating the  parents’  duty  to  insure 
appropriate  medical  treatment. 
Conversely,  consent  given  by  a mi- 
nor for  medical  treatment  (with  cer- 
tain exceptions)  is  generally  con- 
jsidered  void.^ 

Parental  rights,  including  the  right 
to  consent  to  medical  treatment, 
nnay  be  lost  under  certain  circum- 


• Whenever  possible, 
the  physician  should 
encourage  open 
communication 
between  the  parent  and 
the  minor  in  order  to 
address  the  concerns  of 
all  parties.  ^ 

stances.  For  example,  a minor  who 
enters  into  a lawful  marriage  is  au- 
tomatically emancipated  under 
Georgia  law.  Parental  power  may 
also  be  lost  by  entry  into  a voluntary 
contract  releasing  rights  to  a third 
party;  by  consent  to  the  adoption 
of  the  child;  by  failure  to  provide 
necessaries  for  the  child;  or  as  a 
result  of  abandonment  or  cruel 
treatment  of  the  child.®  In  such  sit- 
uations, the  power  of  the  parent  to 
consent  to  medical  treatment  on 
behalf  of  the  minor  may  be  lost; 
therefore,  in  case  of  dispute,  phy- 
sicians would  be  well-advised  to  ask 
both  the  minor  and  the  parent 
whether  such  parental  authority  is 
still  valid  before  proceeding  with 
any  medical  treatment  of  a minor. 


This  article  was  prepared  at  the  request  of  the 
Journal.  Ms.  Atkinson  is  an  associate  in  the  law 
firm  of  Vincent,  Chorey,  Taylor  & Fell,  Suite  1700, 
The  Lenox  Building,  3399  Peachtree  Road,  NE,  At- 
lanta, Georgia  30326.  Ms.  Allen  is  a corporate  at- 
torney with  MAG  Mutual  Insurance  Company.  Send 
reprint  requests  to  Ms.  Atkinson. 


Treatment  for  Drug  Abuse 

In  the  area  of  treatment  for  drug 
abuse,  the  Georgia  legislature  has 
deviated  somewhat  from  the  “only 
parents  may  consent”  model. 
O.C.G.A.  §37-7-8  provides  that  a mi- 
nor has  the  right  to  obtain  medical 
or  surgical  services  for  treatment  of 
drug  abuse  upon  the  giving  of  his 
or  her  consent  alone.  Such  consent 
shall  be  “as  valid  and  binding  as  if 
the  minor  had  achieved  his  majority 
. . . [and]  shall  not  be  subject  to 
later  disaffirmance  by  reason  of  mi- 
nority.”^ Furthermore,  a minor  need 
not  obtain  the  consent  of  a parent 
in  order  to  obtain  such  treatment; 
The  consent  of  no  other  person 
or  persons,  including  but  not  lim- 
ited to  a spouse,  parent,  custo- 
dian, or  guardian,  shall  be  nec- 
essary in  order  to  authorize  the 
provision  to  such  minor  of  such 
medical  or  surgical  care  or  serv- 
ices [for  treatment  of  drug 
abuse] ® 

In  seeking  such  treatment  for  dmg 
abuse,  however,  a minor  is  not  in- 
sured of  total  confidentiality.  The 
role  of  the  parent  in  medical  deci- 
sions involving  the  minor  is  some- 
what preserved  by  the  inclusion  of 
statutory  language  that 
upon  the  advice  and  direction  of 
a treating  physician  a mem- 
ber of  the  medical  staff  of  a hos- 
pital or  public  clinic  or  a physi- 
cian . . . may,  but  shall  not  be 
obligated  to,  inform  the  spouse, 
parent,  custodian,  or  guardian  of 
any  minor  as  to  the  treatment 
given  or  needed.  Such  informa- 
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tion  may  be  given  to  or  withheld 
from  the  spouse,  parent,  custo- 
dian or  guardian  without  the 
consent  of  the  minor  patient  and 
even  over  the  express  refusal  of 
the  minor  patient  to  the  provid- 
ing of  such  information.^ 

This  Code  section  does  not  provide 
an  absolute  right  to  parents  to  have 
access  to  this  information;  rather, 
the  decision  to  involve  parents  is 
left  to  the  discretion  of  the  treating 
physician.  Similarly,  the  federal  law 
and  regulations  provide  that  if  state 
law  does  not  require  parental  con- 
sent for  treatment  (as  in  Georgia), 
records  of  treatment  may  only  be 
disclosed  without  the  minor’s  con- 
sent upon  a determination  that 

(1)  (The  minor]  lacks  capacity 
because  of  extreme  youth  or 
mental  or  physical  condition  to 
make  a rational  decision  on 
whether  to  consent  to  a disclo- 
sure ...  to  his  or  her  parent, 
guardian,  or  other  person  au- 
thorized under  State  law  to  act 
in  the  minor's  behalf,  and 

(2)  [The  minor's]  situation  poses 
a substantial  threat  to  the  life  or 
physical  well  being  of  the  [mi- 
nor] or  any  other  individual 
which  may  be  reduced  by  com- 
municating relevant  facts  to  the 
minor's  parent,  guardian,  or  other 
person  authorized  under  State 
law  to  act  in  the  minor's  behalf. 

Drug  Testing 

These  special  rules  for  the  dis- 
closure of  treatment  for  drug  abuse 
by  a minor  to  the  minor’s  parents 
do  not,  however,  specifically  ad- 
dress the  situation  set  forth  in  the 
hypothetical  example  above.  Ob- 
viously, a physician  may  choose  to 
inform  a parent  about  the  results  of 
a drug  test  performed  on  a minor, 
even  where  the  minor  objects  to  the 
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• Under  Georgia  law, 
a parent  can  validly 
consent  to  drug  testing 
for  a minor,  even  in  the 
face  of  the  minor’s 
objection.  J 


providing  of  such  information.  But 
can  a parent  validly  consent  to  drug 
testing  for  the  minor  even  in  the 
face  of  the  minor’s  objection? 

In  providing  that  a parent  is  em- 
powered to  consent  on  behalf  of  a 
minor  child,  the  Georgia  Code  states 
that  such  power  is  given  to  parents 
“in  addition  to  such  other  persons 
as  may  be  authorized  and  em- 
powered”" to  give  consent.  In  the 
case  of  drug  testing,  “such  other 
persons”  obviously  include  the  mi- 
nor authorized  to  consent  on  his  or 
her  own  behalf;  thus  both  the  minor 
and  the  parent  are  empowered  to 
consent. 

Georgia  law  also  contains  the 
general  rule  that  “a  consent  by  one 
person  authorized  and  empowered 
to  consent  to  surgical  or  medical 
treatment  shall  be  sufficient. ’’’^  In 
the  hypothetical  example,  the  “one 
person  authorized  and  empowered 
to  consent”  could  be  either  the  par- 
ent or  the  child,  and  the  consent  of 
one  or  the  other  is  legally  sufficient. 
Therefore,  the  answer  to  the  ques- 
tion posed  above  is  “yes.”  Under 
Georgia  law,  a parent  can  validly 
consent  to  drug  testing  for  a minor, 
even  in  the  face  of  the  minor’s  ob- 
jection. 

There  is,  of  course,  a difference 
between  parental  consent  to  med- 
ical treatment  and  a parental  de- 
mand for  medical  treatment.  Ob- 


viously, no  physician  should  eve] 
order  any  medical  procedure  or  tes 
on  a patient  if  he  or  she  does  no 
believe  that  such  is  medically  in 
dicated.  However,  where  drug  test 
ing  is  indicated,  a physician  ma> 
perform  such  testing  upon  receiv- 
ing consent  from  either  the  parent 
or  the  minor. 

Conclusion 

With  few  exceptions,  minors  dq 
not  have  any  legal  right  to  refuse 
recommended  medical  or  surgical 
treatment  for  which  a parent  has 
given  consent.  Although  Georgie; 
law  does  not  specifically  forbid  dmg 
testing  of  a minor  who  objects  tq 
such  testing  where  the  parent  haq 
consented,  the  physician  may  wishj 
to  consider  a more  conciliatory  ap-i 
proach  in  order  to  preserve  the  phy-‘ 
sician/patient  relationship.  When- 
ever possible,  the  physician  should 
encourage  open  communication 
between  the  parent  and  the  minor 
in  order  to  address  the  concerns  ol 
all  parties.  In  those  cases  where  a 
direct  communicative  approach 
does  not  provide  a solution,  how-i 
ever,  the  physician  must  ultimately; 
decide  between  ordering  the  test 
against  the  wishes  of  the  minor  pa-' 
tient  and  referring  the  parent  to  other 
available  drug  screening  programs. 


Notes 

1.  O.C.G.A.  §39-1-1. 

2.  O.C.G.A.  §19-7-2. 

3.  O.C.G.A.  §31-9-2  (1);  O.C.G.A.  §31-9-6. 

4.  O.C.G.A.  §31-9-3  (2).  A parent  may  consent 
for  his  or  her  minor  child  even  if  the  parent  is  also) 
a minor. 

5.  O.C.G.A.  §31-9-7. 

6.  O.C.G.A.  §19-7-1. 

7.  O.C.G.A.  §37-7-8  (b). 

8.  Id. 

9.  O.C.G.A.  §37-7-8  (c)  (emphasis  supplied). 

10.  42  U.S.C.  §290ee-3;  42  C.F.R.  §2.14. 

11.  O.C.G.A.  §31-9-2  (a). 

12.  O.C.G.A.  §31-9-6  (b). 
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Most  patients  with  primary 
cancer  will  suffer  pain  at 
lome  time  (estimated'  at  50-80%). 
n many,  pain  is  the  presenting 
symptom;  in  others,  pain  may  not 
3ccur  until  late.  And  cancer  treat- 
nent  itself  may  have  immediate  or 
ielayed  painful  aftereffects.  Anal- 
gesic drugs  are  the  mainstay  in 
managing  cancer  pain  when  alter- 
hate  measures  (surgery,  radiation, 
zhemotherapy,  nerve  blocks,  or 
steroids)  have  been  exhausted.'  ^ 
Woven  through  this  “Cancer  Sec- 
ion”  are  two  themes:  a)  Cancer  pain 
s underestimated  or  undertreated 
Dr  (commonly)  both,  and  b)  un- 
Jertreatment  of  cancer  pain  occurs 
Decause  of  our  ingrained  concern 
vith  iatrogenic  addiction  or  fear  of 
egulatory  agency  reprecussions,  or 
(commonly)  both. 

I^^ublic  perception  associates  the 
diagnosis  of  cancer  with  pain 
and  suffering.  There  may  well  be 
|some  basis  for  this  perception,  for 
cancer  pain  is  all  too  often  under- 
r.reated.  Complete  freedom  from 
cancer  pain  may  be  an  elusive  goal 
Dut  substantial  reduction  in  pain  in- 
:ensity,  and  increased  functionality, 
need  not  be.  A practical  concept  is 
:he  three-step  “analgesic  ladder” 
promulgated  by  the  World  Health 
Organization’s  (WHO)  Cancer  Pain 
Relief  Program.^ 

The  first  step  on  the  ladder  is 
nonopiod  analgesics:  nonsteroidal 
anti-inflammatory  agents  (NSAID) 
plus  adjuvant  or  co-analgesic  drugs. 
The  analgesia  offered  by  these  dmgs 
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Drug  Therapy  in  Cancer  Pain 

Rudolph  H.  de  Jong,  M.D. 


• A practical  concept 
in  cancer  pain  therapy 
is  the  3-step  ^^analgesic 
ladder’’  promulgated  by 
the  World  Health 
Organization’s  Cancer 
Pain  Relief  Program.  J 

is  limited  by  their  ceiling  effect  — 
higher  doses  will  not  raise  the  pain 
threshold  — calling  for  the  next 
step.  In  Step  ll,  “weak”  opioids  such 
as  codeine  or  oxycodone  are  added 
or  substituted,  often  in  the  form  of 
fixed  combinations  such  as  Per- 
codan®  or  Tylenol  #3®.  As  pain 
persists,  becomes  refractory,  or  es- 
calates, the  third  and  final  step  on 
the  ladder  is  “strong”  opioids  such 
as  morphine  or  methadone,  often 
with  nonopioids  and  adjuvant 
drugs.'* 

STEP  I:  Nonopioid  Analgesics 

These  comprise  acetaminophen 
(Tylenol®)  and  the  non-steroidal 
anti-inflammatory  agents  (NSAID) 
such  as  aspirin  or  ibuprofen;  they 
provide  mild  to  moderate  analge- 
sia, limited  by  a ceiling  effect.  Ad- 
vantages of  NSAID  are  lack  of  CNS 
effects,  habituation,  or  respiratory 


Dr.  de  Jong  is  Professor  of  Anesthesiology,  Pro- 
fessor of  Psychiatry  and  Health  Behavior,  and  Di- 
rector, Interdisciplinary  Pain  Management  Center, 
Medical  College  of  Georgia,  Augusta,  GA  309 1 2- 
6910.  Send  reprint  requests  to  him. 


depression  as  seen  with  opiate 
therapy.  NSAID  are  useful  in  the 
early  stages  of  cancer  pain  as  well 
as  in  managing  metastatic  bone 
pain  where  inhibition  of  prosta- 
glandin synthesis  reduces  pain  from 
osteolytic  and  osteoclastic  action. 
Acetaminophen  is  both  antipyritic 
and  analgesic,  but  only  weakly  anti- 
inflammatory, causes  less  gastric 
irritation,  but  has  greater  potential 
for  hepato-renal  toxicity.  It  is  com- 
monly used  in  fixed  combination 
with  “weak”  narcotics  (eg,  Perco- 
cet®  or  Tylenol  #3®). 

Reduction  of  prostaglandin  bio- 
synthesis (by  inhibiting  cyclo-oxy- 
genase) reduces  inflammation  and 
sensitization  of  peripheral  nocicep- 
tors, but  it  thins  the  protective  coat- 
ing of  the  gastric  mucosa  and  in- 
hibits platelet  aggregation.  While 
the  side  effects  of  NSAID  can  be 
bothersome  or  annoying,  seldom 
are  they  serious.  In  a debilitated 
cancer  patient,  however,  even  the 
bothersome  may  become  worri- 
some because  of  compromised 
ability  for  healing  and  reduced  re- 
sistance to  bleeding. 

Peripheral  soft  and  hard  tissue 
pain  often  can  be  managed  ade- 
quately with  NSAID  alone  or  with 
NSAID  plus  weak  opioid.  Visceral 
pain,  conversely,  is  poorly  con- 
trolled by  non-opioid  analgesics,  as 
is  deafferentation  pain.  Most  NSAID 
are  strongly  protein-bound,  possi- 
bly displacing  other  similarly  bound 
drugs  such  as  oral  hypoglycemics, 
methotrexate,  or  warfarin.  Individ- 
ual variations  in  analgesia  and  side 
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effects  of  these  drugs  are  such  that 
substitution  may  be  rewarding,  even 
within  the  same  drug  class  (eg,  ibu- 
profen  versus  ketoprofen).  Ready 
availability,  low  cost,  and  absence 
of  regulatory  control  make  NSAID 
useful  primary  or  opiate-adjunct  an- 
algesic drugs. 

STEP  II:  WesJc  Opioid 
(plus  Non-Opioid) 

When  more  potent  analgesia  than 
can  be  achieved  with  NSAID  is  re- 
quired, the  next  step  is  to  turn  to 
the  “weak”  opioids.  Commonly 
used  in  a fixed  ratio  oral  formula- 
tion with  NSAID,  these  opioids  can 
also  be  given  singly  when  NSAID 
are  poorly  tolerated.  The  term  “weak 
opioid”  is  a misnomer  for,  in  suf- 
ficient dose,  they  have  the  same 
spectrum  of  pharmacologic  actions 
as  morphine. 

Widely  used  weak  opioids  are 
codeine,  oxycodone,  hydroco- 
done,  and  propoxyphene  (Dar- 
von®).  Combinations  of  codeine  or 
oxycodone  with  NSAID  are  quite  ef- 
fective because  of  dual  central 
(opioid  receptor)  and  peripheral 
(prostaglandin  synthesis  inhibi- 
tion) action.  Fixed  combinations 
such  as  Percodan®  (5  mg  oxyco- 
done plus  325  mg  aspirin)  or  Ty- 
lenol #3®  (30  mg  codeine  plus  300 
mg  acetaminophen)  are  repesen- 
tative  of  this  class.  While  propox- 
yphene finds  considerable  use  in 
managing  acute  pain,  long  half  life 
and  slowly  excreted  CNS-toxic  me- 
tabolite (nor-propoxyphene)  make 
it  a less  desirable  choice  for  chronic 
cancer  pain. 

The  NSAID  component  of  a fixed 
drug  combination  provides  adjunct 
analgesic  and  lessens  the  chance 
of  over-use  or  diversion,  but  it  con- 
strains flexible  dosing.  When  pain 
requires  NSAID  doses  approaching 
daily  toxic  limits  (eg,  2600  mg  ace- 
taminophen), separate  prescrip- 
tions of  weak  opioid  and  NSAID  may 
yet  delay  recourse  to  strong  step  111 
opioids. 

^ Woven  through  this 
article  are  two  themes: 
Cancer  pain  is 
underestimated  and/or 
undertreated,  and 
undertreatment  of 
cancer  pain  occurs 
because  of  our 
ingrained  concern  with 
iatrogenic  addiction 
and/or  fear  of 
regulatory  agency 
repercussions.  J 

STEP  III:  Strong  Opioid  (plus 
Co-analgesic) 

This  final  step  on  the  WHO  an- 
algesic ladder  is  reserved  for  can- 
cer patients  with  severe  pain,  es- 
calating beyond  the  more  limited 
potency  of  the  weak  opioids.  Dif- 
ferentiation of  acute  from  chronic 
(cancer)  pain  deserves  reem- 
phasis. Relief  of  acute  (surgical, 
traumatic)  pain  can  be  achieved 
with  a wide  spectrum  of  analgesic 
drugs,  including  strong  opioids,  in 
opioid-naive  patients.  Cancer  pa- 
tients, conversely,  upon  reaching 
Step  III  already  have  been  exposed 
to  opioids  during  Step  II.  Thus, 
mixed  agonist-antagonist  opioids 
such  as  pentazocine  (Talwin®)  or 
nalbuphine  (Nubain®),  and  partial 
agonists  such  as  buprenorphine 
(Buprenex®),  could  precipitate  with 
drawal  symptoms. 

These  drugs  have  other  undesir- 
able properties  such  as  psychoto- 
mimetic reactions  after  prolonged 
use  and,  with  the  exception  of  pen- 
tazocine, do  not  offer  an  oral  dos- 
age form.  In  general  then,  mixed 
agonist-antagonist  or  partial  ago- 
nist opioids  are  not  advocated  for 

cancer  pain.’'  Meperidine  (Dem 
erol®),  similarly,  is  not  favored  foi 
cancer  pain  management  because 
of  short  analgesic  duration,  high  IM, 
oral  ratio,  and  potential  for  accu 
mulation  of  the  neurotoxic  metab- 
olite nor-meperidine.^  , 

Of  the  pure  agonists  listed  in  Ta-! 
ble  1,  morphine  is  considered  the' 
mainstay,  but  with  effective  alter-i 
natives  available.  Oral  administra-: 
tion  of  morphine,  long  a compli-i 
ance  problem  because  of  short 
duration  of  action  (3-4  hrs),  has  be-( 
come  more  acceptable  now  that 
slow  release  long  acting  (eg,  MS- 
Contin®  or  Roxamol-SR®)  tabletsj 
are  available,  requiring  only  b.i.d.l 
or  t.i.d.  dosing.  Opioid  receptor  tol-j 
erance  develops  with  time;  some-j 
times  it  is  difficult  to  tell  whether 
increasing  dose  requirement  her-! 
aids  tolerance,  tumor  extension,  ori 
both.  * 

Hydromorphone  (Dilaudid®),  a 
morphine  congener,  is  some  6 times! 
more  potent  than  morphine,  more! 
water-soluble,  and  has  a plasma 
half-life  shorter  than  its  analgesic 
duration.  Hydromorphone  thus  is  a 
convenient  alternative  when' 
administration  routes  other  than: 
oral  (eg,  subcutaneous  infusion)| 
become  necessary.  Its  oral  potency 
is  fair,  with  a five-fold  greater  dose 
required  than  with  the  systemic' 
route.  Short  duration  of  action' 
makes  chronic  oral  administration' 
impractical;  by  the  same  token,  oral: 
hydromorphone  is  an  excellent' 
choice  for  managing  breakthrough! 
pain.  An  unfortunate  stigma  of  hy-’ 
dromorphone  is  its  high  abuse  po-! 
tential. 

Methadone  (Dolophine®)  has  a 
half-life  longer  than  its  analgesic 
duration  so  that  drug  accumulation 
after  oral  dosing  requires  monitor- 
ing for  several  days  until  patient  re- 
sponse is  stabilized.  The  long  half 
life  similarly  makes  rapid  (ie,  daily) 
dose  adjustment  difficult.  Neverthe-i 
less,  methadone’s  high  IM/IV  to  oral 
potency  factor  of  2 makes  it  a sound 
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TABLE  1 — Potent  Narcotic  Agonists  for  Severe  Cancer  Pain  (Systemic  IM/IV/SQ  Administration  in  Adults) 


Analgesic  Drug 
( trade  name) 

IM  Equivalent 
(mg) 

Initial  IM  Dose 
(mg) 

IM  Duration 
(hours) 

IV/ SQ  Infusion 
(mg!  hr) 

Comments  and  Cautions 

morphine 

10 

8-20 

3-4 

2 aind  up 

Lower  doses  for  elderly  or  hepato- 
renal dysfunction;  may  depress 
respiratory  rate  and  volume;  caution 
with  asthma;  good  IV  titration  drug; 
euphoria  or  confusion;  constipation 

hydromorphone 

(Dilaudid) 

1.5 

1-2 

3-4 

0.25  emd  up 

Rapid  onset,  potency  and  high 
solubility  make  good  choice  for  SQ 
infusion  — see  morphine 

methadone 

(Dolophine) 

10 

5-15 

5-6 

not  advisable 
(see  comments) 

Long  duration  and  half  life  make  oral 
dose  preferable  for  long-term 
systemic  therapy 

levorphamol 

(Levo-Dromoran) 

2 

2-4 

5 

insufficient 

information 

see  methadone 

meperidine 

(Demerol) 

75 

50-100 

3 

not  advisable 
(see  comments) 

CNS-toxic  metabolite  accumulates; 
not  advised  for  long-term  cancer  pain 
therapy 

choice  for  oral  administration. 
Vlethadone  is  said  to  give  less  of  a 
high”  than  does  morphine,  hence 
its  use  in  drug  maintenance  pro- 
grams. 

Levorphanol  (LevoDromoran®)  is 
another  potent  morphine  congener, 
with  potency  comparable  to  that  of 
lydromorphone.  Its  advantage  is 
ligh  bio-availability  when  taken 
orally,  with  an  IM/oral  conversion 
actor  of  just  2.  Its  disadvantage  is 
long  half  life  so  that,  as  with  meth- 
adone, the  drug  can  accumulate 
over  time,  requiring  monitoring  at 
jinitiation  of  therapy. 

As  in  Steps  1 and  II,  co-adminis- 
tration  of  an  NSAID  with  opioid  of- 
fers additional  relief  (especially 
when  bone  and  soft  tissue  are  ah 
fected).  Note  that  opioid  require- 
ment increases  with  time  both  be- 
ause  of  receptor  accommodation 
(tolerance)  and  of  tumor  expansion 
or  spread.  Indicators  for  raising  the 
daily  maintenance  dose  are  in- 
creasing resort  to  rescue  doses  and 
jshortened  inter-dose  painfree  inter- 
|/al. 

Side  Effects 

Constipation  is  almost  a given 


when  using  an  opioid.  A stool  sof- 
tener such  as  docusate  (Colace®), 
bulk-forming  diet  (bran),  or  laxa- 
tive such  as  bisacodyl  (Dulcolax®) 
or  lactulose  (Chronulac®)  should 
be  started  early  and  continued 
throughout  opioid  therapy  with  the 
goal  of  one  bowel  movement  every 
2 to  3 days.®  If  not,  abdominal  dis- 
tention and,  ultimately,  megacolon 
or  even  bowel  obstruction  may  be 
the  result. 

Fear  of  respiratory  depression 
from  opioids  is  prevalent,  but  tol- 
erance occurs  rapidly  so  that  res- 
piratory center  effects  cease  to  be 
a threat  with  continued  use.  Level 
of  alertness  is  a simple  gauge  of 
central  effect  (including  respiratory 
drive):  increasing  somnolence  is  a 
warning  sign  to  decrease  opioid 
dosage.^ 

Should  respiratory  depression 
occur,  an  opioid  antagonist  such  as 
naloxone  (Narcan®)  may  be  given 
IV.  Since  patients  on  chronic  opioid 
medication  are  quite  sensitive  to  re- 
versal, and  since  the  antagonist  also 
reverses  the  analgesic  effect  (pre- 
cipitating a drug  withdrawal  crisis), 
it  should  be  diluted  and  titrated  un- 
til the  patient  arouses  and  in- 


creases respiratory  rate.  The  half- 
life  of  naloxone  is  shorter  than  that 
of  the  opioid  agonist,  so  that  it  may 
need  to  be  repeated. 

Be  on  the  alert  for  central  and 
respiratory  depression  when  tumor 
therapy  reduces  the  need  for 
opioids,  for  the  patient  may  receive 
a relative  overdose  beyond  the 
(newly  lowered)  analgesic  require- 
ment. Reducing  the  opioid  dose 
concomitant  with  effective  therapy 
minimizes  that  risk,  leaving  suffi- 
cient time  to  ratchet  the  opioid  dose 
down  to  comfort  level. 

Nausea  may  occur  with  initial 
opioid  therapy,  although  tolerance 
usually  soon  develops.  Antiemetic 
therapy  with  oral  prochlorperazine 
(Compazine®),  metoclopramide 
(Reglan®)  or  trimethobenzamide 
(Tigan®)  usually  is  effective.  If  vom- 
iting accompanies  the  nausea,  these 
agents  can  be  given  by  suppository 
or,  if  need  be,  by  injection.®  Tigan® 
suppositories  (200  mg)  b.i.d.  or  t.i.d. 
seem  quite  effective  when  nausea 
accompanies  IV  morphine  titration. 

Route  of  Administration 

The  oral  route  (Table  2)  of  an- 
algesic administration  is  preferred. 
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TABLE  2 — 

Potent  Narcotic  Agonists  for  Severe  Cancer  Pain  (long-term  oral  therapy  in  adults) 

Analgesic  Drug 
(trade  name) 

Oral  Equivalent^ 

(mg) 

Initial  Oral  Dose  Duration 
(mg)  (hours) 

IMIOral 

Potency^ 

Comments  and  Cautions  ! 

morphine  tablets 
(15  or  30  mg) 

30-60 

15-30 

3-4 

3 to  6 

1 

Variable  GI  absorption  and  first  pass  j 

metabolism.  Use  IM/oral  potency 

morphine  solution 

30-60 

20 

(2  or  4 mg/ml) 

3-4 

ratio  of  3 at  first;  be  prepared  to 
increase  dose  so  as  not  to 
undermedicate,  especially  with  slow 
release.  Oral  tablets  useful  as  rescue 
dose  alongside  extended  release  form. 

morphine  solution 
(Roxanol) 

30-60 

20 

(20  mg/ml) 

4 

3 to  6 

morphine  extended 
release  (MS-Contin; 
Roxanol-SR) 

30-60 

30-60  and  up 

8-12 

3 to  6 

Toleramce  and  tumor  expansion.  > 

Extended  release  tablet  allows  sleep.  | 

/ 

morphine  suppository 
(5,  10,  or  20  mg) 

30-60 

20^ 

(rectal) 

3-4 

3 to  6 

Good  alternate  for  oral  route;  careful 
in  infection-prone  patients.  ' 

hydromorphone 
Dilaudid  tablets 
(2  or  4 mg) 

4-8 

4 

3-4 

5 

High  dependency,  so  perhaps  reserve 
for  terminal  stages.  Good  for  rescue 
dosing  in  breakthrough  pain.  | 

Dilaudid 

suppository  (3  mg) 

3-6 

3" 

(rectal) 

4 

5 

see  comments  above 

1 

methadone 
Dolophine  tablets 
(5,  10,  or  40  mg) 

20 

5-15 

5-6 

2 

Good  bioavailability.  Half  life  exceeds  | 

amalgesic  duration,  so  may  < 

accumulate.  Good  maintenance  drug  | 

once  titrated.  Use  morphine  or 
hydromorhine  for  rescue  dose. 

methadone  solution 
(1,  2,  or  10  mg/ml) 

20 

5-15 

5-6 

2 

Solution  colored  & flavored. 

oxymorphone 
Numorphan 
suppository  (5  mg) 

NA 

NA 

3-4 

NA 

5 mg  suppository  equivalent  to  10  mg 
morphine  IM. 

levorphanol 
Levo-Dromoran 
tablets  (2  mg) 

4 

4-6 

5 

2 

Good  bioavailability.  Cumulative 
effects  require  supervised  initial  ! 

titration  (see  methadone);  consider  I 

short  half-life  opioid  (morphine  or 
hydromorphone)  for  rescue  dose  or 
breeikthrough  pain. 


'Oral  equivalent  to  10  mg  morphine  given  IM  ' 

^Ratio  of  oral  dose  equivalence  to  systemic  dose.  The  lower  the  number,  the  greater  the  bioavailability.  i 

^Rectal  dose  probably  similar  to  oral.  j 


IM  injection  is  painful,  especially  if 
tissue  loss  has  occurred,  and  ab- 
sorption may  be  erratic  when  per- 
fusion is  poor.  The  IV  route  circum- 
vents some  of  these  problems,  but 
venous  access  may  be  difficult  when 
sclerosing  chemotherapeutic  agents 
have  been  used.  The  IV  or  IM  routes 
thus  are  best  reserved  when  alter- 
nate options  are  eliminated. 

Important  by  any  route,  but  es- 
pecially the  oral  one,  is  around-the- 
clock  (time-contingent)  adminis- 
tration rather  than  pain-contingent 

(prn)  use.  Maintenance  of  a steady 
drug  blood  level  is  critical  to  ensure 
consistent  pain  relief  With  sus- 
tained release  morphine  now  avail- 
able, twice  a day  dosing  with  12- 
hour  release  tablets  can  be 
achieved.  In  some  patients  with  very 
high  analgesic  requirements,  a 
smaller  mid-day  dose  may  be  re- 
quired additionally.  Useful  practice 
is  to  give  more  than  half  the  cal- 
culated daily  dose  at  bedtime  to  as- 
sure a sound  night’s  rest,  and  cor- 
respondingly less  in  the  morning  to 

minimize  daytime  sedation. 

Systemic-to-oral  conversion  fac 
tors  quoted  for  morphine  vary  fron 
3 to  6.2  ''  ' That  latitude  appears  tc 
be  related  to  dosage  form,  acuity  o 
pain,  drug  absorption,  and  recepto 
adaptation.  View  the  3-to-l  ratio  a: 
an  initial  departure  point  for  shift 
ing  from  IV  to  oral  dose  titration 
Incremental  daily  dose  increases  an 
then  prescribed  until  comfort  is  at 
tained. 

Methadone  and  levorphanol  botl 
have  high  oral  bio-availabilit>'  anc 
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long  duration  of  action  in  their  fa- 
vor. But  their  plasma  half-life  out- 
lasts duration  of  analgesia  so  that 
drug  levels  (and  with  them  CNS  and 
respiratory  side  effects)  can  creep 
Lip  if  not  watched.  Since  their 
administration  requires  more  fre- 
quent initial  checking,  these  drugs 
nriay  be  less  desirable  where  health 
care  inaccessibility  or  poor  patient 
compliance  are  anticipated. 

Except  in  unusual  circumstances 
(eg,  pathologic  fracture  or  spinal 
cord  compression),  good  analgesia 
can  be  maintained  with  time-con- 
ingent  oral  administration.  “Res- 
cue doses”  for  breakthrough  pain 
can  be  given  orally,  preferably  in 
he  form  of  rapidly  absorbed  mor- 
Dhine  or  hydromorphone.  Long- 
icting  drugs  or  slow-release  for- 
Tiulations  have  delayed  onset,  thus 
lire  less  effective  prior  to  acute 
Changes  in  analgesic  requirement 
jjuch  as  increased  activity,  chemo/ 
adio  therapy,  or  diagnostic  pro- 
cedures. 

When  tablet  swallowing  be- 
comes difficult,  switch  to  solutions, 
dixirs,  or  syrups.  Rectal  supposi- 
ories,  hydromorphone  or  oxymor- 
ihone  for  instance,  can  be  used  but 
equire  assistance  — hence  more 
ipportunity  for  non-compliance. 
Continuous  subcutaneous  clysis 
las  come  into  its  own  in  hospice 
jind  even  home  settings  now  that 
elatively  inexpensive  battery-op- 
kated  portable  pump  devices  are 
iivailable. 

i Water-soluble  opioid  is  absorbed 
1 ibout  as  well  SQ  as  when  given  IM 
Liable  1)  and  with  considerably  less 
liscomfort.  Since  large  volume  can 
>e  a drawback  of  the  subcutaneous 
oute,  hydromorphone  (Dilaudid®) 
vith  its  six-fold  greater  potency  and 
/igher  water  solubility  than  mor- 
»hine  has  found  especial  applica- 
jon  for  continuous  SQ  infusion.^ 
iate  of  absorption  is  slower  than 
y,  but  comparable  to  IM,  so  that 
apid  changes  in  analgesia  should 
lot  be  expected  when  the  dose  is 
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• Indicators  for  raising 
the  daily  maintenance 
dose  of  opioids  are 
increasing  resort  to 
rescue  doses  and 
shortened  inter-dose 
painfree  interval.  J 


altered.  A thinwall  small  gauge  but- 
terfly needle  can  be  rotated  to  dif- 
ferent sites  once  or  twice  a week  to 
minimize  local  irritation  or  infec- 
tion. 

Newer  methods  of  opioid  deliv- 
ery — beyond  the  scope  of  this  ar- 
ticle — are  transdermal,  epidural, 
intrathecal,  sublingual,  and  intra- 
nasal. Marked  route-dependent 
dosing  and  kinetic  differences  ex- 
ist; obtain  expert  consultation  when 
uncertain  about  these  delivery 
modes. 

Adjuvant  Drugs 

In  this  class  are  drugs  that  en- 
hance the  effects  of  analgesics  (co- 
analgesics), drugs  that  are  effective 
in  neuropathic  pain,  drugs  that  re- 
duce anxiety  and  depression,  drugs 
that  counteract  opioid  side  effects 
such  as  nausea,  constipation  or  se- 
dation, and  finally  steroids  that  can 
reduce  inflammation  and  shrink 
steroid-responsive  tumors. 

Tricyclic  antidepressants  pos- 
sess modest  analgesic  properties 
and  can  reinforce  the  analgesic  ef- 
fects of  the  more  potent  drugs  de- 
scribed earlier.  These  co-analgesic 
effects  are  attained  sooner,  and  at 
lower  dosage,  than  the  anti-depres- 
sant effect  that  may  take  weeks  to 
become  evident.  Amitryptiline 
(Elavil®)  is  the  standard  for  neu- 
ropathic pain  and  can  be  given  in 
small  amounts  (25-50  mg  to  start) 
at  night  to  induce  sleep  without 
causing  excessive  sedation.  Coun- 
teracting depression  and  improving 


appetite  are  other  desirable  attri- 
butes. Tricyclic  antidepressants 
with  fewer  side  effects  (eg,  nortryp- 
tiline  or  trazodone)  may  be  substi- 
tuted if  desired. 

More  effective  in  neuropathic 
pain  (where  opioids  are  least  effec- 
tive), but  at  the  price  of  hemato- 
poietic risk,  are  anticonvulsants 
such  as  carbamazepine  (Tegre- 
tol®). Often,  these  drugs  are  anal- 
gesic in  less  than  full  anticonvul- 
sant doses,  so  lessening  adverse 
effects.  Baclofen  (Lioresal®),  a 
skeletal  muscle  relaxant,  has  been 
tried  for  neuropathic  pain  of  central 
origin;  use  it  cautiously  with 
opioids.  Clonazepam  (Klonopin®), 
a benzodiazepine,  is  said  to  help 
relieve  deafferentation  pain,  but 
likewise  should  be  used  cautiously 
with  opioids.' 

Cancer  patients  are  fearful  about 
their  disease,  the  treatment,  and  the 
eventual  outcome.  Anxiolytics  such 
as  a benzodiazepine  (eg,  diazepam 
or  lorazepam),  hydroxyzine  (Vis- 
taril®),  buspirone  (BuSpar®),  or 
others  may  be  useful.  Methotri- 
meprazine  (Levoprome®)  is  a new 
phenothiazine  with  reputed  anal- 
gesic properties."* 

Should  somnolence  or  overse- 
dation from  heavy  opioid  intake  in- 
terfere with  the  patient’s  lifestyle, 
an  amphetamine,  given  only  in  the 
morning,  may  be  of  help.  Amphet- 
amines should  be  used  cautiously 
— if  at  all  — in  the  elderly,  diabetic, 
or  hypertensive  patient.  An  anal- 
gesic effect  has  been  described  ex- 
perimentally.' 

Corticosteroids  (eg,  dexametha- 
sone)  may  directly  lyse  some  ster- 
oid-sensitive tumors,  or  may  relieve 
neural  tissue  compression  or  en- 
trapment, by  reducing  edema  and 
the  local  inflammatory  reaction; 
they  are  emergency  IV  drugs  in  case 
of  spinal  cord  compression  or  brain 
expansion.  Steroids  have  been  ef- 
fective in  ameliorating  pain  from 
plexopathies,  from  tumor  spread  to 
bone,  or  from  radiation  scarring. 
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Reduction  in  opioid  dose  when  ad- 
juvant drugs  are  used  can  be  antic- 
ipated. Steroids  can  be  used  only 
for  a limited  period  of  time  as  their 
side  effects  often  are  undesirable  in 
cancer  management:  fluid  reten- 
tion, proximal  myopathy,  increased 
risk  of  bleeding,  and  infection. 

Cancer  Pain  in  Children 

Children  with  cancer  cannot  ver- 
balize the  subjective  experience  of 
pain  as  effectively  as  adults.  In  fact, 
the  misconception  that  “children  do 
not  have  pain”  is  still  prevalent.  Fear 
and  anxiety  complicate  the  picture, 
making  good  communication  with 
child  and  parent  all  the  more  im- 
portant. Parents’  fear  of  drug  addic- 
tion in  their  child  adds  to  the  chal- 
lenge of  solid  pain  relief.  Otherwise, 
the  principles  of  stepped  pain  man- 
agement apply,  with  emphasis  on 
oral  medication  and  a minimum  of 
injections.  Keep  in  mind  the  differ- 
ent spectrum  of  malignancies  in 
children  (commonly  hematologic) 
from  that  in  adults,  and  the  aggres- 
siveness of  tumor  therapy. 

Recommended  daily  pediatric 
analgesic  doses  are:  morphine 
(oral)  0.2-0. 4 mg/kg  every  4 hours; 
morphine  (slow  release)  0.3-0. 6 mg/ 
kg  b.i.d.;  methadone  (oral)  0.2  mg/ 
kg  t.i.d.  or  q.i.d.'°  These  are  starting 
dose  recommendations  and  can  be 
incremented  daily  as  needed. 
Longer  acting  analgesics  (extended 
release  morphine  or  methadone) 
prevent  interruption  of  sleep  for 
around-the-clock  medication. 
Treatment-related  pain  (eg,  muco- 
sitis, radiation  dermatitis,  and  post- 
operative pain)  is  common  in  chil- 
dren, whereas  tumor-related  pain  is 
lessened  by  aggressive  multimodal 
cancer  therapy  until  the  near-ter- 
minal stages. 

Analgesic  titration  is  essential, 
dosing  being  escalated  to  comfort 
without  defined  upper  dosage  lim- 


• Be  on  the  alert  for 
central  and  respiratory 
depression  when  tumor 
therapy  reduces  the 
need  for  opioids , for 
the  patient  may  receive 
a relative  overdose 
beyond  the  (newly 
lowered)  analgesic 
requirement.  J 

its.  When  anti-tumor  therapy  be- 
comes effective,  pain  may  be  re- 
lieved considerably,  and  with  it  the 
need  for  continued  large  doses  of 
analgesic.  Adequate  sleep  is  im- 
portant and  may  be  aided  by  giving 
somewhat  more  analgesic  drug  at 
bedtime  than  during  the  day.  Con- 
stipation from  opioids  is  almost 
universal,  and  should  be  managed 
from  the  start  with  stool  softener 
and  laxative,  as  described  earlier. 
Nausea  and  vomiting  are  common 
and  disruptive  side  effects  of  anti- 
tumor therapy;  prophylaxis  offers  a 
considerable  therapeutic  as  well  as 
psychologic  advantage." 

Most  NSAID  induce  platelet  dys- 
function and  thus  are  of  concern  in 
children  with  thrombocytopenia. 
Aspirin  in  children  with  fever  has 
been  linked  to  Reye’s  disease.  Ace- 
taminophen (Tylenol®;  Anacin®) 
lacks  these  side  effects,  thus  is  the 
NSAID  of  choice  in  the  pediatric 
group,  especially  when  bone  or 
marrow  are  invaded.'^  Given  with 
codeine  (0.5  to  1 mg/kg)  this  can 
be  an  effective  Step  11  approach, 
postponing  the  switch  to  strong  Step 
ill  opioids. 

While  the  oral  route  is  preferred 
by  children,  it  may  not  always  be 
feasible  or  accepted.  Injections  are 
unpleasant,  thus  the  child  may  be 
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undermedicated  for  fear  of  yet  an 
other  shot.  If  an  intravenous  line  o 
IV  access  device  are  needed  fo 
other  therapy,  continuous  opioid  I\ 
infusion  or  PCA  become  sound  op 
tions.  Other  routes  are  rectal  sup 
positories  or  subcutaneous  low  vol  i 
ume  clysis  with  a water-soluble  anc 
potent  opioid  such  as  hydromor' 
phone  (Dilaudid®).'^  The  rectal 
route,  though  quite  effective,  ma;i 
not  be  acceptable  to  the  child  and 
is  not  advisable  in  neutropenic  pa 
tients  for  fear  of  perirectal  cellulitis: 
Alternate  delivery  systems  such  a 
transdermal,  sublingual,  bucca 
(lollipop),  and  transnasal  (snufO  anj 
under  development  but  need  futhei 
evaluation  for  pediatric  use. 
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Clinical  Issues  in  Cholesterol  Testing 


Gerald  R.  Cooper,  M.D.,  Ph.D.,  Gary  L Myers,  Ph.D. 


Abstract 

Lipid  investigators  have  begun  to  examine  the  biological  sources 
of  variation  in  serum  cholesterol  levels  and  to  seek  ways  to  ac- 
curately measure  the  total  cholesterol  (TC)  level  in  the  serum  of 
a patient.  A person’s  TC  level  varies  primarily  because  of  the 
effects  from  seasonal  changes,  behavioral  changes,  and  illness. 
Results  of  studies  of  the  effect  of  seasonal  changes  indicate  that 
serum  TC  and  obesity  increase  during  winter  and  decrease  during 
summer.  Behavioral  sources  of  variation  include  diet,  alcohol 
intake,  smoking,  and  exercise.  Clinical  sources  of  TC  level  var- 
iation include  all  illnesses.  The  physician  can  help  control  sources 
of  variation  by  recognizing  their  causes,  by  advising  of  the  effect 
that  behavioral  risk  factors  have  on  cholesterol  levels,  and  by 
using  the  average  of  results  for  multiple  specimens  to  estimate 
the  true  value  of  serum  cholesterol  in  a patient. 


Because  the  serum  cholesterol 
level  of  a given  patient  has 
been  found  to  vary,  lipid  investi- 
gators have  begun  to  examine  the 
jsources  of  variation  and  to  seek 
iways  to  accurately  measure  the  to- 
[lal  cholesterol  (TC)  level  in  the 
jserum  of  a patient.  A person’s  TC 
level  varies  primarily  because  of  the 
bffects  of  seasonal  changes,  behav- 
ioral changes,  and  clinical  disor- 
ders or  diseases.'  Interest  in  sources 
bf  TC  variation  surged  after  it  was 
observed  that  atherosclerosis  in  the 
iDlood  vessels  of  the  heart  was  a 
(inear  function  of  TC  levels^  and  was 
nagnified  by  the  presence  of  other 
' isk  factors  for  coronary  heart  dis- 
Base.'^  Using  long-term  clinical  trials, 
researchers  recently  documented 
hat  serum  TC  levels  are  directly  re- 
ated  to  coronary  artery  disease 
(CAD)  mortality  rates. Researchers 
jiad  been  concerned  that  lowering 
|5erum  cholesterol  levels  lowered 
jonly  CAD  mortality  rates  and  not 
lotal  mortality  rates;  however,  the 
jiindings  of  a long-term  follow  up  of 
dinical  trials  proved  that  people 
|Vho  lowered  their  cholesterol  lev- 
ids  for  10  years  had  lower  mortality 
lates  for  both  CAD  and  all  causes 
pmbined.®  Clinical  interest  in  low- 
ering and  monitoring  serum  TC  lev- 
ds  increased  even  more  when  re- 
earchers  observed  that  the 
'owering  of  serum  TC  was  associ- 
ited  with  a regression  of  athero- 
clerotic  lesions.®^ 

Investigators  have  measured  both 
he  variation  of  a person’s  serum 
T levels  over  time  and  the  specific 
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sources  of  the  variation.  Individual 
variation  is  measured  by  acquiring 
multiple  specimens  from  the  same 
person  over  a specified  period. 
Representative  data  suggest  that  the 
daily  coefficient  of  variation  CV  for 
TC,  measured  about  four  times  dur- 
ing the  day,  averages  about  2.5%; 
the  monthly  CV  of  specimens  col- 
lected twice  per  week  averages 
about  4.8%;  and  the  yearly  CV  of 
specimens  collected  once  a month 
averages  6.1%.'  The  average  in- 
traindividual CV,  however,  varies 


Drs.  Cooper  and  Myers  are  with  the  Clinical  Chem- 
istry Standardization  Activity,  Division  of  Environ- 
mental Health  Laboratory  Sciences,  Center  for  En- 
vironmental Health  and  Injury  Control,  Centers  for 
Disease  Control,  Public  Health  Service,  U.S.  De- 
partment of  Health  and  Human  Services,  1600  Clif- 
ton Rd.,  F-20,  Atlanta,  GA  30333.  Send  reprint  re- 
quests to  Dr,  Cooper. 


greatly:  some  people’s  TC  levels 
have  a CV  less  than  2%,  and  others 
have  levels  of  more  than  12%  when 
their  TC  levels  are  measured  over  a 
period  of  months.  This  means  that 
a minimum  of  three  specimens 
must  be  collected  from  the  same 
person  several  weeks  apart  if  the 
precision  requirements  of  the  Na- 
tional Cholesterol  Education  Pro- 
gram Adult  Panel  are  to  be  met. 

Causes  of  TC  Variation 

The  causes  of  the  variation  of  a 
person’s  TC  level  can  be  divided 
into  three  classes:  seasonal,  be- 
havioral, and  illnesses.  The  results 
of  studies  on  the  effect  of  seasons 
indicate  that  serum  TC  and  obesity 
increase  during  the  winter  and  de- 
crease during  the  summer. 
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Behavioral  sources  of  variation 
mainly  include  diet,  exercise,  al- 
cohol intake,  and  smoking.  People 
who  consume  too  much  saturated 
fat  and  cholesterol  tend  to  have  high 
serum  cholesterol  levels.  Those 
who  consume  too  much  carbohy- 
drate tend  to  have  elevated  triglyc- 
eride in  very  low-density  lipopro- 
tein (VLDL)  in  serum.  Excessive 
triglyceride  and  cholesterol  con- 
sumption results  in  elevated  intes- 
tinal absorption,  which  in  turn  leads 
to  chylomicrons  in  serum  with  el- 
evated triglyceride  and  lipoprotein 
remnants  with  cholesterol.  The 
most  important  saturated  fatty  acid 
in  the  diet  for  raising  total  choles- 
terol appears  to  be  palmitic  acid.^ 
Fish  diets  are  often  associated  with 
dramatic  decreases  in  serum  tri- 
glyceride levels,  apparently  caused 
primarily  by  an  inhibition  of  VLDL 
triglyceride  synthesis.  Strict  vege- 
tarians have  about  37%  lower  LDL 
levels  and  12%  lower  HDL  levels 
than  a control  group  of  nonvegetar- 
ians.Mean  TC,  LDL-C,  and  HDL-C 
levels  of  lactovegetarians  are  about 
21%,  24%,  and  7%  higher,  respec- 
tively, than  those  of  strict  vegetari- 
ans. 

Diets  with  desirable  lipid  content 
consist  of  about  7.5%  saturated  fatty 
acids,  7.5%  polyunsaturated  fatty 
acids,  and  15%  monounsaturated 
fatty  acids  of  the  total  calorie  intake 
that  prevents  obesity,  and  less  than 
300  mg  daily  intake  of  cholesterol.^ 

Researchers  who  examined 
obesity  among  monozygotic  twins 
observed  that  the  more  obese  twin 
had  higher  TC  and  triglyceride  lev- 
els and  lower  HDL  cholesterol  lev- 
els. Exercise-induced  weight  loss  is 
associated  with  increased  HDL  and 
HDL2  cholesterol  serum  levels  and 
with  decreased  small  LDL  choles- 
terol levels.  Among  clinically 
healthy  men,  a low  level  of  physical 
fitness  is  associated  with  a high  risk 
of  death  from  coronary  heart  dis- 
ease. Alcohol  intake  increases  the 
levels  of  triglyceride  and  HDL  cho- 
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• Fish  diets  are  often 
associated  with 
dramatic  decreases  in 
serum  triglyceride 
levels,  apparently 
caused  primarily  by  an 
inhibition  of  VLDL 
triglyceride  synthesis.  J 

lesterol,  but  it  is  associated  with  a 
decrease  in  HDL  particles  contain- 
ing only  apolipoprotein  A-1.  Ele- 
vated apolipoprotein  A-1  is  asso- 
ciated with  decreased  rates  of 
coronary  heart  disease.  Among 
adults,  smoking  is  associated  with 
higher  serum  levels  of  triglyceride, 
total  cholesterol  and  LDL  choles- 


TABLE  1 — Representative 
Biological  Soures  of  Variation  of 
Total  Cholesterol 


Seasonal 

Winter  vs  Summer 
Behavioral 
Diet 

Exercise 
Alcohol  Intake 
Smoking 
Illnesses 

Myocardial  Infarction 

Stroke 

Diabetes 

Secondary  Diseases 

Sympathetic  Nervous  System  Reactions 
Medications 


terol,  and  lower  levels  of  HDL  cho- 
lesterol. Smoking,  which  clearly  in- 
creases a person’s  risk  of  coronary 
heart  disease,  may  act  by  several 
mechanisms.  These  include  pro- 
ducing oxidized  LDL,  increasing 
carboxyhemoglobin  levels,  in- 
creasing clotting  tendency  and 
blood  viscosity,  and  raising  path- 
ogenic lipid  serum  levels. 

All  illnesses  affect  total  choles- 


terol levels.  Acute  myocardial  ir 
farction  or  stroke  may  cause  serur 
TC  levels  to  decrease.  The  amour 
of  the  decrease  varies  with  th 
serum  TC  level  of  the  patient  befor 
myocardial  infarction,  and  the  T< 
decreases  significantly  only  after  th, 
first  day  following  myocardial  ir 
farction.  Medications,  particular! 
diuretic  therapy,  affect  serum  lipi' 
levels,  primarily  by  elevating  tr 
glyceride  levels.  Sympathetic  nen 
ous  system  reactions,  which  ar 
also  associated  with  elevated  noi 
adrenaline  serum  levels,  are  relate 
to  serum  cholesterol  elevations.  D 
abetic  patients  with  CAD  have  lipi 
patterns  similar  to  those  of  nond 
abetic  patients  with  CAD.  Total  chc 
lesterol,  LDLC,  and  TG  levels  ten 
to  increase  and  HDLC  levels  ten 
to  decrease  among  patients  who  ar 
in  altered  metabolic  states  or  wh 
have  secondary  diseases  such  a 
hypothyroidism,  nephrosis,  my( 
loma,  macroglobulinemia,  live 
disease,  uncontrolled  diabetes,  an 
pancreatitis. 

Experts  have  defined  desirable 
borderline,  and  high  serur 
levels  for  TC  and  LDLC  for  peopi 
without  other  risk  factors  for  hea 
disease.  The  presence  of  other  ris 
factors,  however,  lowers  these  cu 
off  points. 

All  people  should  know  their  tc 
tal  serum  cholesterol  value  and  th 
effect  of  other  risk  factors  that  ma 
affect  their  risk  of  coronary  hea 
disease.  Long  term  clinical  tria 
have  documented  that  one’s  cu 
rent  lifestyle  influences  both  one 
quality  of  life  10  years  later  and  one 
chances  of  dying. 

The  physician  can  help  contn; 
the  biological  sources  of  chole 
terol  level  variation  by  recognizir 
their  causes,  by  advising  patients  ■ 
the  effect  of  behavioral  risk  facto 
on  cholesterol  levels,  and  by  usir 
the  average  of  multiple  specimer 
to  estimate  a patient’s  true  seru 
cholesterol  level. 
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"As  A Specialist, 
I'm  Not  Heavily 
Equipped  To 
Manage  Billings 
Or  Follow  Up  On 
Pending  Claims" 


Your  billing  process  requires 
specialist  too.  Because  we 
understand  the  unique  aspects  ( 
your  speciality,  we  can  offer  you 
billing  service  that's  tailor-made  c 
your  practice — ensuring  fewer 
problems  in  settling  insurance 
claims. 

We'll  assist  you  in  coding  yoi' 
procedures  accurately  in  order  f r 
you  to  receive  maximum  reimbi  s* 
ment  and  we'll  set  up  a billing 
system  that's  as  specialized  and 
effective  as  your  own  practice. 

Since  our  fees  are  based  on  m 
collections,  not  gross  billings,  thte 
is  a built-in  incentive  to  maximi'* 
collection  and  eliminate  errors. 

Call  us  today  to  discuss 
improving  the  condition  of  youi 
billings,  bookkeeping  and 
collections. 


PRACTICE 

MANAGEMENT 

SERVICES 


Your  Practice  Made  Perfect 

340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 


PHYSICIAN  WANTED 


Atlanta  Area  — Physician 
)pportunities.  Due  to  dynamic 
rowth,  The  Southeast  Permanente 
ledical  Group  has  full-time  and 
irgent  care  opportunities  for  BC/BE 
Sternists,  Family  Practitioners,  and 
')B/GYN  physicians  in  our  Atlanta 
rea  medical  offices.  Our  physician 
iwned  and  managed  multi-specialty 
'roup  provides  excellent 
;ompensation  and  flexible  schedules. 
Contact:  Jenny  Johnson,  TSPMG,  3355 
,enox  Rd,  Suite  1000,  Atlanta  30326; 
04-233-0555,  ext  452. 


'amily  Practice  Faculty/AHEC 

!)irector  Position  In  Georgia.  We  seek 
i BC  Family  Practice  physician  with 
liculty  experience  to  be  director  of  a 
ewly  funded  AHEC  and  part-time 
iculty  in  a new  FP  Residency 
rogram.  This  community  based 
,rogram  is  supported  by  an  excellent 
i50-bed  regional  hospital.  This 
(regressive  southern  Georgia 
jiommunity  of  120,000  is  3 hours  from 
Atlanta  and  2 1/2  hours  from  the 
jleaches  of  northern  Florida.  It  offers 
ji^uperb  housing  and  schools  and 
' lany  cultural  & recreational 
ctivities.  Excellent  compensation 
nd  benefits  are  offered.  Contact: 
i eresa  F.  Owens,  Tyler  & Company, 
1040  Roswell  Rd.,  Ste.  550,  Atlanta, 
i0350;  800-223-3659  or  404-641-6518. 


Iirimary  Care:  Corrections  Medical 
ystems  is  searching  for  Primary  Care 
hysicians  for  practice  opportunities 
|t  correctional  facilities  near  Augusta, 
illilledgevilie,  and  Reidsville,  GA.  CMS 
i ffers  our  independently  contracted 
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physicians  low  cost  malpractice 
coverage,  excellent  clinical 
remuneration,  complete  support 
personnel,  and  the  freedom  from  the 
headaches  of  private  practice.  Please 
call  John  J.  Bogdajewicz  at  800-325- 
4809,  ext.  3107.  Or  send  your  C.V.  to 
Correctional  Medical  Systems,  999 
Executive  Parkway,  St.  Louis,  MO 
63141,  Attn;  John  “B.” 


FOR  SALE 


Family  practice  physician  in  East 
Point  wishes  to  retire.  Parties 
interested  in  acquiring  this  office 
should  contact  MAG,  c/o  Box  444, 
938  Peachtree  St.,  Atlanta  30309. 


Colorado  — Steamboat  Springs, 
4,000  acre  premier  hunting  ranch. 
Immediate  distress  liquidation.  Heavy 
timber,  streams,  ponds,  springs. 
Boarders  national  forest.  2600  sq.  ft. 
home/lodge,  barns,  out  buildings. 
Pristine  postcard  property. 
Incomparable  at  $1,200,000  terms 
negotiable.  Ponderosa  719-574-3099. 


Colorado  — Steamboat  Springs,  160 
unsurpassed  acres.  Beautiful  tall 
timber,  beaver  ponds,  360°  views, 
power,  phone,  paved  access,  close-in 
location.  Ski-hunt-fish.  Was  $159,500 
very  affordable  at  $97,500.  Terms. 
Ponderosa  719-574-3099. 


FOR  SUBLET 


Douglasville,  Medical  Office  to 

sublet  1270  sq.  ft.  located  in  the 
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Medical  Complex  next  to  Douglas 
General  Hospital  in  rapidly  growing 
Douglas  County  near  proposed 
Regional  Mall.  Just  remodeled  and 
redecorated.  Currently  available  4 1/2 
day  sessions  per  week.  4 exam 
rooms,  business  office,  lab, 
breakroom,  and  storage  area.  Please 
call  942-7696,  to  speak  with  Raena, 
Office  Manager. 


FOR  LEASE 


Marietta,  Georgia,  Medical  office, 

1300  to  2000  sq.  ft.  located  in 
medical  complex  one  block  from 
Kennestone  Hospital.  Carpet  and 
redecorating  allowance.  378-5256,  Pat 
Gillentine. 


Perfect  first  or  satellite  office,  1 600- 
1800  square  feet  in  the  Medical 
Center  near  Stone  Mountain.  Below 
market  lease  specialty  at  no  cost  to 
you.  Would  especially  like 
Rheumatologist,  Orthopaedist,  Plastic 
surgeon.  Neurologist,  Physiatrist  or 
other  complimenting  specialty.  Call 
404-296-6000. 


OTHER 


Charleston’s  resort  island:  Miles  of 
beach,  championship  golf  courses, 
superb  tennis  facilities,  bike  trails, 
fine  dining,  exciting  shopping,  plus 
historic  Charleston.  Free  brochures. 
Kiawah  800-845-3911,  Seabrook  800- 
845-2233,  Wild/dunes  800-346-0606. 
Ext.  388. 
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You  Can  Help 


Make  A Difference 


“Alcohol  and  drugs  are  making  slaves  of  Americans.  Addictive  diseases  have  helped  put  this  coun-  j 
try  into  an  era  of  great  violence  and  rampant  crime.  I ask  you  to  join  me  in  my  commitment  to 
make  a difference.  Together  we  can  assist  those  suffering  from  addictive  diseases  to  reclaim  their 
lives,  to  become  healthy,  productive  members  of  society  once  again.  Part  of  the  responsibility  rests 
with  us.  We  must  encourage  those  who  are  suffering  to  obtain  professional  help.” 

IF  YOU  OR  SOMEONE  YOU  KNOW  NEEDS  HELP  CALL  1-800-826-7950  I 


10.21  % 

Alliance  Short-Term 

CLASS  A SHARES 


9.81% 

Alliance  Short-Term 

CLASS  B SHARES 


Can  your  CD  make  this  statement? 


Alliance  Short-Term  Multi  Market  Tmst  seeks  higher  yields  than  CDs  and  money  market  funds  by 
investing  in  high  quality,  short-term  securities  around  the  world.  And  the  Fund  offers  you  two  ways  to  invest 
with  Class  “A”  and  Class  “B”  shares. 


CLASS  A SHARES 

8.80% 

one  year 

Average  annual  total  return 
Through  12/31/90. 


The  yields  of  10. 14%  for  A Shares  and  9.68%  for  B Shares  represent  a reduction  of . 1 8%  from  the  actual 
SEC  yields  of  10.32%  and  9.86%  to  reflect  a dividend  reduction  of  $0.0015 
effective  12/1/90.  Actual  SEC  yields  represent  an  annualization  of  the  dividends 
paid  on  Fund  shares  for  the  month  ended  1 1/30/90.  Average  annual  total  returns 
assume  reinvestment  of  dividends  and  payment  of  the  maximum  3%  sales  charge. 

B Shares  are  subject  to  a back-end  sales  charge  if  redeemed  during  the  first  3 years 
(3%  year  1 , 2%  year  2, 1 % year  3).  Shares  of  the  Fund  are  not  guaranteed  and  past 
performance  is  no  indication  of  future  results.  Share  price 
and  yield  will  fluctuate  with  changes  in  interest  rates  and 
other  market  conditions,  so  that  investor's  shares,  when 
redeemed,  may  be  worth  more  or  less  than  their  original 
cost.  CDs  are  insured  and  generally  have  fixed  interest 
rates. 

Call  me  for  a free  brochure 
and  a prospectus  which  contains 
more  complete  information 
including  all  charges  and 
expenses  which  you  should  read 
carefully  before  you  invest. 


CLASS  A SHARES 

10.43% 


since  inception  (5/5/89) 
Average  annual  total  return 
Through  12/31/90. 


CLASS  B SHARES 

8.02% 

since  inception  (2/5/90) 
Average  annual  total  return 
Through  12/31/90. 


^ Please  send  more  information  - 
W about  Alliance  Short-Term.  I 

I 

Nanu* ^ 


i 

I 
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For  more  information  call  today  or  mail  the  coupon  to: 


AUiance 

The  invisible  giant  in  mutual  funds. 


Louis  Cimperman 
Prudential  Securities 

Fourteen  Piedmont  Center,  Suite  200 
Atlanta,  GA  30305 
404-842-9242 

800-241  -1 91 0 US  800-282-7320  GA 


A Message  from  Our 
Medical  Director 


We  know  from  clinical  experien® 
substance  abuse  and  emotiomiP 
problems  occur  frequently  in  ix 
cal  practice.  As  the  stigma  of  psychiatric  treatma 
has  decreased,  more  indhiduals  and  families  a; 
now  seeking  your  help.  When  you  refer  a pati'  r 
treatment,  you  want  good  outcome,  patient  sat  i 
tion,  cost  effectiveness  and  open  communicatii 
with  the  attending  physician. 

Since  its  establishment  as  a non-profit  psychiatr  i 
substance  abuse  facility  in  1976,  Ridge\  iev^-  Inst;4 
has  been  recognized  locally  and  nationally  for  li 
vati\  e programs  and  quality  care. 

Long  before  hospitals  began  worix'ing  about  cdsj 

' 1 

we  Vv’ere  developing  clay  and  evening  prograr 
and  halfw'ay  houses  as  alternatix'es  to  acute  inpi( 
care.  We  continue  to  attract  the  highest  quality  i 
dans  and  professional  staff  to  admit  to  our  prop 
and  remain  committed  to  the  selection,  training,] 
support  of  the  highest  quality  emplo\'ees  possi': 
In  fact  Ridge^■ie^\■  has  an  accredited  internship 
program  with  the  Emor\-  and  .Morehouse  Schc|5 
of  Medicine.  In  addition,  Ridgex  iev,-  is  the  onty 
psychiatric  facility  in  Atlanta  accredited  by  the 
cal  association  of  Georgia  to  pro\1de  Continuin 
Medical  Education  programs. 

If  you  don't  know  about  Ridge\  iev*-  already,  ca;i 
and  find  out  more.  As  a non-profit  hospital.  t r 
committed  to  prox  iding  quality  serx  ices  at  reasi : 
ble  costs. 

H 

EarrellH.Braziel.M.D 
Medical  Director 


RidgeY|0|^ 

INSTITUTE 

3995  South  Cobb  Drix  e 

Smx  rna.  Georgia  30080 

Telephone:  (-tO-t)  -t34-4568  or  I (800)  3-t'^-9'"^ 
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At  what  point  does 

a diet  become 
a suicide  mission? 


A lot  of  people  are  dying  to  be  thin. 
Starving  themselves  ^vith  diets,  abusing  diuret- 
ics and  laxatives,  or  inducing  vomiting  after 
meals.  And  their  obsession  with  being  thin 
can  lead  to  permanent  physical  damage  or 
even  death. 

Eating  disorders  — anorexia,  bulimia  and 
compulsive  overeating  - are  addictions,  which, 
left  untreated,  get  progressively  worse 
over  time.  The  outward  signs  are  often  subtle, 
but  if  the  condition  isn’t  treated,  the  effects 
can  be  devastating  on  the  whole  family. 

Identifying  the  problem 
is  the  first  step  toward  treatment 
and  recovery. 


Here  are  some  signs  to  look  for: 
n Constant  dieting  or 
preoccupation  with  food, 
n Distorted  body  image. 

Cl  Frequent  trips  to  the  bathroom, 
especially  after  meals. 

Cl  Extreme  fluctuations  in  weight. 

C Mood  swings. 

C Isolation  from  family  and  friends. 

At  Advance  Treatment  Services,  we  have 
years  of  experience  successfully  treating  indi- 
viduals with  eating  disorders.  Call  for  a free, 
confidential  consultation. 

You  don’t  have  to  be  sure. 
Just  concerned. 


' 1990  Advance  Treatment  Services,  Smyrna,  GA. 


TREATMENT  SERVICES 

4200  Northside  Parkway,  Bldg.  2 
Atlanta,  GA  30327 

(404)  231-3906 

A Division  of  Smyrna  Hospital 


About  the  Cover  Artist; 

Robert  Jessup 


Robert  jessup  is  an  artist  who 
has  thoroughly  learned  the 
essons  of  a number  of  predeces- 
sors and  has  brought  to  painting  a 
tlear  but  very  particular  vision  of 
[he  way  the  world  is:  brightly  col- 
ored, distorted  by  passion  and  hap- 
Dens^ance,  full  of  the  debris  of  civ- 
ilization. Each  of  Jessup’s  pictures, 
[whether  painting  or  drawing,  shows 
k moment  in  time  — not  the  time 
p/  the  painting,  but  the  time  in  the 
Dainting:  something  is  going  on. 

The  art  on  the  cover  of  this  Jour- 
nal captures  a moment  of  time 
vhich  we  have  interpreted  as  de- 
nial — the  mask  of  addiction  and 
jPne  of  its  primary  symptoms.  The 
I urtiveness  and  fear  which  are  hid- 
den by  the  mask  are  intensely  and 
pmotionally  conveyed  in  this  im- 
dge.  Robert  Jessup’s  paintings  pre- 
Kent  his  struggle  to  hold  his  world 
[ogether  while  it  seems  to  be  both 
nternally  and  externally  falling  apart 
dnd  whirling  about  him  uncon- 
! rolled  and  barely  contained.  The 
;ame  can  also  be  said  for  the  lives 
)f  alcoholic  and  chemically  ad- 
jlicted  persons. 

t Robert  Jessup’s  development  as 
un  artist  has  been  organic,  from  the 
penter  out,  much  as  a tree  grows  or 
d flower  blooms.  He  is,  therefore, 
Ijiot  only  a better  artist  today  but 
jilso  a considerably  “bigger”  and 
pleeper  one.  He  has  grown  most  in 
!iis  ability  to  tie  everything  into  a 
jvhole  that  communicates  itself  as 
j(reater  than  the  sum  of  its  parts, 
j’hat  he  has  managed  to  do  so  in 
uch  a short  period  of  time  tells  us 
nore  about  his  creative  resources 
md  potentials  than  anything  else 
ve  might  discover  about  him.  Any 
jeasonablly  talented  artist,  after  all, 
Ian  improve  his  or  her  craftsman- 
ship or  learn  how  to  use  color  more 
ffectively,  but  the  ability  to  per- 
eive  and  compose  holistically,  to 
Integrate  disparate  elements  into  a 
i eamless  whole  with  a distinctive 
haracter  all  its  own  is  a rare  gift 


and  one  that  cannot  be  easily  ac- 
quired. 

Jessup  borrows  from  Balthus  the 
use  of  an  encrustation  of  paint 
forming  a tactile  surface  and  the 
high  stylization  and  generalization 
of  forms.  Botero’s  love  of  round  vol- 
umes also  seems  to  be  an  influence 
as  does  the  mysterious,  almost  fur- 
tive ambiquity  of  the  images  of 
George  Toker.  The  densely  layered 
paint  shimmers  because  of  the 
heavy  pigment  saturation  that  re- 
sults in  part  from  the  deft  assem- 
bling of  multiple  patches.  The  re- 
sults are  intensely  sensual. 
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1990 

Landscape  Songs  and  Stories,  Carlo 
Lamagna  Gallery,  New  York,  NY 
Tortue  Gallery,  Los  Angeles,  CA 
1989 

Virginia  Museum  of  Fine  Arts,  Rich- 
mond, VA 

Fay  Gold  Gallery,  Atlanta,  GA.  Zolla/ 
Lieberman  Gallery,  Chicago,  IL. 
The  Sea  Trilogy,  Ruth  Siegel  Gal- 
lery, New  York,  NY 
1988 

Musicians,  Ruth  Siegel  Gallery,  New 
York,  NY.  A View  Towards  Sum- 
mer Space,  Fay  Gold  Gallery,  At- 
lanta, GA.  Paintings  1981-1987, 
University  of  Rhode  Island, 
Kingston,  R1 


1987 

The  Four  Seasons,  Ruth  Siegel  Gal- 
lery, New  York,  NY.  Janet  Stein- 
berg Gallery,  San  Francisco,  CA 

1986 

Fay  Gold  Gallery,  Atlanta,  GA.  Jan 
Turner  Gallery,  Los  Angeles,  CA. 
Ruth  Siegel  Gallery,  New  York, 
NY.  Zolla  Lieberman  Gallery,  Chi- 
cago, IL 

1985 

Ruth  Siegel  Gallery,  New  York,  NY. 
The  Robert  Dornbush  Commis- 
sion and  Related  Works,  Fay  Gold 
Gallery,  Atlanta,  GA 

1984 

Nicola  Jacobs  Gallery,  London, 
England.  Siegel  Contemporary 
Art,  New  York,  NY 

1983 

Fay  Gold  Gallery,  Atlanta,  GA.  Les- 
lie Levy  Gallery,  Scottsdale,  AZ. 
Siegel  Contemporary  Art,  New 
York,  NY 

1981 

Roswell  Museum  and  Art  Center, 
Roswell,  NM 


Robert  Jessup’s  art  may  be 
viewed  at  the  Fay  Gold  Gal- 
lery, 247  Buckhead  Ave.,  Atlanta, 
GA  30305.  PH:  404-233-3843;  FAX 
404-365-8633. 
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Cyler  D.  Garner 


Those  of  you  who  know  me, 
know  I am  a man  of  few  words. 
An  occasion  like  this,  assuming  the 
MAG  Presidency,  however,  requires 
more  than  words,  it  requires  a mes- 
sage from  the  heart. 

I feel  fortunate  to  be  a physician, 
to  be  given  an  opportunity  to  be- 
come an  important  part  of  people’s 
lives,  to  listen  to  their  troubles,  to 
proscribe  to  their  ills  and  to  be  an 
extended  member  of  their  family. 

We’ve  talked  a great  deal  in  the 
past  few  days  about  the  troubles 
afflicting  medicine,  our  own  dis- 
ease if  you  will.  1 agree  with  the 
concerns  about  the  future  whole- 
heartedly. But  1 am  also  concerned 
that  we  not  lose  sight  of  other, 
equally  pressing  problems. 

: 1 became  a doctor  because  1 like 

i to  be  involved  with  people.  1 think 
i most  of  you  share  that  trait,  but  1 
i am  increasingly  aware  that  1 cannot 
' sit  in  my  office  and  practice  med- 
I icine  on  a patient,  then  send  that 
; patient  out  into  a world  of  violence, 

' hunger,  and  ignorance  and  expect 
I my  work  to  have  any  real  meaning. 

Our  president,  George  Bush, 
when  he  was  running  for  of- 
ij  fice,  talked  of  a kinder  and  gentler 
■America,  and  we  all  applauded  be- 
I cause  it  touched  a cord  in  all  our 
hearts.  But  is  it  kinder  when  our 
infant  mortality  rate  is  a national 
disgrace?  Is  it  gentler  when  small 
children  are  being  sold  into  pros- 


titution for  drugs?  Or  killed  on  the 
streets?  Or  is  it  a tragedy? 

1 can  prescribe  modern  medi- 
cines and  order  tests  that  are  be- 
yond anything  we  ever  thought  to 
have  when  1 was  in  medical  school. 
Yet  1 send  my  patients  back  into  a 
world  where  we  put  more  money 
into  missiles  than  we  do  into  edu- 
cation. That  is  a tragedy. 

1 plan  to  visit  your  county  medi- 
cal societies  this  year  and  continue 
encouraging  you  to  move  out.  We 
need  to  forget  the  differences  be- 
tween the  urban  doctor  and  the  ru- 
ral doctor.  1 am  a family  physician, 
a fact  of  which  1 am  justifiably  proud, 
and  1 understand  the  needs  of  the 
specialists  as  well  as  those  of  the 
primary  physicians.  Let  us  unite  and 
pledge  to  accept  the  challenge  our 
world  now  presents.  This  associa- 
tion works  for  all  physicians,  wher- 
ever they  are  practicing.  We  need 
to  move  beyond  our  inter-associa- 
tional  concerns  and  turn  our  ener- 
gies and,  frankly  impressive,  talents 
to  the  full  needs  of  our  patients. 


A Chinese  curse  goes:  “May  you 
live  in  interesting  times.”  In- 
teresting times  require  the  best  that 
we  have  to  give.  It  requires  all  our 
courage  and  all  our  best  resources. 
It  means  we  become  concerned 
with  school  lunches  and  city  taxes. 
It  means  the  courage  to  speak  out 
when  government  is  not  governing 


as  it  should.  It  means  getting  onto 
the  committees  and  into  the  com- 
missions. 

It  was  Kahlil  Gibran  who  said  that 
if  you  ask  what  your  country  can  do 
for  you,  you  are  a parasite.  If  you 
ask  what  you  can  do  for  your  coun- 
try, you  are  an  oasis  in  the  desert. 

I’m  proud  to  say  that  many  of  us 
are  already  involved,  an  oasis  in  the 
desert,  if  you  will.  1 know  that  as 
mayor  of  Gordon,  I’m  frequently 
challenged  to  come  up  with  solu- 
tions that  would  have  given  pause 
to  Solomon  in  this  day  of  shrinking 
budgets  and  increasing  needs.  1 
hardly  feel  like  anybody’s  oasis. 

Iowe  a tremendous  debt  of  grat- 
itude to  those  who  came  before 
me,  not  least  of  whom  is  Bill  Col- 
lins. It  was  his  effort  to  revitalize 
committees  at  the  association  that 
will  enable  us  to  move  forward  now. 
He  has  opened  the  door  to  discus- 
sions on  redesigning  the  state  med- 
ical board.  His  guidance  has  given 
us  our  Health  Access  Georgia  from 
which  we  can  begin  to  tackle  the 
problems  that  face  medicine.  Fol- 
lowing in  his  footsteps  will  mean 
giant  strides,  and  1 thank  you  sin- 
cerely for  that  challenge. 

With  your  help,  we  can  continue 
what  Bill  Collins  has  started. 

We’ve  made  impressive  strides 
this  year  with  Health  Access  Geor- 
gia. It  gives  us  the  blueprint  to 
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change  the  world.  And,  let  me  say, 
if  we  are  going  to  change  it,  and 
change  it  we  must,  let  us  do  so  with 
the  carefully  thought-out  intelli- 
gence we  find  in  Health  Access 
Georgia. 

We,  alone  of  any  state  medical 
association  in  the  country,  have 
taken  our  messages  to  our  patients 
through  television,  circumventing  a 


media  that  doesn’t  seem  to  have  the 
ability  to  hear  our  voices.  The  long- 
range  effects  can  only  be  imagined, 
but  we  know  it  is  already  bearing 
fruit.  Our  voice  is  being  heard. 

We  are  more  ready  now  than  at 
any  other  time  in  our  history  to  be- 
come a part  of  the  solution.  1 don’t 
pretend  that  we  will  accomplish 
everything  in  this  one  year.  But  we 


have  begun,  we  will  begin  more  this 
year  so  that  our  world,  our  preciousi 
world  can  survive. 

Robert  Louis  Stevenson  wrote 
“To  travel  hopefully  is  a better  thins  i 
than  to  arrive,  and  the  true  success 
is  to  labor.”  Let  me  add  to  that:  Leii 
us  enjoy  our  interesting  times. 

0 . 
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The  Mask  of  Addiction 

G.  Douglas  Talbott,  M.D. 


IN  THE  PAST  2 decades,  American 
medicine  has  witnessed  the  ad- 
vent of  a new  discipline  — addic- 
tion medicine.  This  discipline  has 
[grown  rapidly.  We  have  acquired 
! more  knowledge  about  alcoholism, 
drug  dependence,  and  other  addic- 
jtions  in  the  past  20  years  than  we 
have  in  the  past  20,000  years.  As 
this  country  continues  to  move 
swiftly  into  a chemical  culture,  ad- 
diction medicine  becomes  increas- 
ingly important  with  regard  to  car- 
ing for  the  health  of  this  nation. 

As  an  addiction  medicine  spe- 
cialist, 1 am  increasingly  aware  of 
Georgia’s  leadership  in  the  field  of 
addiction  medicine,  particularly  in 
the  treatment  and  preventive  as- 
pects. In  the  early  1980’s,  the  Amer- 
ican Medical  Association  desig- 
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nated  the  American  Society  of 
Addiction  Medicine  (ASAM)  as  its 
chief  arm  in  dealing  with  addictive 
disease.  The  Georgia  Chapter  of 
ASAM  became  strong  and  vigorous. 


Addiction  medicine  has  wit- 
nessed the  development  of 
new,  innovative  methods  of  dealing 
with  the  family  dynamics  of  recov- 
ery. The  newer  aspects  of  codepen- 
dency, children  of  alcoholics  and 
dysfunctional  families,  inner-child 
therapy,  and  experiential  therapy 
addressing  the  basic  emotional  re- 
sponses arising  from  these  family 
dysfunctions  have  all  proven  to  be 
important  developments  in  the 
treatment  of  addiction.  These  co- 


Dr. Talbott  is  Guest  Editor  of  this  issue  of  the  Jour- 
nal. He  is  Director,  Georgia  Impaired  Health 
Professionals  Program;  Founder,  Talbott-Marsh 
Recovery  Center;  and  Clinical  Professor  of  Psy- 
chiatry, Emory  University  School  of  Medicine,  At- 
lanta. 


dependency  and  family  dysfunction 
issues  are  addressed  in  this  issue 
by  Katherine  McCullough. 

Also  included  in  this  issue  is  an 
article  co-authored  by  the  directors 
of  several  treatment  centers  in 
Georgia.  They  discuss  the  treat- 
ment programs  in  their  centers  and 
address  some  of  the  inherent  prob- 
lems in  these  centers.  John  Lenton, 
M.D.,  Director  of  Georgia’s  Im- 
paired Physicians  Program,  gives  us 
an  update  of  that  program. 

The  treatment  of  addiction  in 
Georgia  has  been  a model  for  other 
states.  The  Medical  Association  of 
Georgia  and  the  State  of  Georgia 
can  claim  pride  for  a significant 
portion  of  that  leadership.  We  are 
making  progress  in  stripping  away 
the  mask  of  addiction. 
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Tom  Cruise  or  Don  Knotts? 

J.  Thomas  Cooper,  M.D. 


I AM  OFTEN  ASKED  to  use  generic 
drugs  for  my  patients  when  they 
want  to  “save  money”  at  the  drug- 
store. In  a small  number  of  cases, 
1 permit  this,  but  usually  decline  to 
use  generics  if  1 am  not  exactly  sure 
what  the  source  of  these  medica- 
tions is.  When  pressed  to  explain, 
1 have  the  following  explanation  for 
my  patients: 

“Imagine  Mrs  Jones  (if  it  is  Mr. 
Jones  the  explanation  is  a little  dif- 
ferent) that  you  want  a new  hus- 
band so  you  go  to  the  Husband  Store 
to  buy  you  another  one.  The  sales 
person  asks  what  your  preference 
and  you  tell  him  that  you  would  like 
Tom  Cruise  or  a Cruise  clone.  The 
salesperson,  however,  tries  to  sell 
you  a generic  equivalent.  He  de- 
scribes a real  bargain  for  you.  Only 
a third  of  the  cost  of  a Tom  Cruise 
(or  clone)  but  a “close  equivalent” 
of  the  actor.  All  the  specifications 
are  the  same  (2  arms,  2 legs,  nor- 
mal auxiliary  equipment,  etc.),  but 
there  might  just  be  a teeny  bit  of 
difference  here  and  there.  Your  pre- 
paid husband  replacement  plan 
would  prefer  that  you  use  a generic 
new  spouse,  instead  of  the  more 
expensive  Cruise  model. 

“You  finally  give  in  and  agree  to 
take  a look  at  your  generic  bargain, 
and  he  trots  out  Don  Knotts  for  your 
inspection.  It  is  only  remotely  pos- 
sible that  you  would  ultimately  pur- 
chase old  Don  instead  of  Tom  but 


vAsk  an  independent 
pharmacist  you  know 
to  compare  the  retail 
and  wholesale  costs  for 
100  different 
medications  in  the 
generic  and  brand 
names.  Compute  the 
profit  margin  — it  will 
amaze  you.  ^ 

if  you  did,  even  if  they  are  generi- 
cally  equivalent,  there  is  a great  dif- 
ference betw^een  the  two. 

“Mrs.  Jones,  that’s  what  you  do 
when  you  want  certain  generic 
products,  instead  of  the  brand 
names.  The  price  is  cheaper,  and 
the  drugs  are  “equivalent,”  but  you 
sometimes  don’t  know  what  you  are 
getting  from  these  bargain  medi- 
cations. If  you  really  want  a generic 
after  all  this,  let  me  call  your  drug- 
gist and  make  sure  the  generic  he 
or  she  uses  is  American-made  and 
from  a reputable  manufacturer.  If 
it’s  made  in  Iraq,  Taiwan,  or  Italy, 
we  had  better  do  some  shopping 
around  for  another  generic  brand.” 


Dr.  Cooper  is  a family  practitioner.  His  address  is 
1234  Powers  Ferry  Rd.,  Suite  104,  Marietta,  GA  30067. 


Most  of  my  patients  want  the' 
brand  name  after  I have  gone: 
through  this  explanation.  1 realizei 
this  isn’t  totally  fair  to  certain  rep-i 
utable  generic  manufacturers,  butj 
if  there  is  any  doubt,  I want  to  work' 
it  out  with  the  pharmacist  to  makei 
sure  1 trust  what  my  patients  get  fori 
these  bargain  rates. 

There  is  a steady  and  constant: 
pressure  on  pharmacists  who 
work  for  large  corporate  pharmacyi 
chains.  They  are  urged,  even 
pushed,  to  recommend  generics  for 
anything  possible.  The  reason?  It’s: 
simple,  if  you  think  about  it.  The 
cost  to  the  patient  per  prescription' 
is  lower,  that  is  true,  but  the  profit 
per  prescription  is  much  higher 
when  generics  are  dispensed,  ver- 
sus brand  name.  Don’t  take  my  word 
for  it,  however.  Ask  an  independent 
pharmacist  you  know  to  compare 
the  retail  and  wholesale  costs  for 
100  different  medications  in  the  ge- 
neric and  brand  names.  Then  corn-' 
pute  the  profit  margin.  It  will  amaze 
you. 

These  chains  and  the  pharma- 
cists working  in  them  are  not  in 
herently  evil,  but  I wish  they  woulc 
level  with  us  about  the  real  reasor 
generics  are  pushed  so  vigorously 
They  are  businesses  and  want  tc 
make  more  money.  That’s  not  a bac 
thing  as  long  as  what  generics  the\ 
sell  are  potent  and  effective  enough. 
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Of  Obituaries  and  Of  Hope 

Charles  R.  Underwood,  M.D. 


“We  must  give  credence ..  .to  the 
books  we  find,  through  which  old 
things  are  recalled,  and  to  the 
teachings  of  the  sages  of  old,  and 
trust  in  the  old  approved  stories  of 
holiness,  of  reigns,  of  victories,  of 
love,  of  hate,  and  various  other 
things — And  if  old  books  were 
away,  the  key  of  memory  would  be 
lost. . . . And  as  for  me,  though  I 
know  but  little,  / delight  in  reading 
books  and  hold  them  in  reverence 
in  my  heart.  ” 

GEOFFREY  CHAUCER 

(A  tribute  to 
Nicholas  E.  Davies,  M.D., 

I as  chosen  by  the  Editor) 

“For  he  spoke  hard  and  bitter 
words  to  me,  and  shut  the  door  of 
his  soul  on  me,  and  / withdrew.  But 
I should  have  hammered  on  it,  / 
should  have  broken  it  down  with 
\my  naked  hands,  I should  have 
^cried  out  there  not  ceasing,  for  be- 
hind it  was  a man  in  danger,  the 
bravest  and  gentlest  of  them  all.  So 
I who  came  to  save  was  made  a 
supplicant;  and  because  of  the 
power  he  had  over  me,  I held,  in 
the  strange  words  of  the  English,  / 
field  my  peace.  ” 

, ALAN  PATON,  Too  Late  the 

Phalarope 

(A  quotation  prefacing  an  article 
in  the  JAMA  written  by 
I Nicholas  E.  Davies,  M.D.,  and 
Louis  H.  Felder,  M.D.) 

“No  man  is  an  island,  entire  of 
itself;  every  man  is  a piece  of  the 
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continent,  a part  of  the  main;  if  a 
clod  be  washed  away  by  the  sea, 
Europe  is  the  less,  as  well  as  if  a 
promontory  were,  as  well  as  if  a 
manor  of  thy  friends  or  of  thine  own 
were;  any  man 's  death  diminishes 
me,  because  I am  involved  in  man- 
kind; and  therefore  never  send  to 
know  for  whom  the  bell  tolls;  it  tolls 
for  thee.  ” 

JOHN  DONNE,  Sermon  XVII 

I seem  with  some  frequency  to  be 
asked  how  the  decision  is  made 
as  to  what  is  written  in  the  “Editor’s 
Corner.”  “How  do  you  make  up  your 
mind,”  they  ask.  “How  do  you  plan 
it?”  And  the  answer  always  seems 
to  be  the  same.  “Whatever  happens 
to  be  happening  at  the  time,  or  per- 
haps asks  for  a response.  A reac- 
tion. It  might  be  the  season  of  the 
year  — daffodils  and  dogwoods,  a 
fishing  trip,  the  death  of  a patient 
who  had  taught  a lesson,  malprac- 
tice and  litigation.”  The  putting  to- 
gether of  the  “Corner”  seems  al- 
ways to  require  some  type  of 
contribution  from  the  literature  of 
years  past  as  well  as  that  being  writ- 
ten currently,  for  in  the  physicians 
pursuit  of  our  work  we  are  brought 
into  contact  with,  required  to  deal 
with,  a wide  gamut  of  problems  and 
personalities.  We  pass  our  days  in 
a veritable  laboratory  of  the  human 
condition.  The  insight  of  good  lit- 
erature refines  and  strengthens  that 
portion  of  our  lives.  At  times,  with 
deadlines  upon  me,  nothing  seems 
to  come  forth.  Oh,  it  is  there  of 
course,  the  subject  matter,  but  the 


He  was  on  his  way 
to  address  a group  of 
fellow  physicians  at 
Jekyll  Island  when 
ASA  Flight  2311 
plunged  to  the  ground 
and  burst  into  flames 
only  minutes  before 
arriving  at  its 
destination  in 
Brunswick,  y 

ease  of  writing,  or  the  work  of  it 
some  say,  lies  asleep. 

What  does  come  forth  clearly  at 
times,  fervently  as  judged  by  cor- 
respondence, does  not  meet  with 
the  approval  and  certainly  not  with 
the  opinion  or  feelings  of  some  of 
our  readers.  To  these  I owe  a great 
debt  for  it  is  mainly  from  those  who 
with  cold  and  unimpeded  passion 
express  opposing  opinions  does 
one  gain  insight  into  the  flaws,  the 
cracks  and  crevices,  of  their  own 
cogitation.  Surely  the  accolades 
lend  support  and  solace  and  soothe 
the  restless  and  ego-frayed  spirit  for 
they  are  our  life’s  hidden  support 
group.  But  the  detractors  ignite 
thought  and  force  reassessment.  A 
cautionary  note  here  to  say  that  ap- 
pearing here  in  this  “Editor’s  Cor- 
ner” are  the  thoughts  and  opinions 
of  but  one  individual  given  the  free- 
dom of  the  MAG  Executive  Corn- 
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mittee,  our  Publication  Committee, 
to  put  in  print  those  thoughts.  To 
express  those  opinions.  It  is  not  the 
“party  line”  and  as  such  I derive 
great  comfort.  This,  the  “party  line,” 
can  be  found  elsewhere,  and  it  is 
important.  Here  one  finds  freedom 
of  expression. 

It  was  then  in  perusing  such 
A things  that  I thought  it  unusual, 
perhaps  prophetic,  that  I received 
the  April,  1991,  issue  of  this  Jour- 
nal. We  wrote  then  “Of  Our  Heri- 
tage, Of  Our  Legacy,”  and  in  that 
editorial  addressed  the  issue  of 
death  and  dying  and  funerals,  only 
the  next  day  to  find  the  newspapers 
announcing  the  death  of  Nicholas 
E.  Davies,  M.D.  Such  news  came  to 
us  who  knew  him  with  a sickening 
and  disbelieving  sadness.  That  de- 
gree of  sadness  and  loss  bringing 
Vv^ith  it  the  firm  conviction  that 
though  life  will  surely  go  on,  it  will 
do  so  with  an  emptiness  and  a dull- 
ness not  previously  present.  He  was 
on  his  way  to  address  a group  of 
fellow  physicians  at  Jekyll  Island 
when  ASA  Flight  2311  plunged  to 
the  ground  and  burst  into  flames 
only  minutes  before  arriving  at  its 
destination  in  Brunswick.  The 
newspapers  talked  of  his  accom- 
plishments, of  his  diversity.  The  in- 
volvement went  far  beyond  the  car- 
rying on  of  a highly  regarded 
practice  of  Internal  Medicine  and 
Cardiology  to  the  establishment  and 
nurture  of  the  Visiting  Nurse  As- 
sociation, the  love  and  encourage- 
ment of  the  love  of  literature  going 
so  far  as  to  lead  him  to  the  Chair- 
manship of  the  Board  of  Regents  of 
the  National  Library  of  Medicine,  fi- 
nally to  the  Presidency  of  the  Amer- 
ican College  of  Physicians,  a po- 
sition he  was  to  assume  only  the 
week  following  his  death.  Such  were 
the  many  voids  left  by  the  death  of 
this  unusual  and  talented  physi- 
cian. 

^ 1 had  heard  it  said 
that  the  most  important 
factor  determining  the 
size  of  the  audience  at 
one’s  funeral  would  be 
the  weather.  Not  so  for 
Nicholas  Davies.  J 

The  memorial  service  came  a few 
days  after  at  St.  Anne’s  Episcopal 
Church.  The  small  sanctuary,  for  so 
it  is  compared  with  those  massive 
auditoriums  of  today,  was  packed, 
the  walls  lined  with  those  standing. 
She  whispered  to  me,  my  compan- 
ion, “I  wonder  if  so  many  important 
and  busy  people  would  come  to  my 
funeral  at  noontime  on  a weekday?” 
“They  will  pack  the  place,”  I as- 
sured her,  “for  many  love  you.”  I 
had  heard  it  said  that  the  most  im- 
portant factor  determining  the  size 
of  the  audience  at  one’s  funeral 
would  be  the  weather.  Not  so  for 
Nicholas  Davies.  Appropriate  hymns 
were  sung  and  scripture  read.  From 
Ecclesiastes  came; 

‘‘Also  when  they  shall  be  afraid  of 
that  which  is  high,  and  fears  shall 
be  in  the  way,  and  the  almond  tree 
shall  flourish,  and  the  grasshopper 
shall  be  a burden,  and  desire  shall 
fail:  because  man  goeth  to  his  long 
home,  and  the  mourners  go  about 
the  streets:  Or  ever  the  silver  cord 
be  loosed,  or  the  golden  bowl  be 
broken,  or  the  pitcher  be  broken  at 
the  fountain,  or  the  wheel  be  bro- 
ken at  the  cistern.  Then  shall  dust 
return  to  earth  as  it  was:  and  the 
spirit  shall  return  unto  God  who 
gave  if  ” 

And  from  the  newer  writings  of  the 
Apostle  John: 

“These  things  have  I spoken  to  you, 
being  yet  present  with  you.  But  the 
Comforter,  which  is  the  Holy  Ghost, 
whom  the  Father  will  send  in  my 

name,  he  shall  teach  you  all  things 
and  bring  all  things  to  your  re 
membrance,  whatsoever  I have  saic 
unto  you.  Peace  I leave  with  you 
my  peace  I give  unto  you:  not  a: 
the  world  giveth,  give  / unto  you 
Let  not  your  heart  be  troubled,  nef 
ther  let  it  be  afraid.  Ye  have  heart 
how  I said  unto  you,  I go  away,  anc 
come  again  unto  you.  If  ye  lovec 
me  ye  would  rejoice  because  / saia 
I go  unto  the  Father:  for  my  Fathe 
is  greater  than  I.  And  now  I hav^ 
told  you  before  it  come  to  pass,  that 
when  it  is  come  to  pass,  ye  migh' 
believe.  Hereafter  I will  not  tail 
much  with  you:  for  the  prince  ofthP 
world  cometh,  and  hath  nothing  if 
me.  But  that  the  world  may  knou 
that  / love  the  Father;  and  as  th^ 
Father  gave  me  commandment 
even  so  I do.  Arise,  let  us  go  hence. 

THE  GOSPEL  OF  JOHN  14:25-31 

John  Stone,  the  Emory  physiciar 
and  poet.  Director  of  Admissions  a 
that  medical  school,  gave  the  trib^ 
ute.  He  talked  of  the  three  mor(j 
outstanding  characteristics  of  Niclj 
Davies.  He  spoke  with  accustomec; 
poetic  eloquence  of,  Grace,  Pas' 
sion.  Love  — These  three.  We  wept; 
those  of  us  who  knew,  who  ad 
mired,  who  perhaps  envied  this  un 
usual  man.  j 

^^ne  cannot  have  known  Nicl! 

Davies  without  asking  th(' 
question,  “Why  he?  Why  now?’! 
Physicians  deal  with  that  impon 
derable  on  a daily  basis.  How  witf 
little  effort  we  all,  we  physicians’ 
find  it  to  look  back  in  memory  tc 
so  many  patients  about  whom  wf 
asked  of  ourselves,  of  our  nurse.<* 
and  our  fellow  physicians,  why  £* 
particular  patient,  in  the  prime  o 
life,  perhaps  with  a promising  fu 
ture  before  them,  perhaps  a younr 
family  to  raise  and  take  pride  anc 
pleasure  in,  succumbs  to  some  fa' 
tal  illness.  “Why,”  we  ask  our| 
selves,  “why,  be  there  any  reason' 

322 

T 

Journal  of  M.P 

Jiny  consistency,  any  rationality  to 
his  life,  why  was  this  particular 
Lerson  chosen,  singled  out,  to  de- 
part this  temporal  life  so  early  and 
jit  this  particular  time?”  We  ask  this 
iiuestion  of  ourselves  else  we  are 
|et  but  technicians.  Mere  automa- 
jons  trudging  along  the  assembly 
|ne  of  life. 

j Perhaps  that  question  — that 
why  s/he”  — was  best  addressed 
j»y  Thornton  Wilder  in  a book  en- 

Iitled  The  Bridge  of  San  Luis  Rey. 
n that  seminal  book,  Thornton  Wil- 
ier used  an  actual  historic  event  to 
isk  the  rhetorical  question  of  why 
. certain  five  people  happened  to 
i>e  on  a swinging  bridge  traversing 
giant  chasm  between  Lima  and 
j'uzco,  Peru,  when  its  supports  gave 
Ivay  hurling  those  particular  five  to 
Iheir  death  in  the  cavern  below.  It 
v^as  a well  regarded  and  often  used 
ineans  of  passing  across  the  gorge, 
'onstructed  of  wooden  slats  and 
upported  by  woven  vines  it  had 
>rovided  safe  passage  for  many 
ears.  But  then  at  a particular  place 
n time,  the  woven  vines  gave  way 
nd  the  five  hurtled  through  space 
0 their  death.  So  it  was  that  Thorn- 
an  Wilder  looked  at  each  of  the  five 
n an  effort  to  answer  that  elusive 
[uestion,  “Why  did  these  particular 
ive  people,  of  all  the  many  who 
lad  passed  over  the  bridge  of  San 
,uis  Rey,  happen  to  be  on  the  bridge 
I/hen  the  ancient  vines  gave  way?” 
jsten  to  Thornton  Wilder. 

“On  Friday  noon,  July  the  twen- 
''eth,  1714,  the  finest  bridge  in  all 
^eru  broke  and  precipitated  five 
'avellers  into  the  gulf  below.  This 
bridge  was  on  the  highroad  be- 
ween  Lima  and  Cuzco  and 
lundreds  of  persons  had  passed 
ver  it  every  day.  It  had  been  woven 
<f  osier  by  the  Incas  more  than  a 
entury  before  and  visitors  to  the 
'ity  were  always  led  out  to  see  it. 
' was  a mere  ladder  of  thin  slats 
mt  over  the  gorge,  with  handrails 
4 dried  vine.  Horses  and  coaches 
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and  chairs  had  to  go  down 
hundreds  of  feet  below  and  pass 
over  the  narrow  torrents  on  rafts, 
but  no  one,  not  even  the  Viceroy, 
not  even  the  Archbishop  of  Lima, 
had  descended  with  the  baggage 
rather  than  cross  by  the  famous 
bridge  of  San  Luis  Rey.  St.  Louis  of 
France  himself  protected  it,  by  his 
name  and  by  the  little  mud  church 
on  the  further  side.  The  bridge 
seemed  to  be  among  the  things  that 
last  forever;  it  was  unthinkable  that 
it  should  break.  The  moment  a Pe- 
ruvian heard  of  the  accident  he 
signed  himself  and  made  a mental 
calculation  as  to  how  recently  he 
had  crossed  by  it  and  how  soon  he 
had  intended  crossing  by  it  again. 
People  wandered  about  in  a trance- 
like state,  muttering;  they  had  the 
hallucination  of  seeing  themselves 
falling  into  a gulf. 

There  was  a great  service  in  the 
Cathedral.  The  bodies  of  the  vic- 
tims were  approximately  collected 
and  approximately  separated  from 
one  another,  and  there  was  great 
searching  of  hearts  in  the  beautiful 
city  of  Lima.  Servant  girls  returned 
bracelets  they  had  stolen  from  their 
mistresses,  and  usurers  harangued 
their  wives  angrily,  in  defense  of 
usury.  Yet  it  was  rather  strange  that 
this  event  should  have  so  im- 
pressed the  Limeans,  for  in  that 
country  those  catastrophes  which 
lawyers  shockingly  call  the  “acts  of 
God”  were  more  than  usually  fre- 
quent. Tidal  waves  were  contin- 
ually washing  away  cities;  earth- 
quakes arrived  every  week  and 
towers  fell  upon  good  men  and 
women  all  the  time.  Diseases  were 
forever  flitting  in  and  out  of  the 
provinces  and  old  age  carried  away 
some  of  the  most  admirable  citi- 
zens. That  is  why  it  was  so  sur- 
prising that  the  Peruvians  should 
have  been  especially  touched  by  the 
rent  in  the  bridge  of  San  Luis  Rey. 

Everyone  was  deeply  impressed, 
but  only  one  person  did  anything 
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about  it,  and  that  was  Brother  Jun- 
iper. By  a series  of  coincidences  so 
extraordinary  that  one  almost  sus- 
pects the  presence  of  some  Inten- 
tion, this  little  red  haired  Francis- 
can from  Northern  Italy  happened 
to  be  in  Peru  converting  the  Indians 
and  happened  to  witness  the  ac- 
cident. 

It  was  a very  hot  noon,  that  fatal 
noon,  and  coming  around  the 
shoulder  of  a hill  Brother  Juniper 
stopped  to  wipe  his  forehead  and 
to  gaze  upon  the  screen  of  snowy 
peaks  in  the  distance,  then  into  the 
gorge  below  him  filled  with  the  dark 
plumage  of  green  trees  and  green 
birds  and  traversed  by  its  ladder  of 
osier.  Joy  was  in  him;  things  were 
not  going  badly.  He  had  opened 
several  little  abandoned  churches 
and  the  Indians  were  crawling  in 
to  early  Mass  and  groaning  at  the 
moment  of  miracle  as  though  their 
hearts  would  break.  Perhaps  it  was 
the  pure  air  from  the  snows  before 
him;  perhaps  it  was  the  memory 
that  brushed  him  for  a moment  of 
the  poem  that  bade  him  raise  his 
eyes  to  the  helpful  hills.  At  all  events, 
he  felt  at  peace.  Then  his  glance 
fell  upon  the  bridge,  and  at  that 
moment  a twanging  noise  filled  the 
air,  as  when  the  string  of  some 
musical  instrument  snaps  in  a dis- 
used room,  and  he  saw  the  bridge 
divide  and  fling  five  gesticulating 
ants  into  the  valley  below. 

Anyone  else  would  have  said  to 
himself  with  secret  joy:  “Within  ten 
minutes  myself . . . !”  But  it  was  an- 
other thought  that  visited  Brother 
Juniper:  “Why  did  this  happen  to 
those  five?”  If  there  were  any  plan 
in  the  universe  at  all,  if  there  were 
any  pattern  in  a human  life,  surely 
it  could  be  discovered  mysteriously 
latent  in  those  lives  so  suddenly  cut 
off.  Either  we  live  by  accident  and 
die  by  accident,  or  we  live  by  plan 
and  die  by  plan.  And  on  that  instant 
Brother  Juniper  made  the  resolve 
to  inquire  into  the  secret  lives  of 
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those  five  persons,  that  moment 
falling  through  the  air,  and  to  sur- 
prise the  reason  of  their  taking  off. 

It  seemed  to  Brother  Juniper  that 
it  was  high  time  for  theology  to  take 
its  place  among  the  exact  sciences 
and  he  had  long  intended  putting 
it  there.  What  he  had  lacked  hith- 
erto was  a laboratory.  Oh,  there  had 
never  been  any  lack  of  specimens; 
any  number  of  his  charges  had  met 
calamity,  spiders  had  stung  them; 
their  lungs  had  been  touched;  their 
houses  had  burned  down  and 
things  had  happened  to  their  chil- 
dren from  which  one  averts  the 
mind.  But  these  occasions  of  hu- 
man woe  had  never  been  quite  fit 
for  scientific  examination.  They  had 
lacked  what  our  good  savants  were 
later  to  call  proper  control.  The  ac- 
cident had  been  dependent  upon 
human  error,  for  example,  or  had 
contained  elements  of  probability. 
But  this  collapse  of  the  bridge  of 
San  Luis  Rey  was  a sheer  Act  of 
God.  It  afforded  the  perfect  labo- 
ratory. ” 

/ shall  spare  you  Brother  Juni- 
per’s generalizations.  They  are  al- 
ways with  us.  He  thought  he  saw 
in  the  same  accident  the  wicked 
visitation  by  destruction  and  the 
good  called  early  to  Heaven.  He 
thought  he  saw  pride  and  wealth 
confounded  as  an  object  lesson  to 
the  world,  and  he  thought  he  saw 
humility  crowned  and  rewarded  for 
the  edification  of  the  city.  But 
Brother  Juniper  was  not  satisfied 
with  his  reasons.  It  was  just  pos- 
sible that  the  Marquesa  de  Mon- 
temayor  was  not  a monster  of  av- 
arice, and  Uncle  Pio  of  self- 
indulgence. 

The  book  being  done  fell  under 
the  eyes  of  some  judges  and  was 
suddenly  pronounced  heretical.  It 
was  ordered  to  be  burned  in  the 
Square  with  its  author.  Brother  Jun- 
iper submitted  to  the  decision  that 
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the  devil  had  made  use  of  him  to 
effect  a brilliant  campaign  in  Peru. 
He  sat  in  his  cell  that  last  night  trying 
to  seek  in  his  own  life  the  pattern 
that  had  escaped  him  in  five  others. 
He  was  not  rebellious.  He  was  will- 
ing to  lay  down  his  life  for  the  purity 
of  the  church,  but  he  longed  for  one 
voice  somewhere  to  testify  for  him 
that  his  intention,  at  least,  had  been 
for  faith;  he  thought  there  was  no 
one  in  the  world  who  believed  him. 
But  the  next  morning  in  all  that 
crowd  and  sunlight  there  were 
many  who  believed,  for  he  was 
much  loved. 

There  was  a little  delegation  from 
the  village  of  Puerto,  and  Nina 
(Goodness  2,  Piety  5,  Usefulness  10) 
and  others  stood  with  drawn  puz- 
zled faces  while  their  little  friar  was 
given  to  the  congenial  flames.  Even 
then,  there  remained  in  his  heart 
an  obstinate  nerve  insisting  that  at 
least  St.  Francis  would  not  utterly 
have  condemned  him,  and  (not 
daring  to  call  upon  a greater  name, 
since  he  seemed  so  open  to  error 
in  these  matters)  he  called  twice 
upon  St.  Francis  and  leaning  upon 
a flame  he  smiled  and  died.  ” 

THORNTON  WILDER, 

The  Bridge  of  San  Luis  Rey 

Well,  think  as  did  Brother  Jun- 
iper: 

“Why  were  Nicholas  Davies,  John 
Tower,  and  ‘Sonny’  Carter  on  ASA 
Flight  2311?” 

“Why  were  all  those  others,  loved 
and  revered  also,  on  that  plane?” 
“Why  did  John  Portman  for  rea- 
son of  impulse  unknown  decide 
to  change  to  another  flight?” 

“Is  there  a ‘divine  plan’?” 
“Should  there  be  such,  a ‘divine 
plan,’  was  Nicholas  Davies  a part 
of  it  or  merely  an  innocent  by- 
stander caught  up  in  the  events 
of  other  peoples  lives?” 

We  find  ourselves,  or  not,  passing 


away  our  lives  in  a world  repleh 
with  questions,  few  answers,  anc 
uncertainty.  We  ask  ourselves,  o 
with  conscious  inattention,  as  w( 
arise  each  morning,  those  neces 
sary  directions  which  our  next  2^ 
hours  shall  take  with  no  possibh 
or  available  certain  and  reliable  anc 
anticipatory  answer. 

“Shall  we  go  to  work?  — and  witl 
enthusiasm?” 

“Shall  we  meet  the  tennis  grouf 

— our  winning  ALTA  associates': 

— or  attend  the  children’s  socce 
match?” 

“Is  the  constant  attention  to  get 
ting  ahead  in  the  ‘practice’  b 
constant  availability  more  im 
portant  than  supporting  the  loca 
American  Cancer  Society  Board?”' 
“Shall  we  catch  the  last  plane  tc 
Brunswick?  — or???” 


Somewhere  in  the  business  of  ou 
lives,  not  necessarily  only  bu 
particularly  in  the  lives  of  physi 
cians,  there  lies  a word  called  prior 
ity.  We  all  have  it.  We  all  practice 
it.  It  is  in  our  vocabulary.  Some  o 
us  use  it  well,  with  unconscious  un 
derstanding.  Others  use  it  gainfulb 
for  self  gain.  But  use  it  we  do,  anc 
unavoidably,  to  the  gain  or  the  losr 
of  ourselves,  our  family,  our  profes 
sion.  Nick  Davies  understood  prior 
ity.  I doubt  that  he  planned  for  rec 
ognition  by  selecting  his  priorities 
They  just  seemed  to  fall  in  place 
We  can’t  all  be  Nick  Davies.  Wc 
don’t  have  the  Grace,  the  Passion 
the  Love.  We  can,  however,  look  a 
the  life  of  one  unusual  physiciar 
and  spend  a bit  of  time  wonderint 
what  has  made  so  many  people  pa' 
so  much  attention  to  his  death 
Wondering  for  instance  why  that  lit 
tie  sanctuary  with  the  beautifu 
stained  glass  windows  was  packec 
with  “important  people.”  And  a 
noontime  on  a busy  eJay. 
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VINTAGE  HOUSE 
Old  houses 

Have  a way  of  living  longer 
In  a small  town. 

An  old  house  rarely  loses 
Its  identity. 

It  has  a personality 
All  its  own. 

It’s  recognized  — 

It  has  friends  — 

Little  boys 

; Know  the  peepholes 
Where  the  shutters  are  cracked 
And  saggy  — 

! And  flick  a few  more  pieces 
\ Of  peeling  paint 
I Off  the  corners 
Each  time  they  pass. 

Little  girls 
Look  longingly 
Ladylike 

Through  the  front  door  panes 
At  dusty  chandeliers  and  musty 
I And  rock 

Their  unborn  memories 
I In  the  battered  rocker 
^ Aimed 

' At  the  front  walk. 

It’s  nice  to  have  friends! 
Especially  — 

As  you  grow  old. 


drapes 


SUMMER 

The  sun  melts  chocolate  bars  on  window  sills, 
Glues  the  pockets  together  with  caramels, 

Pulls  out  of  peaches  and  cream  the  reluctant 
freckle. 

And  adds  the  apple.  How  many  dogs  to  heckle? 
How  many  lazily  snoring  cats  to  tease. 

Or  secretly  adoring  parents  to  please? 

The  sun  zigzags  into  your  hideaway. 

Gold  plates  cowlicks  constantly  pushed  away. 
Beside  the  walk  your  breastworks  cross  the  plains 
(Except  inside  where  towels  map  the  remains). 
School  business  was  never  so  studiously  met 
logistic  problems  — How  much  mud  to  get? 

Gently  I avoid  the  weapons  ’ touch 
Of  arrows,  sling  shots,  mud-pie  bombs  and  such 
And  mindful  walk  your  charted  channels  of  sea 
As  tricycle  subs  hide  behind  each  tree. 

Remembering,  I smile.  Was  ever  war  like  this: 

A cease  fire  just  to  wave,  a truce  to  give  a kiss? 

JOHN  RANSOM  LEWIS,  M.D. 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia 's  Poet  Laureate. 
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An  Invitation... 


Charter  Peachford  Hospital  is  pleased  to  announce  that  our 
Adult  Addictive  Disease  Unit  is  now  “open”  to  allow  private 
practice  psychiatrists  the  opportunity  to  admit  and  attend 
their  patients  on  this  unit. 

You  may  act  as  the  Primary  Clinician  and  follow  your 
patient  through  the  entire  continuum  of  care. 

You  are  invited  to  obtain  a credentialing  package  by 
calling  Charter  Peachford  Hospital  at: 


404-454-5571 


CHARTER 

PEACHFORD 

HOSPITAL 


2151  Peachford  Road.  Atlanta.  GA  30338 
Telephone  404-455-3200  / 1-800-451-2151 


BOOK  REVIEW 


In  The  Country  of  Hearts 

JOHN  STONE,  M.D.,  Delacorte  Press,  1990 

John  D.  Cantwell,  M.D. 


IN  MY  FILES  are  manilla  folders,  ca- 
tegorized according  to  articles 
on  various  diseases  and  for  mis- 
cellaneous topics  ranging  from 
sports  to  religion.  Dr.  John  Stone 
merits  a separate  folder,  for  1 have 
saved  many  of  his  essays,  espe- 
cially the  series  published  in  the 
New  York  Times  Sunday  Magazine, 
lit  was  a delight  to  see  these  and 
[other  essays,  mainly  on  cardiovas- 
jcular  diseases,  published  under  one 
'cover  (In  the  Country  of  Hearts,  De- 
[lacorte  Press,  1990). 

! The  book  is  divided  into  three 
[parts:  (1)  the  languages  of  the  heart; 
1(2)  the  patient  as  art;  and  (3)  the 
common  room.  Of  the  seven  chap- 
ters in  Part  1 , my  favorite  was  “The 
Wolf  Inside,”  about  lupus  erythe- 
matosis  and  one  victim,  Flannery 
O’Conner: 

“Flannery  O’Conner  endured,  to 
use  Faulkner's  term,  despite  the 
I lupus.  That  she  weathered  the 
\ devastating  side  effects  of  ACTH 
j and  cortisone,  continuing  to  write 
■ slowly,  painfully,  to  find  out  ex- 
■ actly  what  she  did  think,  makes 
\ her  a heroine  to  me.  But  then, 
many  of  my  patients  seem  heroic 
to  me,  especially  the  ones  with 
; chronic  illnesses.  ” 

'Dr.  Stone  concludes: 

I “Lupus  betrayed  Flannery 
I O’Conner  like  a sophisticated 
1 horse,  one  with  a wolf  inside. 

'<  Once  within  the  body ’s  gates,  the 
' enemy  was  everywhere.  Still  she 
! prevailed,  even  if  it  was  only  un- 
' til  her  thirty-ninth  year.  And  her 
life  and  words  are  a study  in 
keeping  on  keeping  on.  ’’ 
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Of  eight  chapters  in  Part  2,  “An 
Infected  Heart”  and  “The  Timeless 
Heart”  are  beautifully  written  and 
contain  surprises  at  the  end.  We 
also  learn  about  the  historic  and 
practical  aspects  of  Marfan’s  Syn- 
drome in  “A  Family  Matter”  and  the 
dramatics  of  the  frozen  section 
room  in  the  pathology  department, 
“.  . . the  room  in  which  the  body 
confesses.” 

Part  3 includes  eight  essays  about 
topics  such  as  chest  pain,  mitral 
valve  prolapse,  and  balloon  dila- 
tion of  arteries.  In  “Chest  Pains: 
What  They  Mean,”  Dr.  Stone  briefly 
reviews  the  history  of  angina  pec- 
toris, but  attributes  it  to  William  He- 
berden  in  1722  (it  was  in  1768  when 
he  read  his  classic  paper  before  the 
Royal  College  of  Physicians).  His 
(Stone’s)  description  of  clinical  as- 
pects of  chest  pain  is  useful  infor- 
mation to  pass  along  to  patients.  In 
“Balloon  Man,”  Dr.  Stone  pays  trib- 
ute to  the  late  Andreas  Gruentzig, 
who  developed  the  procedure  of 
balloon  angioplasty  to  coronary  ar- 
teries: 

“Physically,  Andreas  had  a cer- 
tain resemblance  to  Errol  Flynn, 
the  cinematic  risk-taker:  he  was 
slender,  with  penetrating  eyes,  a 
ready  smile,  and  a mustache  that 
made  him  seen  both  go//ant  and 
go//ant.  As  e.e.  cummings  would 
have  said,  ‘Jesus,  he  was  a hand- 
some man ” 


Dr,  Cantwell  is  Director  of  Preventive  Medicine, 
Cardiac  Rehabilitation,  and  the  Internal  Medicine 
Residency  Program,  Georgia  Baptist  Medical  Cen- 
ter. 


With  his  background  as  a 
poet.  Dr.  Stone  puts  words 
and  sentences  together  like  a 
master  sculptor,  chiseling  them 
out  of  marble  and  polishing  the 
end  product  through  multiple  re- 
visions. Consider  the  following 
examples: 

• “The  literal  heart . . . beat  be- 
gins as  a microscopic  nudge, 
then  a ripple.  Thereafter,  the 
heart  is  obliged,  by  only  partly 
understood  laws,  to  sing  for  its 
lifelong  supper.  Onerous  duty  it 
may  be,  but  the  heart  seems  to 
revel  in  it,  thumping  tirelessly, 
one  of  the  happy  things  that  go 
bump  in  the  night’.’ 

• If  we  are  to  begin  at  the  begin- 
ning, it  must  be  way  back.  In 
the  yolk  of  time.  The  problem 
began  with  the  embyro,  the 
cells  which  divide,  burgeon, 
twist,  and  unfold,  yielding  to  the 
wash  of  DNA  and  the  codes  of 
its  helix.  The  embryo  is  an  ar- 
chitect; it  must  invent,  out  of  all 
that  has  gone  before,  the  city  it 
plans  to  inhabit’.’ 

• The  navel  is,  of  course,  the 
smirk  left  by  the  umbilical  cord, 
which  is,  in  turn,  the  loose  end 
of  the  thread  from  which  our 
bodies  were  spun’.’ 

Once  a year,  as  part  of  our  cul- 
tural enrichment  program  at  Geor- 
gia Baptist  Medical  Center  for  inter- 
nal medicine  residents,  1 have  Dr. 
Stone  share  his  literary  talents.  As 
he  writes  in  “Listening  to  the  Pa- 
tient”: 

“Literature  can  provide  for  stu- 
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dents  of  medicine  something  of 
what  psychotherapy  can  provide 
for  its  patients:  catharsis,  per- 
sonal insights,  and  support!’ 

He  further  states: 

“No  one  wants  to  dispense  with 
technology,  only  to  distance  it  and 
keep  it  in  context;  literature  can 


be  especially  helpful  in  this.” 
and 

“Physicians  and  writers  draw 
upon  the  same  sources:  the  hu- 
man encounter,  people  and  their 
indelible  stories’.’ 

In  the  Country  of  Hearts,  Dr.  Stone 


shares  the  indelible  stories  of  pa- 
tients he  has  encountered,  and  med- 
ical topics  of  interest  to  a wide  va- 
riety of  readers.  The  book  is  an 
inspriration  to  those  of  us  who  seek 
to  become  better  writers,  and  a joy 
to  all  who  appreciate  fine  prose. 
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This  space  provided  as  a public  service. 


Life  is  your  most 

VALUABLE  POSSESSION. 

PASS  IT  ON. 

Of  all  the  riches  you  could  leave  to 
your  family,  the  most  precious  is  the 
gift  of  life.  Your  bequest  to  the  American 
Heart  Association  assures  that  priceless 
legacy  by  supporting  research  into  heart 
disease  prevention. 


^American  Heart  Association 


To  learn  more  about  the  Planned  Giving  Program,  call  us  today.  It’s  the  first 
step  in  making  a memory  that  lasts  beyond  a lifetime. 


Glaxo  Inc. 
would  like  to  express 
our  appreciation 
for  your  participation 
in  the  Gulf  War. 

thank  and 
salute  you  for  your 
accomplishments  there, 
and  we  join  the  nation 
in  welcoming  you  home. 


Glam 

GLAXO  INC. 

ALLEN  & HANBURYS  • GLAXO  PHARMACEUTICALS  • GLAXO  OERMATOLOGY 

RESEARCH  TRIANGLE  PARK,  NC  27709 
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Are 
You  About 
To  Recycle 
Another 
Troubled 
Teen? 


short  term  program 


The  pattern  above  is  all  too  familiar,  and  the 
reasons  aren’t  surprising.  The  typical  short  term 
program  is  barely  long  enough  to  stabilize  an 
adolescent  patient. 

The  result?  A great  deal  of  money  is  spent 
in  just  a few  weeks.  Fundcimental  progress  isn’t 
achieved.  And  within  a few  months,  it  is  entirely 
possible  that  a distraught  parent  will  be  back  in 
your  office  seeking  help  again. 

At  Inner  Harbour  Hospitals,  we  offer  a very 
different  family-oriented  approach.  One  which 
combines  a closed-unit  stabilizing  setting  with  a long- 
term environment  specifically  designed  for  girls  and 
boys  8-18.  And  although  each  of  our  three  non-profit 
hospitals  is  staffed  with  psychiatric  physicians  and 


End  the  vicious  cycle:  1-800-255-8657 


other  experienced  mental  health  professionals,  j 
our  alternative  treatment  programming  keeps  oui 
all-inclusive  cost  less  than  half  that  of  most  acute 
care  facilities.  • 

So  we  can  treat  a young  patient  twice  as  k- 
while  still  providing  a full  spectrum  of  services.  C 
course,  length  of  stay  by  itself  doesn’t  guarantee  ‘ 
cess,  but  our  unique  approach  has  proven  succes 
for  well  over  two  thousand  troubled  girls  and  bo> 
If  you’d  like  a detailed  look  at  our  cost  effe 
treatment  program,  just  call  the  number  below  fol 
free  video  brochure. 

But  please  do  it  soon  — before  another  er; 
tionally  disturbed  youngster  ends  up  being  recyc  i 
through  one  short-term  program  after  another.  ; 


Near  Atlanta,  GA  & Tallahassee,  FL 


H O S P I 


Gulf  War  Proves  A 

Hindrance  For  Hospitals 

The  most  noticeable  effect  of  the 
Gulf  War  crisis  on  Georgia  hospi- 
tals has  been  the  difficulties  asso- 
ciated with  filling  vacancies  left  by 
staff  members  called  to  active  duty 
in  the  reserves.  Nevertheless,  42  of 
62  hospitals  responding  to  a Geor- 
gia Hospital  Association  survey 
mailed  before  the  war’s  end  re- 
ported no  significant  effect  on 
hospital  services  as  a result  of  the 
conflict.  Another  17  hospitals  char- 
acterized their  key  staff  vacancies 
as  “hindrances”  and  said  they  had 
implemented  emergency  staffing 
plans  to  fill  positions,  including  the 
use  of  temporary  personnel  and 
agency  nurses  and  physicians. 

Only  three  Georgia  hospitals  — 
one  urban  and  two  rural  — indi- 
cated a serious  or  critical  problem 
with  staffing. 

Hospital  officials  in  other  parts 
of  the  country  were  somewhat  more 
concerned  about  the  increased  call- 
up of  health  care  personnel  to  serve 
[in  Operation  Desert  Storm,  partic- 
ularly in  rural  areas  of  Alabama  and 
'the  Midwest.  The  most  vulnerable 
mral  hospitals  were  those  with  large 
numbers  of  staff  members  in  the 
j reserves  and  facilities  located  in 
^isolated  areas,  according  to  the  Na- 
tional Rural  Health  Association. 

“The  loss  of  one  doctor,  nurse  or 
nurse  anesthetist  can  have  a dev- 
astating effect  on  the  local  health 
, care  system,”  the  NRHA  said. 

^ An  initial  GHA  poll  in  the  fall  of 
1 1990  found  that  Georgia  hospitals 
located  in  communities  with  mili- 
itary  bases  seemed  to  be  most  af- 
I'fected  by  the  situation  in  the  Middle 
East.  However,  in  the  follow-up  poll, 
Emory  University  Hospital  in  At- 
lanta, Hart  County  Hospital  in  Hart- 
!well,  and  Dorminy  Medical  Center 
|iin  Fitzgerald  reported  experiencing 
significant  problems. 

Emory  experienced  a dramatic 
idecrease  in  admissions  with  the 
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call-up  of  three  physicians  and  1 1 
operating  room  and  critical  care 
nurses.  Hart  County  was  forced  to 
stop  urological  services  when  its 
only  urologist  was  called  to  active 
duty. 

Dorminy  lost  both  of  its  certified 
registered  nurse  anesthetists 
(CRNAs),  as  well  as  its  only  sur- 
geon, and  was  on  the  verge  of  clos- 
ing its  surgical  department  before 
a permanent  deferment  was  granted 
for  its  personnel  at  the  request  of 
Co-Administrator  Bonnie  D.  Kelly. 

Kelly  flew  to  Washington,  D.C.  to 
testify  about  the  war’s  impact  on 
her  hospital  at  a Feb.  19  subcom- 
mittee hearing  of  the  House  Energy 
and  Commerce  Committee. 

“The  resumption  of  a surgery 
program  at  our  hospital  has  proven 
to  be  a tremendous  benefit  for  our 
community  and  the  hospital.  It  has 
also  served  as  a catalyst  for  physi- 
cian recruitment  and  retention,” 
Kelly  testified.  “However,  I’m  here 
to  say  today  that  with  the  loss  of 
some  of  our  key  personnel  — which 
could  result  in  the  total  shutdown 
of  our  two  operating  rooms  — the 
continued  viability  of  our  hospital 
will  be  in  jeopardy.” 

Though  the  war  has  officially 
ended,  the  shortage  in  many  parts 
of  the  country  has  not.  Thousands 
of  medical  specialists  have  yet  to 
return  to  the  states,  heightening  ex- 
istent shortages  and  causing  some 
disruptions  in  medical  care,  ac- 
cording to  the  American  Hospital 
Association. 

Of  the  24  state  hospital  associa- 
tions reporting  staff  shortages,  20 
have  felt  an  impact  in  nursing  serv- 
ices. Call-ups  of  physicians,  health 
professionals  and  CEOs,  including 
Robert  Baldwin  of  Morgan  Memo- 
rial Hospital  in  Madison,  Ga.,  also 
have  had  an  effect. 

Fifty  U.S.  community  hospitals  in 
25  states  closed  last  year,  the  low- 
est number  since  1985,  when  47 
were  shuttered,  according  to  the 


American  Hospital  Association. 

In  addition,  43  hospitals  opened 
in  1990.  Thirty-seven  of  those  are 
specialty  facilities  — 25  psychiat- 
ric, 1 1 rehabilitation,  and  one  long- 
term care  facility.  The  six  others  that 
opened  are  general  hospitals. 

The  50  hospitals  (26  rural  and  22 
urban)  that  ceased  operation  in 
1990  represent  a 23  percent  drop 
from  the  previous  year  and  a 4 1 per- 
cent decline  from  1988,  when  85 
hospitals  closed. 

Total  closures  from  1980  through 
1990  numbered  761:  558  commu- 
nity hospitals  and  203  non-com- 
munity facilities  (all  federal  hospi- 
tals, long-term  care  hospitals,  and 
psychiatric  and  chemical-depend- 
ency facilities).  Of  the  total  clo- 
sures, 431  were  in  urban  regions 
and  330  were  in  rural  areas. 

Fifteen  of  the  facilities  that  closed 
in  1990  were  government-operated, 
13  were  investor-owned,  and  22 
were  operated  by  non-government 
not-for-profit  organizations. 

Texas  had  the  greatest  number  of 
hospital  closures  last  year,  1 1 , fol- 
lowed by  California  and  Louisiana, 
with  four  each.  From  1980  through 
1990, 44  states  had  at  least  one  hos- 
pital closure.  Texas  was  the  leader 
with  106  closings.  Next  came  Cal- 
ifornia with  56,  followed  by  New 
York  with  39. 

Sixteen  of  the  community  hos- 
pitals that  closed  in  1990  continued 
to  offer  ancillary  health  services.  Of 
those,  10  provided  some  form  of 
outpatient  care  and  six  operated 
nursing  homes.  Two  administrators 
indicated  that  their  facilities  might 
reopen  acute  care  services  in  1991. 


QUOTES 

Be  not  the  first  by  whom  the  new 
are  tried, 

Nor  yet  the  last  to  lay  the  old 
aside. 

ALEXANDER  POPE! 

An  Essay  on  Criticism,  II,  1711 
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For  your  insulin-mixing  j 

or  NPH-using  patients 


Humulin  ^9^0  | 

makes  life  easieii 

Rapid  onset  and  sustained 
duration  insulin  activity 
in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
eliminates  mixing 
errors 

■ Convenient 
premixed  dose  for 
better  compliance 

■ Easy  to  use — 
for  patients  who 
find  mixing  difficult 


■U  10  ml  Hl-Tffi 
®ifc  per  mL  ^ 


insulin 

^suspension 

'nsulin 


Specify 

Humuliri 

70%  human  insulin 
isophane  suspension 
30%  human  insulin  injection 
(recombinant  DNA  origin) 


Humulin  has 
just  the  right  mix 

Any  change  of  insulin  should  be  made  cautio 
and  only  under  medical  supervision. 


Changes  in  refinement,  purity,  strength,  brand  ! 

(manufacturer),  type  (regular,  NPH,  Lente®,  etc),  species  I j 
(beef,  pork,  beef-pork,  human),  and/or  method  of  | « 
manufacture  (recombinant  DNA  versus  animal-source  j 3 
insulin)  may  result  In  the  need  for  a change  in  dosage. 

Leadership  In  Diabetes  Care  j* 

Eli  Lilly  and  Company  |4 

Indianapolis,  Indiana  u 

46285  " 

I' 
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)ear  Editor, 

I have  just  received  the  April  edi- 
on  of  your  magazine,  and  the  cover 
) fabulous  as  are  the  contents 
/ithin.  Keep  up  the  great  work. 

\^armest  regards, 
rank  R.  Joseph,  M.D. 
land  Surgeon,  Atlanta 

'ear  Editor, 

Having  just  read  the  April  issue 
f the  JMAG,  1 am  moved  again  to 
onvey  my  approval  of  your  own 
ontributions.  It  is  good  sometimes 
) sit  down  and  reflect  upon  sub- 
lets you  present  in  the  Editor’s  Cor- 
er.  Too  often  in  our  hurried  lives 
e forget  to  sit  and  think,  to  con- 
der  the  thoughts  and  values  we 
lould  place  foremost. 

And  1 always  read  the  quotes  with 
iterest.  Over  the  years,  now  78  + 
V me,  1 have  written  down  a few. 
ifoffer  them  to  you,  to  use  or  not  as 
bu  choose. 

'!  The  secret  of  happiness  is  to  have 
[ hearth  of  thought  at  which  you 
\ay  always  warm  your  mind,  plu- 
|\RCH,  as  quoted  by  Will  Scarlett  of 
i|e  Calgary  Clinic. 

il  One  seldom  speaks  of  oneself 
\ithout  deridement  to  the  person 
'\pken  of  MONTAIGNE 
''  My  lamp  is  almost  extinguished, 
pope  it  has  burned  for  the  benefit 
•|  others,  percival  pott  (for  whom 
e fracture  was  named.) 
i;  The  respect  and  affection  of  those 
'<\ho  know  him  best  most  become 
\ man.  anon. 

\ Christianity  excludes  man  from 
) enjoyment  that  is  compatible 
ith  his  highest  good,  mark  hopkins 
jcsident  of  Williams  College  in  the 
jid-19th  century. 

And  for  a chuckle:  Paracelsus 
ihilippus  Aurelius  Theophrastus 
)mbast  von  Hohenheim),  icon- 
loclast  of  Basel,  has  been  con- 
lered  the  first  one  to  use  mercury 
I treat  syphilis.  A contemporary  wit 
id:  “Spend  one  hour  with  Venus 
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— and  the  rest  of  your  life  with  mer- 
cury + .” 

Lest  I weary  you,  it  is  time  to  de- 
sist. Selah! 

With  best  regards, 

Arthur  Singer 
Radiologist,  Toccoa 

Dear  Editor, 

I have  been  quite  disappointed 
since  the  Georgia  Legislature  voted 
out  the  double  line  prescription.  I 
thought  double  line  prescription 
pads  were  an  efficient  way  for  the 
physician  to  designate  whether  ge- 
neric or  brand  name  medications 
could  be  given. 

I recently  discussed  this  with  the 
State  Board  of  Pharmacology  and 
have  found  that  although  we  have 
a single  line  for  our  name  it  is  also 
appropriate  that  we  have  an  addi- 
tional line  for  “brand  necessary.”  I 
have  had  my  printer  do  this  for  my 
prescriptions  and  would  recom- 
mend this  for  other  physicians. 

Sincerely  yours, 

John  A.  Goldman,  M.D. 

Internal  Medicine,  Allergy  & 

Immunology 

Atlanta 


QUOTES 

Some  feelings  are  to  mortals 
given, 

With  less  of  earth  in  them  than 
Heaven. 

WALTER  SCOTT:  The  Lady  of  the 

Lake,  II,  1810 

It  is  the  hardest  thing  in  the  world 
to  put  feeling,  and  deep  feeling, 
into  words.  From  the  standpoint 
of  expression,  it  is  easier  to  write 
a “Das  Kapital"  in  four  volumes 
than  a simple  lyric  of  as  many 
stanzas. 

JACK  LONDON: 

To  Anna  Strunsky  Walling,  Dec. 

27,  1899 


It  is  not  the  object  of  war  to 
annihilate  those  who  have  given 
provocation  for  it,  but  to  cause 
them  to  mend  their  ways;  not  to 
ruin  the  innocent  and  guilty  alike, 
but  to  save  both. 

POLYBIUS:  Histories,  v 

The  sinews  of  war  are  infinite 
money. 

CICERO."  Orationes  Philippicce,  v,  c. 

60  B.c. 

Life,  to  be  worthy  of  a rational 
being,  must  be  always  in 
progression;  we  must  always 
purpose  to  do  more  or  better  than 
in  time  past.  The  mind  is 
enlarged  and  elevated  by  mere 
purposes,  though  they  end  as  they 
begin  by  airy  contemplation. 

SAMUEL  JOHNSON: 

To  Hester  Thrale,  Nov.  29,  1 783 

Ours  are  a sort  of  modest, 
inoffensive  people,  who  neither 
have  sense  nor  pretend  to  any, 
but  enjoy  a jovial  sort  of  dullness; 
they  are  commonly  known  in  the 
world  by  the  name  of  honest,  civil 
gentlemen. 

ALEXANDER  POPE: 

Letter  to  William  Wycherley,  Oct. 

26,  1705 

True  eloquence  does  not  consist 
in  speech.  Words  and  phrases 
may  be  marshalled  in  every  way, 
but  they  cannot  compass  it.  It 
must  consist  in  the  man,  in  the 
subject,  and  in  the  occasion.  It 
comes,  if  it  comes  at  all,  like  the 
outbreaking  of  a fountain  from 
the  earth,  or  the  bursting  forth  of 
volcanic  fires,  with  spontaneous, 
original,  native  force. 

DANIEL  WEBSTER:  Speech  in  Boston 
Aug.  2,  1826 

Every  man  values  himself  more 
than  all  the  rest  of  men,  but  he 
always  values  others'  opinion  of 
himself  more  than  his  own. 

MARCUS  AURELIUS:  Meditations,  XII, 

c.  170 
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MRI  UPDATE 


Clinical  history:  This  is  a 

26-year-old  male  with  back 
pain  and  right  lower  extremity 
radiation. 

Findings:  This  is  an 

example  of  a normal  study  on 
a young  adult.  COMMENT:  MRI 
is  the  screening  test  of  first 
choice  for  suspected  disorders 
of  the  lumbar  spine.  Notice  the 
clear  depiction  of  the  normal 
L5-S1  disc  (figure  1,  crossed 
arrow).  The  discs  of  this 
patient  exhibit  high  signal 
intensity  reflecting  normad 
hydration  and  none  of  the  discs 
are  narrowed.  None  of  the  discs 
indent  the  thecal  sac  which  is 
of  intermediate  signal  intensity 
and  appears  as  the  gray  band 


in  the  center  of  the  image.  The 
vertebral  bodies  are 
homogeneous  and  free  of 
destructive  lesions.  The  conus 
medullaris  (arrow)  is  normal. 
This  sagittal  image 
demonstrates  the  advantages 
of  MRI  over  other  screening 
modalities.  Routine  CT 
scanning  will  not  display  the 
conus  medullaris,  lesions  of 
which  may  masquerade  as 
disc  herniation.  The  general 
area  of  coverage  is  superior 
with  MRI.  Disc  detail  is  much 
better  displayed  with  MRI. 

The  axial  image  at  L5-S1 
(figure  2)  exhibits  delineation 
of  intraspinal  detail  far 
superior  to  that  of  CT.  The 
right  SI  nerve  root  is  clearly 


displayed  (arrow)  surrounded 
by  normal  perineural  fat  which 
is  the  bright  high  intensity 
material  in  the  periphery  of  the 
spinal  canal.  State-of-the-art 
MR  images  clearly  display  the 
bony  anatomy  of  the  lumbar 
spine  including  the  facet  joints 
(crossed  arrow).  Degenerative 
diseases  and  bony  neoplasm 
are  routinely  detectable. 

MRI  involves  no  ionizing 
radiation  and  no  intrathecal 
contrast  material  is  needed.  It 
is  a patient-friendly  outpatient 
examination  well  suited  for 
screening  purposes. 
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JUNE  1991 

)-13  — Sea  Island:  15th 
Symposium  on  Lung  Disease. 

;^ontact  M.  Williamson,  Southern 
Medical  Association,  35 
.akeshore  Dr.,  PO  Box  190088, 
Birmingham,  AL  35219.  PH:  800/ 
123-4992. 

3-15  — Atlanta:  Contact  Lens 
Jpdate.  Category  1 credit. 

Contact  Office  of  CME,  Emory 
Jniv.  Sch.  of  Med.,  1440  Clifton 
M.,  Atlanta  30322.  PH:  404/727- 
i695. 

7-22  — Kiawah  Island,  SC:  22nd 
Annual  Internal  Medicine 
iymposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Bugusta  30912-1400.  PH:  404/721- 
1967. 

1:0-23  — Sea  Island:  GA  Chapter, 
^erican  Academy  of 
*ediatrics.  Contact  William  C. 
/lankin,  4059  Land  O’Lakes  Drive, 
IE,  Atlanta  30342.  PH:  404237- 
922. 

1-23  — Hilton  Head  Island,  SC: 

)aily  Anesthetic  Challenges. 

'ategory  1 credit.  Contact  Div.  of 
bnt.  Ed.,  MCG,  Augusta  30912- 
400.  PH:  404/721-3967. 

7-30  — Kiawah  Island,  SC: 

lematology  and  Oncology. 

Category  1 credit.  Contact  Div.  of 
lont.  Ed.,  MCG,  Augusta  30912- 
400.  PH:  404/721-3967. 


JULY  1991 

-11  — Lake  Lanier:  Nuclear 
Medicine  Update.  Category  1 
redit.  Contact  Office  of  CME, 
mory  Univ.  Sch.  of  Med.,  1440 
lifton  Rd.,  Atlanta  30322.  PH: 
04/727-5695. 

5-17  — Kiawah  Island,  SC: 

Ipdate  in  Gynecology.  Category 
' credit.  Contact  Div.  of  Cont.  Ed., 
ICG,  Augusta  30912-1400.  PH: 

■ 04/721-3967. 


A L E N D A R 


18-20  — Kiawah  Island,  SC:  11th 
Annual  Clinical  Obstetrics. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

18-20  — Kiawah  Island,  SC: 
Neurology  for  the  Non- 
Neurologist.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 

22-26  — Kiawah  Island,  SC:  13th 
Annual  Critical  Care  Medicine. 

Category  1 credit.  Contac  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 

14-19  — Hilton  Head  Island,  SC: 

Clinical  Cardiiology.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

29-31  — Kiawah  Island,  SC:  14th 
Annual  Pediatric  Update. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404/721-3967. 


AUGUST  1991 

1-3  — Hilton  Head  Island,  SC: 

Financial  Management.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

5-10  — Amerila  Island,  FL: 

Summer  Imaging  and 
Interventional  Techniques. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 


SEPTEMBER  1991 

11-13  — Savannah:  15th  Annual 
Neonatology  — The  Sick 
Newborn.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404/721- 
3967. 


23-25  — Atlanta:  Advanced 
Demonstrations  in  Percutaneous 
Transluminal  Angioplasty  XXVI. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404/727-5695. 

27-29  — Atlanta: 

Gastroenterology  for  Primary 
Care  Physicians.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404/721-3967. 

30-1  Oct.  — Atlanta:  Quantitative 
Thallium  Myocardial 
Tomography.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 


OCTOBER  1991 

3-6  — Atlanta:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Contact  William  C. 
Mankin,  4059  Land  O’Lakes  Drive, 
NE,  Atlanta  30342.  PH:  404237- 
3922. 

24- 25  — Atlanta:  Women’s 
Health  Care.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404/727- 
5695. 

25- 27  — Atlanta:  American 
College  of  Utilization  Review 
Physicians.  Contact  ACURP, 
Southbridge  Park,  Bldg  3,  Suite 
304,  1521  S.  Tamiami  Trail, 
Venice,  FL  34292.  PH:  813/497- 
3340. 

28-29  — Atlanta:  TC-99M 
Myocardial  Spect.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404/727-5695. 


Our 

treatment 
begins 
where  other: 
leave  off. 

For  the  past  thirteen  years,  this 
nationally  recognized  program  for  the 
treatment  of  chemical  dependency  has 
offered  specialized  help  for  health  care 
professionals. 

TRS  doctors  have  treated 
over  three  thousand  physicians, 
pharmacists,  veterinarians,  dentists, 
and  nurses. 

Our  programs  have  expanded  to 
include; 

“)  Adult  Services  j 

□ Adolescent  Services 
3 Free  Initial  Assessments 
3 Inpatient  Treatment 

Programs  ' 

3 Outpatient  Day  Program 
3 Recovery  Residences  t 

3 Located  on  Anchor  < 

Hospital  Campus 

i 

Find  out  more  about  this  new  j 

generation  of  treatment  services.  Call 
or  write  today. 


TALBOTT  RECOVERY  SYSTEM 


1669  Phoenix  Parkway,  Suite  102 
Atlanta,  Georgia  30349 
1-800-445-4232  or  (404)  994-0185 


Affiliated  with 

^ Anchor  Hospital 


Alcoholism  and  Other 
Drug  Addictbns:  A Primary 


! 

'j 


IN  1986,theauthorpublishedinthis 
Journal  an  article  based  on 
, both  the  literature  and  data  gath- 
j ered  from  1,200  physicians  whom 
he  personally  treated  through  the 
I Georgia  Impaired  Physicians  Pro- 
gram. The  author’s  database  of 
treated  physicians  has  now  in- 
creased to  2,700.  New  information 
' about  the  neurobiochemistry  of  the 
neurotransmitter  systems  in  addic- 
tion, along  with  the  advances  in  ge- 
1 netic  information  relating  to  ad- 
dictive disease,  dictate  an  update 
on  this  primary  disease.  Also,  since 
, the  original  article  was  published, 
addiction  medicine  through  the 
American  Society  of  Addiction 
I, Medicine,  Inc.  (ASAM)  has  gained 
I recognition  and  is  moving  toward 
I a specialty  based  upon  the  primary 
disease  entity  of  addiction. 

Despite  overwhelming  scientific 
' evidence,  there  continues  to  be  dif- 
! ficulty,  even  among  some  health 
‘'I  professionals,  in  understanding  the 
> precept  of  addiction  as  a primary 
f I disease  entity.  Given  the  difficulties 
! of  educating  over  4,000  health 
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G.  Douglas  Talbott,  M.D. 


Alcoholism  is 
characterized  by 
continuous  or  periodic: 
Impaired  control 
over  drinking; 
preoccupation  with  the 
drug  alcohol;  use  of 
alcohol  despite  adverse 
consequences;  and 
distortions  in  thinking, 
most  notably  denial. 


professionals,  including  physi- 
cians, nurses,  dentists  and  phar- 
macists, the  following  seven  ele- 
ments which  lead  to  denial  of 
alcoholism  and  other  drug  addic- 
tions as  the  primary  disease  entity 
have  been  identified: 


Dr.  Talbott  is  Founder,  Talbott-Marsh  Recovery 
Campus;  Director,  Georgia  Impaired  Health  Profes- 
sionals Program;  and  Clinical  Professor  of  Psy- 
chiatry, Emory  University  School  of  Medicine.  Send 
reprint  requests  to  him  at  1 669  Phoenix  Parkway, 
Suite  102,  Atlanta,  GA  30349. 


Update 


• Compulsive  Behavior 

Compulsive  behavior  relating  to 
the  intake  of  alcohol  and  other 
drugs  has  been  erroneously  in- 
terpreted as  a symptom  of  an  un- 
derlying, psychiatric  disorder  or 
as  a lack  of  willpower,  motiva- 
tion, “guts.”  These  interpreta- 
tions belie  the  biologic-genetic 
basis  of  addictive,  compulsive 
behavior. 

• Confusion  Between  the  Chem- 
ical Abuser  and  the  Chemically 
Dependent  Individual 

The  individual  with  true  psycho- 
social, biogenetic  disease,  in 
which  the  primary  symptom  is  in- 
termittent or  continuous  loss  of 
control  and  compulsive  intake  of 
the  drug,  differs  from,  and  is  often 
confused  with,  the  chemical 
abuser  who  retains  control  over 
chemical  intake. 

• Lack  of  Knowledge  About  the 
Disease 

The  natural  course  of  the  dis- 
ease, wherein  a range  of  individ- 
uals may  abuse  the  drug  but  only 
a few  cross  the  biogenetic  wall 
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to  contract  the  disease,  adds  to 
the  confusion.  In  addition,  the 
course  of  the  disease  can  be 
measured  in  months  for  some  in- 
dividuals, in  years  or  even  dec- 
ades for  others. 

• Volume,  Dose,  eind  Duration  of 
Intake 

Degree  of  intake  alone  does  not 
determine  whether  one  becomes 
diseased.  It  is  the  genetic  pre- 
disposition in  the  face  of  abuse 
that  is  needed  to  cross  the  bio- 
genetic  wall.  For  every  addict, 
there  are  individuals  who  have 
used  larger  quantities  of  the  drug 
over  longer  periods  of  time.  Yet 
the  latter  group  does  not  dem- 
onstrate compulsive  lack  of  con- 
trol over  drug  intake. 

• Drug  Abuse 

The  abuse  of  drugs  in  and  of  it- 
self can  be  both  profound  and 
lethal.  There  is  an  erroneous  per- 
ception that  serious  alcohol  and 
drug  consequences,  resulting  in 
disability  or  death,  means  the 
disease  state  is  present.  This  is 
not  necessarily  the  case.  Abuse 
without  the  disease  can  lead  to 
major  medical  problems,  even 
death. 

• Individuality  of  the  Disease 

There  are  a range  of  individual 
manifestations  of  this  disease.  In 
children,  chemical  dependence 
frequently  masquerades  as  an- 
other disease.  Males  and  females 
differ,  and  individuals  of  the  same 
gender  have  unique  responses  by 
different  organ  systems.  In  the  el- 
derly, the  disease  presents  yet 
another  clinical  syndrome.  Seri- 
ous abuse  for  one  individual  is 
not  necessarily  indicative  of  se- 
rious abuse  for  another. 

• Denial 

Denial  is  a primary  thinking  dis- 
tortion based  upon  one  of  the 
most  powerful  and  painful  real- 
izations in  the  human  species: 
an  inability  to  control  one’s  own 
life.  Such  compulsive  drug  in- 
take is  predicated  upon  biologic 
dysfunction  within  the  mid-brain 


The  individual  with  this 
biogenetic  disease,  in 
which  the  primary 
symptom  is  compulsive 
intake  of  the  drug, 
differs  from,  and  is 
often  confused  with, 
the  chemical  abuser 
who  retains  control  of 
chemical  intake. 


control  centers. 

Gradually,  through  education, 
observation,  and  personal  experi- 
ence, particularly  with  health 
professionals,  these  seven  ele- 
ments of  denial  are  being  defused 
or  attenuated. 

Alcoholism  Defined 

After  concentrated  study,  the 
ASAM  and  the  National  Council  on 
Alcoholism  and  Drug  Dependency 
(NCADD)  have  arrived  at  a defini- 
tion of  alcoholism:  “Alcoholism  is 
a primary,  chronic  disease  with  ge- 
netic, psychosocial,  and  environ- 
mental factors  influencing  its  de- 
velopment and  manifestation.  The 
disease  is  also  progressive  and  fa- 
tal. It  is  characterized  by  continu- 
ous or  periodic:  Impaired  control 
over  drinking,  preoccupation  with 
the  drug  alcohol,  use  of  alcohol  de- 
spite adverse  consequences,  and 
distortions  in  thinking,  most  nota- 
bly denial.  ” This  definition  also  ap- 
plies to  the  other  drug  addictions. 

According  to  Stedman  and  other 
standard  medical  dictionaries, 
“disease”  is  defined  as  an  abnor- 
mal state  of  health  characterized  by 
the  following  five  components:  (1) 
It  must  be  a primary  condition,  not 
a secondary  symptom;  (2)  Specific 
anatomic  and  physiologic  changes 
must  be  evident;  (3)  Recognizable 
sets  of  signs  and  symptoms  that 
permit  accurate  diagnosis  must  be 


present;  (4)  The  disease  must  have  | 
a predictable,  progressive  course: 
and  (5)  There  must  be  established, 
etiologic  agents  or  causes  respon- 
sible for  the  disease.  Each  of  these  i 
five  components  will  be  addressed: 
separately. 

It  must  be  a primary  condition, . 
not  a secondary  symptom.  A major  j 
stumbling  block  to  identifying  al- ! 
coholism  as  a primary  disease  is 
the  manifestation  of  compulsive  andj 
often  toxic,  abnormal  behavior. j 
Historically,  many  alcoholics  and! 
drug  addicts  have  been  labeled  with 
psychiatric  diagnoses.  Their  drink- 
ing or  other  drug  intake  was  thought  j 
to  be  diagnostic  of  a primary  psy-| 
chiatric  disorder.  ' 

Our  first  1,000  treated  physicians^ 
were  carefully  triaged  by  neuro-, 
psychologic  testing,  addictiom 
medicine  assessment,  and  psychi-i 
atric  interviews.  Based  on  both  our 
clinical  studies  of  these  individuals! 
and  the  literature,  alcoholism  andi 
drug  addiction  can  be  differen-, 
tiated  into  the  primary  disease  ofj 
chemical  dependence,  the  primary 
disease  of  psychiatric  illness,  and, 
dual  diagnoses.  This  distinction; 
may  elude  unknowledgeable  phy-i 
sicians  performing  routine  psy-i 
chologic  and  psychiatric  examina-; 
tions.  An  inaccurate  assumption! 
may  be  made  that  depression,  anx-i 
iety,  compulsive  behavior,  and  var-  i 
ied  emotional  responses  are  pri- 
mary to  an  underlying  psychiatric 
disorder,  rather  than  to  the  second- 
ary manifestations  of  the  disease  of 
chemical  dependence. 

The  ASAM  has  established  cri- 
teria for  certifying  addiction  medi- 
cine specialists  who  are  capable  of 
making  these  distinctions.  ASAM 
also  emphasizes  the  importance  of 
including  a qualified  psychiatrist 
and  a competent  neuropsycholo- 
gist on  the  diagnostic  team. 

Specific  ematomic  2uid  physio- 
logic changes  must  be  evident.  The 
last  decade  in  particular,  with  its 
newer  diagnostic  tools,  has  ena- 
bled us  to  appreciate  the  incrimi- 
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nation  of  almost  every  organ  system 
by  this  disease.  As  syphilis  was  the 
great  clinical  imposter  at  the  turn 
of  the  century,  so  are  alcoholism 
and  other  drug  addictions  today.  It 
is  estimated  that  the  admission  of 
every  other  patient  to  a medical/sur- 
gical hospital  is  the  fundamental  re- 
sult of  chemical  abuse  and  disease. 
Literally  every  medical  specialty  is 
touched  by  this  disease. 

I Refinement  of  diagnostic  tech- 
niques, particularly  in  dimensional 
and  electron  radiography,  biopsies, 
and  electrophysiologic  studies, 
have  further  delineated  and  defined 
abusive  alcohol  and  drug  use  from 
true  addictive  disease.  Genetic 
studies  are  advancing  theories  as 
to  the  specific  chromosomes  which 
carry  the  generational,  genetic  mes- 
sages. Diagnostic  clinicians  and 
laboratory  physicians  can  now  dis- 
tinguish abusive  versus  addictive 
changes. 

I Recognizable  sets  of  signs  and 
symptoms  that  permit  accurate  di- 
agnosis must  be  present.  The  seven 
diagnostic  criteria  for  the  disease 
' of  chemical  dependence  are:  Com- 
pulsive use  of  the  drug  with  loss  of 
control;  physical  consequences  of 
the  disease;  emotional  conse- 
quences of  the  disease;  social/spir- 
itual/cultural consequences  of  the 
I disease;  changing  abnormal  toler- 
ance; withdrawal;  blackouts  or  true 
drug  amnesia.  It  should  be  noted 
that  the  criteria  may  not  all  be  dis- 
! cernable  until  the  disease  is  fully 
established. 

1 . The  major  diagnostic  criteria, 
initially  intermittent  and  later  con- 
tinuous, is  compulsive  use  of  the 
I drug  with  loss  of  control.  The  major 
I etiologic  factor  of  this  compulsivity 
I is  the  neurobiochemical  dysfunc- 
tion of  the  neurotransmitter  sys- 
I tem.s  within  the  Medial  Forebrain 
I Bundle  (MFB),  the  so-called  “pleas- 
' ure  pathway.” 

''  The  major  etiologic  component 
i of  compulsivity  is  the  neurotrans- 
mitter abnormality  that  occurs 
within  the  ancient  survival  brain. 


An  inaccurate 
assumption  may  be 
made  that  depression, 
anxiety,  compulsive 
behavior,  and  varied 
emotional  responses 
are  primary  to  an 
underlying  psychiatric 
disorder,  rather  than  to 
the  secondary 
manifestations  of  the 
disease  of  chemical 
dependence. 


The  human  organism  responds  to 
this  biogenetic  abnormality  with 
survival  behavior.  The  chemically 
dependent  individual  will  do  any- 
thing to  live,  to  endure.  At  this  dis- 
ease point,  the  only  alternative  for 
the  alcoholic  and/or  drug  addict  is 
to  take  more  of  the  drug  in  order  to 
correct  the  molecular  dysfunction 
within  the  MFB. 

Far  more  important  than  family, 
job,  health,  or  money  is  the  ancient 
instinct  to  survive.  The  alcoholic 
and/or  drug  addict  has  no  alterna- 
tive at  this  point,  other  than  com- 
pulsive use,  with  loss  of  control 
which  is  the  primary  symptom  of 
the  disease.  Viewing  the  MFB  as  a 
filter,  this  is  the  “broken  filter  dis- 
ease.” 

Many  individuals  drink  or  use 
drugs,  even  to  excessive  bodily 
harm  or  death,  but  they  don’t  be- 
come addicted.  When  an  individual 
crosses  the  biogenetic  wall,  com- 
pulsivity and  other  major  diagnos- 
tic criteria  emerge  because  that  in- 
dividual’s filter  is  broken.  The  MFB 
dysfunctional  neurotransmitter  sys- 
tem, the  broken  filter,  can  only  oc- 
cur if  two  requirements  are  fulfilled: 
abuse  of  the  substance  must  be 
presented  to  the  host’s  ancient  sur- 
vival brain;  and  the  genetic  predis- 


position must  already  be  in  place 
to  respond  to  the  abusive  exposure. 

It  is  now  clear  that  the  disease  of 
alcoholism  and  other  addictions 
has  a genetic  component.  Specu- 
lation as  to  specific  chromosomes, 
such  as  C-1 1 , have  been  postulated. 
However,  there  is  doubt  with  re- 
spect to  identifying  a specific  chro- 
mosome. Evidence  indicates  that 
multiple  chromosomes  are  in- 
volved. 

The  author  recognizes  different 
phases  and  types  of  the  disease  that 
have  served  as  a basis  for  classifi- 
cation. However,  it  is  speculated 
that  the  neurotransmitter  system  of 
dopamine,  serotonin,  and  norepi- 
nephrine within  the  MFB  and  other 
receptor  sites  of  the  hypothalamic 
brain  might  provide  a more  appro- 
priate classification  system.  The 
compulsivity  of  this  disease  is  based 
upon  these  biogenetic  transmitter 
defects.  This  differs  from  the  clas- 
sification used  to  define  other  com- 
pulsive behaviors,  such  as  obliga- 
tory hand-washing,  which  result 
from  specific  nuclear  changes 
within  the  cortical  brain. 

2.  The  second  major  criteria  are 
the  physical  consequences  of  this 
disease  which  involve  almost  every 
organ  of  the  body.  As  discussed 
above  under  specific  anatomic  and 
physiologic  changes,  this  disease 
is  the  great  imposter  of  the  1990s. 
A 1970’s  report  from  Roosevelt  Hos- 
pital indicated  that  when  the  charts 
were  carefully  reviewed,  70%  of  all 
patients  admitted  to  the  hospital 
were  there  as  a result  of  addictive 
disease.  A more  recent  study  by 
ADAMHA  demonstrated  that  1 of 
every  2 beds,  excluding  pediatric 
and  obstetric  services,  in  med-sur- 
gical  hospitals  is  occupied  as  a re- 
sult of  substance  abuse. 

As  previously  mentioned,  con- 
fusion exists  between  the  physical 
changes  due  to  abuse  of  alcohol 
and  other  drugs  and  true  addictive 
disease.  Abuse  itself  can  cause 
serious  physical  consequences,  in- 
cluding death.  Biopsy,  radioactive 
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flow  studies,  advanced  radio- 
graphic  techniques,  etc.,  can  now 
distinguish  between  abusive  and 
addictive  changes  in  the  various  or- 
gans. 

3.  The  third  major  criteria  is  the 
emotional  consequences  of  alco- 
holism and/or  other  drug  addic- 
tions which  occur  initially  in  almost 
every  individual.  Depression,  anx- 
iety, anger,  guilt,  and  a variety 
of  emotional  highs  and  lows  are 
present  and  frequently  mistakenly 
identified  as  primary  psychiatric 
disorders.  Addiction  medicine  spe- 
cialists, with  the  help  of  psychia- 
trists and  complete  neuropsycho- 
logic studies,  can  differentiate  these 
secondary  emotional  complica- 
tions from  primary  psychiatric  dis- 
ease and  dual  diagnoses. 

4.  The  fourth  major  criteria  are  the 
social/spiritual  cultural  conse- 
quences identified  by  evaluating  the 
impact  of  the  addictive  disease  on 
the  individual’s  job,  family,  and  re- 
ligious life.  Denial  and  lack  of 
knowledge  concerning  the  disease 
may  falsely  lead  patients  to  feel  that 
they  drink  and/or  use  other  drugs 
because  of  job,  financial,  legal, 
family,  physical,  and/or  community 
stresses.  In  tmth,  these  stressors  are 
secondary  to  the  compulsive  intake 
of  chemicals. 

The  natural  history  of  the  disease 
leads  to  this  self-deception.  Initially 
the  patient  may  not  have  a serious 
family  argument  every  time  he  or 
she  drinks,  but  every  time  there  was 
a family  argument  the  patient  was 
drinking.  Or  the  patient  may  not  be 
having  trouble  at  work  while  using 
pills,  but  every  time  there  was  trou- 
ble at  work,  the  patient  was  using 
medication.  With  time,  the  relation- 
ship between  the  intake  of  alcohol 
and/or  other  drugs  and  the  conse- 
quences in  the  social/spiritual/cul- 
tural life  becomes  more  apparent. 

5.  Changing  abnormal  tolerance 
is  the  fifth  major  criteria  in  the  di- 
agnosis of  alcoholism.  With  the 
drug  alcohol  used  in  the  normal  or 
abusive  range,  tolerance  may  grad- 


The  major  etiologic 
component  of 
compulsivity  is  the 
neurotransmitter 
abnormality  that  occurs 
within  the  ancient 
survival  brain. 


ually  increase.  But  in  the  diseased 
individual,  there  is  an  initial  dra- 
matic increase  in  tolerance  with  an 
abrupt,  precipitous  fall  at  a later 
date.  Increased  dramatic  tolerance 
in  the  diseased  individual,  as  op- 
posed to  the  non-diseased  abuser 
or  user,  holds  true  with  all  drugs. 
The  rate  of  fall  in  tolerance  varies, 
depending  on  the  drug,  but  is  ab- 
rupt in  the  sedative-hyponotics  and 
stimulants,  and  more  gradual  in  the 
opiod  drugs.  The  variations  in  in- 
tensity and  duration  of  tolerance  are 
marked  and  characteristic  of  the 
disease  of  addiction. 

6.  The  sixth  criteria  diagnostic  of 
disease  is  withdrawal.  Significant 
withdrawal  usually  accompanies 
alcoholism  and  is  progressively 
more  severe.  While  severe  abuse  or 
iatrogenic  heavy  dosages  may  also 
produce  withdrawal,  it  is  usually 
mild  and  temporary.  When  with- 
drawal, rather  than  hangover  oc- 
curs from  the  drug  alcohol,  one 
must  consider  the  diagnosis  of 
chemical  dependence.  Clinical 
withdrawal,  particularly  in  the  sec- 
ond stage  of  hallucinations,  may  go 
unrecognized  by  the  clinician  as  the 
patient  will  withhold  this  informa- 
tion because  of  denial,  fear,  or 
shame. 

7.  Blackouts  or  true  drug  am- 
nesia is  the  final  diagnostic  criteria. 
Abuse  of  alcohol,  which  is  a deriv- 
ative of  ether,  may  produce  a state 
of  unconsciousness.  However,  true 
drug  amnesia  or  blackouts  are  in- 
dicative of  disease  and  are  differ- 
entiated from  toxic  drug  uncon- 
sciousness. Blackouts  are  true  drug 


amnesia  and  can  occur  with  addic-  , 
tion  to  any  of  the  sedative-hypnotic  » 
drugs  as  well  as  with  the  narcotic  i 
agents.  However,  it  does  not  occur! 
with  addiction  to  stimulants  or  hal-u 
lucinogens. 

Returning  to  the  7 components  il 
of  disease  defined  by  Stedman,  the  | 
next  component  is:  The  disease j 
must  have  a predictable,  progres-ij 
sive  course.  While  there  is  tremen- • 
dous  individuality  in  the  timing  and  j 
repetition  of  the  course  of  the  dis-i, 
ease  of  alcoholism  and  other  drugi 
addictions,  there  is  a basic  pre-i 
dictable,  progressive  course.  In. 
1935,  when  a physician  co-founded. 
Alcoholics  Anonymous  (AA),  thei 
eventual  outcome  of  untreated  al-i 
coholism  was  characterized  as  ter- 
minating in  jail,  psychiatric  hospi-i 
talization,  or  death. 

The  disease  of  chemical  depend-' 
ence  is  thus  classified  as  chronic,, 
progressive,  relapsing,  and  lethal  if 
untreated.  This  makes  attempts  to 
teach  alcoholics  and/or  drug  ad- 
dicts to  drink  and/or  use  socially’ 
medically  unsound  and  potentially’ 
life-threatening.  There  must  be  es- 
tablished etiologic  agents  or  causes  i 
responsible  for  the  disease.  There: 
is  no  question  that  the  disease  is  a 
product  of  the  agents  (alcohol  and 
drugs),  the  environment,  and  the 
biologic-genetic  characteristics  of; 
the  individual.  However,  exact  eti-; 
ologic  components  or  causes  have 
not  yet  been  elucidated.  This  also 
holds  true  with  other  diseases  in- 
cluding cancer  and  myocardial  in- 
farctions. 

In  the  alcoholic,  we  know  the 
agent  is  the  drug,  alcohol.  It  must 
interact  with  the  individual’s  ge- 
netic predisposition  and  environ-i 
ment  which  play  a major  role  in  the 
development  of  alcoholism.  It  is  ap- 
preciated that  alcohol  is  the  agent,, 
but  it  must  be  recognized  that  it  is 
an  agent  used  with  far  greater  tol- 
erance and  duration  by  some  abus- 
ers. Therefore,  the  disease  cannot 
be  caused  by  the  agent  alcohol 
alone,  but  rather  by  the  way  in  which 


the  agent  reacts  in  the  body.  This 
is  why  the  author  characterizes 
chemical  dependence  as  a “Broken 
Filter  Disease,”  like  diabetes.  In  the 
I disease  paradigm,  we  describe  the 
' agent  as  drugs,  the  host  as  the  in- 
I dividual,  and  the  environment  as 
the  culture  or  community  in  which 
the  individual  lives. 

We  know  that  abuse  alone,  with- 
out the  genetic  predisposition,  may 
produce  serious  damage  or  kill  the 
individual,  but  by  itself  abuse  will 
not  produce  the  disease.  Therefore, 
abuse  alone  will  not  produce  the 
compulsivity  or  the  other  major 
symptoms  of  the  disease  of  chem- 
ical dependence.  Appreciating  that 
variables  such  as  age,  sex,  and 
choice  of  drugs,  determine  the  rate 
* and  incidence  of  crossing  the  bio- 
genetic  wall,  no  alcoholic  or  drug 
addict  can  ever  go  back  across  that 
wall  and  become  an  abuser  again, 
nor  can  the  individual  learn  to  drink 
socially.  One  hears  of  individuals 
who  appear  to  drink  or  use  addic- 
tively  and  then  start  drinking  and 
using  socially.  However,  these  in- 
dividuals are  abusers  rather  than 
i people  suffering  from  the  disease 
; of  chemical  dependence, 
i With  the  genetic  predisposition, 
the  addict,  the  diseased  individual, 
undergoes  molecular  depletion  of 
the  endorphin-enkephalin  metab- 
olism within  the  ancient,  reptilian- 
li  derived  survival  hypothalamic  brain, 

I'  specifically  within  the  MFB.  During 
the  diseased  state,  this  survival  brain 
(in  which  “concrete”  thinking  and 
instinctual  behavior  have  been  de- 
rived for  survival  of  the  species) 
undergoes  depletion  of  the  neuro- 
molecular  system  involving  the 
i neurotransmitters.  Compulsive 
drug-taking,  despite  adverse  con- 
sequences, is  the  only  avenue  of 
j survival  open  to  the  non-recovering 
alcoholic  or  drug  addict.  This  is  the 
dynamic  of  compulsivity  — the  pri- 
mary symptom  of  the  disease  and 
also  the  dynamic  of  the  lethal  na- 
ture of  the  disease. 

There  are  millions  of  people  in 
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this  country  who  have  the  genetic 
predisposition,  but  who  for  cul- 
tural, health,  personal,  or  religious 
reasons  do  not  abuse,  so  they  don’t 
manifest  the  disease.  If  in  later  life 
they  do  abuse,  they  will  manifest 
the  disease. 

Addiction  often  skips  a genera- 
tion in  transmission.  Eighty-seven 
percent  (87%)  of  our  first  1,000 
chemically  dependent  physicians 
demonstrated  the  disease  of  addic- 
tion within  the  first  two  genera- 
tions. 

Approximately  55  years  ago,  the 
cofounders  of  AA,  a physician  and 
a stockbroker,  recognized  alcohol- 
ism as  a primary  illness  with  re- 
covery contingent  on  total  absti- 
nence. Today,  AA  continues  to  be 
one  of  the  most  effective  treatment 
modalities  for  this  disease,  partic- 
ularly as  it  relates  to  long-term  care. 

Summary 

Intensive  work  needs  to  continue 
on  the  genetic  characteristics  of  the 
X-Y  chromosome.  There  needs  to 
be  further  clarification  of  the  allele 
penetrants  and  the  oncogenes,  as 
well  as  determination  of  the  spe- 
cific chromosomes.  It  is  now  ap- 
parent that  the  neurotransmitters, 
particularly  dopamine,  seratonin, 
and  norepinephrine,  as  related  to 
the  MFB  receptor  sites,  are  a deter- 
mining factor  in  the  presence  or  ab- 
sence of  this  disease.  However,  the 
exact  manner  in  which  these  neu- 
rotransmitters and  receptor  sites  act, 
particularly  in  terms  of  the  feed- 
back systems,  remains  obscure. 

New  receptor  sites  are  also  being 


discovered  and  additional  neuro- 
transmitter systems,  such  as  the 
second  messenger  system,  uncov- 
ered. It  would  be  naive  at  this  point 
to  attempt  to  delineate  specific  re- 
ceptor sites  or  neurotransmitter 
systems  as  the  absolute  determi- 
nant of  the  disease.  However,  the 
basic  heuristic  model  accepted  by 
the  Georgia  Impaired  Health 
Professionals  Program  remains 
valid. 

The  heuristic  model  proposed  in 
the  past  15  years  remains  basically 
intact  and  valid.  In  this  model,  it  is 
apparent  that  the  essential  disease 
criteria  are  fulfilled  by  alcohol  and 
other  drug  addictions.  Chemical 
dependency  is  a primary,  psycho- 
social, biogenetic  disease. 

The  American  culture,  however, 
often  fails  to  appreciate  the  differ- 
ence between  controlled  abusive 
use  and  the  uncontrolled  addictive 
user.  They  do  not  understand  that 
controlled  abusive  use  can  lead  to 
severe  physical  changes,  even 
death.  They  are  ignorant  about  the 
biogenetic  components  in  the  MFB, 
which  dictate  in  the  face  of  genetic 
predisposition  the  compulsivity  of 
the  disease.  As  alcohol  and  other 
drug  addictions  become  more 
common,  people  continue  to  as- 
sign such  misleading  labels  to  the 
alcoholic  and  drug  addict  as  weak 
willed,  bad  and  evil.  A diagnosis  of 
mental  illness,  or  primary  psychi- 
atric disease,  is  incorrect  when  as- 
signed to  the  truly  diseased  alcohol 
or  other  dmg  addicted  patient.  False 
comparisons,  denial,  ignorance, 
bias,  and  prejudice  play  major  roles 
in  preventing  many  Americans  from 
seeing  chemical  dependence  as  a 
true  primary  disease. 

Review  of  the  2,700  physicians 
treated  has  demonstrated  that  the 
initial,  most  important  factors  in  re- 
covery are  knowledge  and  accept- 
ance of  alcoholism  and  other  drug 
addiction  as  a primary,  psychoso- 
cial, biogenetic  disease.  Until  pa- 
tients were  able  to  accept  this  dis- 
ease precept,  embarrassment. 
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shame,  and  guilt  fed  into  their  de- 
nial process,  preventing  effective 
recovery.  Seeing  their  compulsivity 
in  the  framework  of  biologic  defect 
in  the  MFB  with  genetic  predispo- 
sition is  mandatory  if  the  individual 
is  to  begin  to  establish  an  effective 
recovery  process.  Only  then  can  the 
individual  look  at  the  disease  pre- 
cept and  understand  the  para- 
mount role  of  AA  or  Narcotics 
Anonymous  (NA)  in  their  recovery. 

Our  challenge  remains  to  alert 
both  the  general  population  and  our 
health  professionals  to  the  fact  that 
addiction  to  alcohol  and  other  dmgs 
is  truly  a primary,  psychosocial, 
biogenetic  disease.  Misinforma- 
tion, lack  of  awareness,  denial,  and 
bias  need  to  be  overcome.  Over  200 
years  ago,  the  words  of  Alexander 
Pope  were  truly  prophetic  as  they 
now  relate  to  the  illness  of  alco- 
holism and  other  drug  addictions: 
“To  know  ourselves  diseased  is  half 
the  cure.” 
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QUOTES 

I ran  from  grief;  grief  ran  and 
overtook  me. 

FRANCIS  QUARLES:  Emblems,  II,  1635 

Nature  has  given  us  life  at 
interest  like  money,  with  no  day 
fixed  for  repayment. 

CICERO: 

/ thank  God  I am  as  honest  as 
any  man  living  that  is  an  old 
man  and  no  honester  than  I. 

SHAKESPEARE: 

Much  Ado  About  Nothing,  iii,  c. 

1599 

The  natural  man  has  a difficult 
time  getting  along  in  this  world. 
Half  the  people  think  he  is  a 
scoundrel  because  he  is  not  a 
hypocrite. 

E.  w.  HOWE:  Sinner  Sermons,  1926 
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OVER  THE  PAST  2 decades,  Geor- 
gia has  seen  the  growth  of 
I several  outstanding  treatment  facil- 
1|  ities,  which  has  allowed  this  state 
to  assume  national  leadership  in 
I addiction  treatment.  We  asked  the 
directors  of  several  of  these  treat- 
ment centers  to  discuss  their  views 
about  the  status  of  treatment  for  the 
addicted  patient  and  their  view  of 
future  developments.  The  following 
, directors  contributed  information 
i from  which  this  article  is  derived: 
Charles  Allard,  M.D.,  Decatur  Hos- 
pital, Decatur;  James  T.  Alley,  Al- 
, cohol  and  Drug  Associates,  Macon; 
Farrell  Braziel,  M.D.,  Ridgeview  In- 
stitute, Smyra;  James  L.  Daniel,  M.S., 
I Gwinnett  Treatment  Center,  Buford; 

Paul  H.  Earley,  M.D.,  CPC,  Park- 
f wood  Hospital,  Atlanta;  Michael  C. 
i Gordon,  M.D.,  Brawner  Psychiatric 
i Hospital,  Smyrna;  Thomas  J.  Hes- 
: ter.  Charter  Peachford  Hospital,  At- 
I lanta;  and  Richard  J.  Turner,  M.D., 
Woodridge  Hospital,  Clayton. 

Concensus  was  reached  on  the 
major  problem  areas  which  pres- 
ently occur  in  the  treatment  cen- 


All  of  the  directors 
were  distressed  by  the 
inability  of  health 
managers  to  dialogue 
with  the  treating 
physician  about  patient 
care. 


ters.  Paramount  was  the  concern 
regarding  managed  health  care. 
Widespread  is  the  practice  now  that 
non-addiction  medicine  physicians 
are  dictating  the  treatment  course 
and  length  of  stay  for  alcoholics  and 
drug  addicts.  It  is  apparent  that 
many  of  these  individuals  are  not 
educated  about  the  primary,  psy- 
chosocial, biogenetic  characteris- 


Dr.  Talbott  is  Director,  Georgia  Impaired  Health 
Professionals  Program;  Founder,  Talbott-Marsh 
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treatment  centers  which  are  listed  in  the  article. 
Dr.  Talbott’s  address  is  1669  Phoenix  Parkway,  Suite 
102,  Atlanta,  GA  30349. 


tics  of  the  disease  of  chemical  de- 
pendence. Since  their  involvement 
has  been  predicated  upon  fiscal 
concerns,  their  decisions  are  based 
on  minimal  hospital  stays.  All  of  the 
directors  were  distressed  by  the  in- 
ability of  these  health  managers  to 
dialogue  with  the  treating  physician 
about  patient  care.  These  health 
managers  often  based  their  deci- 
sions upon  inadequate  knowledge 
and  biased  attitudes.  Several  ex- 
amples were  given  where  non- 
medically  trained  individuals  were 
rendering  medical  judgments  and 
decisions  which  profoundly  af- 
fected the  patient.  It  was  pointed 
out  that  this  was  reminiscent  of  the 
treatment  decisions  rendered  by 
non-medically  trained  individuals 
in  the  employee  assistance  pro- 
grams. 

A second  major  concern  per- 
tained to  insurance  companies  de- 
nying chemically  dependent  peo- 
ple adequate  hospitalization,  while 
there  was  inadequate  or  no  cover- 
age for  outpatient  services.  Many  of 
the  directors  felt  this  reflected  a pu- 
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nitive  attitude  toward  the  alcoholic 
and  drug  addict.  Many  of  the  inter- 
views with  health  managers  re- 
vealed their  belief  that  addiction  is 
self-induced,  and  moralistic  and 
ethical  attitudes  were  expressed. 
Once  again,  it  became  apparent 
there  was  no  understanding  of  this 
illness  in  the  biologic,  genetic 
sense.  One  director  stated  that  “the 
war  on  drugs”  had  become  “the  war 
on  addicts,”  and  this  was  one  bat- 
tlefield on  which  success  would  be 
limited  or  lost. 

Another  area  of  universal  con- 
cern is  for  the  underprivi- 
leged, the  uninsured,  and  special 
populations  such  as  pregnant  ad- 
dicts, addicts  with  contra-cultural 
sexual  preferences,  addicts  with 
hearing  difficulties,  and  addicts  with 
AIDS.  Treatment  for  these  individ- 
uals has  not  been  adequately 
funded,  nor  have  they  been  ade- 
quately treated.  Some  of  these 
problems  have  been  attributable  to 
ignorance  and  prejudice. 

A fourth  area  of  concern  voiced 
by  the  directors  was  the  attempt  to 
demand  fixed  length  of  stays  in  the 
hospital  for  alcoholics  and  drug  ad- 
dicts with  little  realization  of  the 
varied  courses  which  these  dis- 
eases manifest  in  different  individ- 
uals. Lack  of  treatment  flexibility 
was  described  as  a serious  concern 
by  these  directors. 

Dual  diagnosis  continues  to  be  a 
growing  concern  to  the  addiction 
medicine  specialist.  Definition  as 
to  the  primary  problem,  psychiatric 
or  addictive,  often  requires  time  to 
delineate.  Managed  care  compa- 
nies requiring  precertification,  con- 
tinued stay  justifications,  and  often 
drastically  shortened  lengths  of  stay 
do  not  provide  adequate  time.  These 
patients  may  at  times  be  misdi- 
agnosed and  prescribed  psychiatric 
medications  which  can  have  dis- 
astrous results. 

Several  of  the  directors  men- 
tioned their  apprehension  about  the 
lack  of  understanding  and  treat- 
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limited  or  lost. 


ment  of  the  now  recognized  addic- 
tive diseases,  such  as  nicotine  ad- 
diction, gambling  addiction,  sexual 
addiction,  workaholism,  and  eating 
disorders.  These  will  be  incorpo- 
rated into  the  general  addictive  dis- 
ease programs  with  special  tracks 
addressing  the  specific  issues.  In 
the  past,  separate  facilities  have 
often  been  created  to  deal  with  these 
addictions.  Future  efforts  address 
incorporating  these  special  tracks 
into  a general  program  with  “break- 
out tracks”  to  deal  with  these  is- 
sues. 

In  addition,  problems  in  inter- 
personal relationships,  such  as  co- 
dependence and  adult  children  of 
alcoholic  issues,  need  to  be  vig- 
orously addressed.  Yet  many  treat- 
ment centers  continued  to  focus 
only  on  alcohol  and  other  drug  ad- 
dictions, to  their  exclusion.  The 
need  to  further  define  these  entities 
and  provide  adequate  treatment  for 
these  addictions  was  realized  by 
many  of  the  directors. 

While  the  treatment  center  di- 
rectors recognized  their  ma- 
jor problems,  there  was  an  air  of 
optimism  and  excitement  about 
their  future  course.  One  of  the  more 
promising  events  mentioned  was 
the  April  5,  1991,  publication  of  the 
ASAM/NAATP  placement  criteria. 
Thirteen  hundred  (1,300)  reviewers 
tested  these  documents  at  a con- 
ference held  recently  in  Atlanta. 
Preliminary  criteria  and  standards 


are  now  available  which  can  be  uti- 
lized in  treating  the  alcoholic  and 
drug  addict.  These  standards  will 
have  added  value  in  establishing 
criteria  for  managed  health  care. 
Hopefully,  they  will  lend  credibility 
to  flexible  treatment  lengths  of  stay 
and  stem  the  monetary-driven  fixed 
detoxification  days  which  some  of 
the  managed  health  care  compa- 
nies are  demanding. 

Several  of  the  directors  com- 
mented on  the  use  of  multi- 
treatment combinations  of  hospi-  ; 
talization,  inpatient,  outpatient,  and  i 
residential  outpatient  care  to  pro- 
vide more  effective  treatment.  It  is  | 
apparent  that  the  historical  28-day  ; 
inpatient  alcohol  and  drug  treat-  ■ 
ment  program  is  obsolete,  as  ap- 
plied to  all  patients  across  the 
board.  However,  it  is  also  apparent  j 
that  time,  as  defined  as  healing  time, 
plays  a significant  role  in  recovery. 
Utilizing  the  combinations,  treat- 
ment can  be  provided  for  longer  pe- 
riods of  time  for  the  same  treatment 
dollars  as  that  of  the  old  28-day  in- 
patient program. 

Treatment  outcome  studies  will 
also  be  used  to  provide  gauges  as 
to  the  effectiveness  of  varied  treat- 
ment approaches.  Such  treatment 
outcome  studies  will  allow  a more 
individualized  approach.  These 
studies  will  also  provide  additional 
criteria,  not  only  for  the  effective- 
ness of  various  programs,  but  also 
for  the  specific  characterization  of 
patients  with  dual  diagnosis.  Utiliz- 
ing treatment  outcome  studies  pro- 
vides financial  justification  of  the 
effectiveness  of  various  treatment 
program  modalities  and  will  shed 
light  on  inpatient  versus  outpatient 
treatment.  The  length  of  stay  in 
treatment  can  also  be  more  accu- 
rately assessed  with  the  treatment 
outcome  studies. 

Several  directors  discussed  the 
future  of  the  families  impacting  the 
treatment  of  the  alcoholic  and  drug 
addict.  Evidence  to  date  has  shown 
that  involvement  of  the  family  in  the 


treatment  process  will  shorten  the 
time  needed  for  treatment  and  im- 
prove the  quality  of  recovery.  With 
the  clearer  understanding  of  co- 
dependency in  family  members,  the 
impact  on  the  patient  is  impres- 
sively positive.  In  the  future,  the 
other  disciplines  of  medicine  treat- 
ing illnesses  such  as  cancer,  stroke, 
and  heart  disease,  will  learn  and 
benefit  from  the  manner  in  which 
addiction  medicine  is  using  total 
family  therapy. 

Founded  in  June  of  1935  by  a 
physician  and  a stockbroker. 
Alcoholics  Anonymous  has  proved 
to  be  the  prototype  of  the  self-help 
group.  To  date,  over  110  self-help 
groups  have  sprung  up  for  almost 
every  kind  of  disease  and  dysfunc- 
tional behavior.  The  future  of  treat- 
I ment  center  programs  contains  var- 
ious methods  of  bonding  patients 
with  these  self-help  groups.  The 
value  of  Alcoholics  Anonymous  in 
the  role  of  long-term  aftercare  is  now 
j apparent,  but  it  often  takes  specific 
approaches  to  lock  these  patients 
into  bonding  with  the  self-help 
! group.  The  12-step  programs  con- 
tinue to  form  the  treatment  core  of 
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many  addictive  disease  center  pro- 
grams. 

Several  of  the  directors  indicated 
their  belief  that  future  technology 
will  improve  and  specifically  will 
include  more  pharmacologic  ap- 
proaches to  acute  and  protracted 
individual  withdrawal  states,  more 
sophisticated  relapse  prevention 
technology,  and  increased  utiliza- 
tion and  incorporation  of  experien- 
tial therapy  techniques. 


In  summary,  the  directors  were 
acutely  aware  that  the  major  in- 
dustries in  this  country  sensitive  to 
rising  health  costs  as  their  largest 
problem  have  turned  to  managed 
health  care,  demanding  shorter 
hospital  stays  and  fixed  treatment 
programs.  Punitive  and  moralistic 
views  stigmatizing  chemically  de- 
pendent patients  seemed  to  be 
present.  The  majority  of  the  direc- 
tors, however,  were  optimistic  about 
the  long-term  future  for  the  treat- 
ment of  the  diseases  of  alcoholism 
and  drug  addiction,  as  more  knowl- 
edge is  gained  and  the  public  better 
educated.  It  was  their  general  feel- 
ing that  the  public  opinion  pen- 
dulum regarding  the  diseases  of  ad- 
diction would  swing  back,  and  the 
disease  model  would  replace  the 
moralistic  models  of  today.  New, 
innovative,  multi-disciplinary  treat- 
ment programs  would  then  result 
in  a higher  recovery  rate  for  the  al- 
coholic and  drug  addict.  Many  of 
the  new  innovative  programs  in- 
volving self-help  groups,  experien- 
tial therapy,  and  advanced  and  ho- 
listic family  therapy  would  serve  as 
a model  for  the  treatment  of  other 
diseases  in  the  future. 
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Finally 

A Substance  Abuse 
Program  With 
MORE  Substance 
And  Less  Abuse. 


We 


fe  don’t  just  help 
substance  abusers,  we 
teach  them  how  to  help 

thpmselves. 

When  someone  has  an  addic- 
tion problem,  it  changes 
the  way  they  see  things. 

Including  themselves. 

But  treatment  can 

help  you  to  understand  the  different  forces  that  go 
on  in  an  addicted  persons  life. That’s  why  we  teach 
you  as  much  about  your  situation  as  we  can. The 
cycles  of  your  dependency,  who  it  affects,  and  when 
it  started.  The  answers  may  surprise  you. 

But  only  when  you  truly  understand  your  situ- 
ation can  you  begin  to  make  the  changes  that  will 
permanently  improve  your  life. 

The  myth  about  addictious. 

Substance  abuse  is  only  part  of  the  problem.  The 
fact  is,  an  addicted  person  is  the  victim  of  a disease 


just  like  a cancer  or  diabetes 
patient.  It  is  not  the  result  of  a 
moral  weakness  that  should  be 
controlled  by  willpower  alone. 

We  know  how  it  feels  to  try 
and  fail.  Or  to  be  too  afraid  to 
try  at  all. 

Often  the  addiction  is  a re- 
sponse to  other  problems,  ^ 
and  other  people  may  be  involved.  It  is  best 
solved  when  you  understand  the  relationship  of 
everyone  involved. 

We  can  show 


understand  those  relationships  and  handle  your 
problems  constructively. 

The  truth  about  recovery. 

For  any  number  of  reasons,  there  are  driving 
forces  in  the  addicted  person’s  life  that  cause  them 
to  become  dependent  on  a substance  and  seek  '] 

I 

satisfaction  through  it.  It  could  be  alcohol,  food,  or  | 
drugs.  We  can  help  you  re-route  those  forces  into  a 
more  constructive  form.  So  you 


control  them.  You  will  discover  more  positive  ways 
to  find  fulfillment  for  yourself.  And  your  family. 

Our  carefully  designed  treatment  programs 
combine  a friendly,  supportive  environment  with 
expert  supervision.  In  fact,  some  of  our  profes- 
sionals are  in  recovery  themselves. 

Although  substance  abuse  is  a serious  medical 

} 

problem,  recovery  is  possible.  And  that’s  the  truth,  j 

i 

i 

For  more  information,  call  our  24  hour  j 

I 

Helpline  at  404-377-5768.  ' 


DECATUR 
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You  Can  Win,  We  Can  Help. 
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The  Georgia  Impaired 

Program 

John  Lenton,  M.D. 


The  purpose  of  Georgia’s  Im- 
paired Physicians  Program  is 
; primarily  to  protect  the  public  from 
! potential  harm.  Secondarily,  resto- 
ration of  impaired  physicians  to 
productive  practice  when  possible 
is  vigorously  pursued.  On  the  other 
hand,  those  who  cannot  be  reha- 
bilitated need  consideration  and 
assistance  in  their  transition  to  al- 
ternative occupations  or  retire- 
; ment.  Three  areas  of  impairment  are 
, addressed  by  the  Georgia  Program: 

’ 1)  substance  use  disorders,  2)  men- 
tal illness,  and  3)  debilitating  phys- 
ical illness.  Substance  use  disor- 
ders account  for  the  majority  of 
impairment  problems,  and  the  in- 
cidence in  physicians  is  estimated 
j to  be  about  double  that  in  the  gen- 
eral population  (ie,  10  percent  -vs- 
: 5 percent).  The  exact  reasons  for 
this  bias  are  obscure;  however, 
unusual  stresses  accompanying 
medical  practice,  availability  of 
; psychotropic  drugs,  and  genetic 
I predisposition  have  all  been  ad- 
vanced as  putative  risk  factors. 

The  Georgia  Program  is  a vol- 
untary one,  with  no  enforcement 

1^ 
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is  a voluntary  one,  with 
no  enforcement  powers 
or  disciplinary 
authority  and  is 
independent  from  the 
Composite  State  Board 
of  Medical  Examiners. 


powers  or  disciplinary  authority  and 
is  independent  from  the  Composite 
State  Board  of  Medical  Examiners. 
While  the  Program  offers  guidance 
and  assistance  to  impaired  physi- 
cians in  matters  of  therapeutic  in- 
tervention and  continuing  care,  it 
does  not  and  cannot  shield  them 
from  the  consequences  of  illegal 
activities  or  incompetency. 

In  the  early  1970s,  the  American 
Medical  Association  and  several 
state  component  societies  became 


Dr,  Lenton  is  Medical  Director  of  Georgia’s  Im- 
paired Physicians  Program. 


Physicians 


active  in  the  movement  to  help  “im- 
paired” physicians.  Initially  these 
activities  were  called  “disabled 
doctor  programs.”  In  Georgia,  MAG 
appointed  a committee  of  dedi- 
cated and  concerned  physicians 
who  undertook  the  sisyphean  task 
of  receiving  reports  from  impaired 
practitioners’  family  members,  col- 
leagues, and  other  sources;  arrang- 
ing and/or  conducting  interven- 
tions; and  referral  to  appropriate 
treatment.  In  this  fashion,  the  com- 
mittee had  steered  some  300  Geor- 
gia doctors  into  rehabilitation  by 
1990  — a commendable  record  — 
but  the  scope  of  the  problem  sur- 
passes what  can  be  reasonably  ex- 
pected of,  or  accomplished  by,  a 
volunteer  group  whose  primary  re- 
sponsibilities lie  elsewhere. 

In  recent  years,  several  phenom- 
ena have  dictated  significant 
changes  and  refinements  in  the 
Georgia  Program,  e.g.,  heightened 
sensitivity  of  the  public  to  issues  of 
professional  impairment,  the  adop- 
tion of  hospital  programs  address- 
ing staff  impairment  as  a function 
of  quality  assurance  and  peer  re- 
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view,  and  increasing  regulatory  ac- 
tivity by  State  and  Federal  agencies 
— events  which  increase  the  need 
for  services  to  the  public  and  phy- 
sicians alike  if  our  profession  is  to 
meet  its  obligations  and  to  main- 
tain credibility. 

Moving  to  address  current  and 
future  imperatives,  in  1990 
MAG  hired  a part-time  medical  di- 
rector experienced  in  addiction 
medicine  and  program  administra- 
tion to  further  develop  and  imple- 
ment the  Impaired  Physicians  Pro- 
gram. The  goals  for  the  immediate 
future  are  to  become  effective  in 
identifying  impaired  physicians,  to 
expand  and  improve  the  interven- 
tion process,  and  to  become  more 
effectively  involved  in  monitoring 
aftercare  and  providing  advocacy 
for  recovering  physicians. 

The  Program  essentially  ad- 
dresses quality  assurance  and  risk 
management  issues  and  can  act  as 
a central  “clearing  house”  in  mat- 
ters of  physician  impairment,  as- 
suming that  there  is,  or  will  be, 
widespread  support  by  Georgia’s 
physicians,  hospitals,  and  the  Com- 
posite Board  of  Medical  Examiners. 

Regulatory  agencies,  by  their  very 
nature,  do  not  address  physician 
impairment  issues  therapeutically. 


The  Program 
essentially  addresses 
quality  assurance  and 
risk  management  issues 
and  can  act  as  a central 
“clearinghouse’’  in 
matters  of  physician 
impairment. 


although  this  is  changing  in  some 
states.  More  often,  the  licensing 
agencies  are  limited  in  their  actions 
to  disciplinary  measures,  such  as 
reprimands,  suspensions,  or  revo- 
cation of  licensure.  Rightly  or  not, 
such  actions  are  often  perceived  as 
being  unduly  punitive.  The  AMA  has 
drafted  model  legislation  which,  if 
adopted,  would  expand  licensing 
boards’  options  so  that  impairment 
could  be  addressed  more  therapeu- 
tically. This  approach  has  been  very 
successful  in  Florida,  for  example, 
and  was  made  possible  by  legis- 
lative changes.  The  Georgia  Code 
does  not  provide  options  such  as 
those  recommended  by  the  AMA, 
and  new  legislation  would  be  re- 
quired to  effect  such  change. 

Experience  has  shown,  to  date. 


that  it  is  unrealistic  to  expect  that 
the  committee  or  its  medical  direc- 
tor can,  unaided,  significantly  im- 
pact the  status  quo  regarding  atti- 
tudes or  reactions  toward  impaired 
physicians  in  Georgia.  There  needs 
to  be  some  middle  ground  between 
“crime  and  punishment”  and  “ill- 
ness and  recovery.”  In  closing,  I 
quote  Janice  J.  Robertson  (formerly 
Administrator,  AMA  Physician  As- 
sistance Program); 

“In  reflecting  on  what  has  tran- 
spired during  this  past  decade,  I 
suspect  that  future  program  sue- , | 
cess  will  depend  heavily  on  three 
elements;  continued  collaboration 
and  cooperation  among  health  ii 
professions,  the  forging  and  main- 
tenance  of  strong  links  between  the 
medical  society  and  the  medical .. 
board,  and  program  promotion.  It  1 1 
is  the  latter  element  that  I think  will 
be  the  key  to  program  survival  as 
well.  Those  who  have  been  helped 
by  these  programs  need  to  com-  i 
municate  their  success  to  their 
state’s  leadership.  They  need  to 
show  that  these  programs  really  do 
make  a difference.”’ 

Reference 

1.  In,  The  Advocate,  The  Impaired  Physicians 
Program  Newsletter,  The  Louisiana  State  Medical  ' 
Society,  New  Orleans.  Vol.  5,  No.  2,  1990. 


348 


Journal  of  MA 


Codependency:  The  Legacy  d the 
Dysfuncticnal  Fami^ 

Katherine  W.  McCullough,  M.S.,  L.P.C.,  C.A.C. 


Codependency  is  a word  that  is 
heard  with  increasing  fre- 
quency these  days,  and  yet  it  has 
las  many  definitions  and  connota- 
! tions  as  there  are  people  using  the 
I term.  Different  authors  have  ap- 
, proached  the  subject  from  various 
angles  — some  taking  a behavioral 
perspective  and  others  taking  an 
j,  historical  perspective.  The  infor- 
mation presented  here  is  intended 
as  a broad  overview  of  the  subject, 
tying  together  the  following  con- 
jCepts:  definition,  adult  character- 
jistics,  parental  interactions,  paren- 
tal deficits,  guilt/shame,  and 
irecovery.  These  aspects  together  are 
Ithe  most  important  pieces  of  the 
codependency  puzzle.  The  defini- 
ition  provides  a working  model  for 
jiunderstanding  the  bigger  picture, 
;and  places  the  concept  of  code- 
pendency within  the  context  of  ad- 
diction. The  section  on  the  adult 
characteristics  describes  the  symp- 
toms as  they  present  in  the  here  and 
"now.  It  is  a look  at  codependency 

Iin  the  present  — the  behavioral  per- 
spective. The  sections  on  parental 
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trauma  of  inadequate 
or  insufficient 
parenting. 


interactions  and  parental  deficits 
provide  the  basis  for  an  interac- 
tional explanation  of  the  etiology  of 
codependence.  They  are  a look  at 
codependency  in  the  past  — the 
historical  perspective.  The  discus- 
sion of  guilt/shame  focuses  on  par- 
ticular emotional  scars  that  this  past 
produces.  The  final  section  on  re- 
covery is  a look  at  the  future.  There 
is  a wealth  of  literature  on  code- 
pendency, what  it  is  behaviorally 
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and  where  it  comes  from  histori- 
cally, but  little  has  been  written 
about  what  to  do  with  it  and  how 
to  treat  it. 

Definition 

Many  definitions  of  codepen- 
dency include  a description  of  a be- 
havioral pattern.  There  has  also 
been  an  ongoing  attempt  to  include 
codependency  in  the  next  edition 
of  the  Diagnostic  and  Statistical 
Manual  of  Mental  Disorders  and 
much  work  has  been  done  to  list 
the  diagnostic  criteria  in  that  for- 
mat, Cermak  has  proposed  diag- 
nostic criteria  in  his  book  Diagnos- 
ing and  Treating  Co-Dependence? 
The  question,  however,  is  “Is  a de- 
scription of  what  codependence 
looks  like  the  same  thing  as  a def- 
inition?”. It  is  certainly  part  of  the 
whole,  but  it  doesn’t  address  the 
other  important  question  — “What 
is  it?”. 

At  its  very  basis,  codependency 
is  the  loss  of  self  — a spiritual  dis- 
connection resulting  from  the 
trauma  of  inadequate  or  insuffi- 
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cient  parenting.  This  trauma  can  be 
of  a physical,  sexual,  emotional,  or 
spiritual  nature.  It  creates  the  ex- 
perience of  a void  within  the  child 
that  grows  over  time.  Many  alco- 
holics and  addicts  talk  about  trying 
to  fill  with  alcohol  and  drugs  the 
“hole”  that  they  experience  in 
themselves.  It  is  this  “hole”  that 
fuels  the  addictions. 

The  child  who  grows  up  in  the 
presence  of  physical,  sexual,  emo- 
tional, or  spiritual  trauma  will  de- 
velop emotional  defenses  against 
that  trauma.  Without  conscious 
knowledge  of  what  fuels  his/her  be- 
havior, that  child  may  first  use  food 
as  a way  to  affect  the  neurotrans- 
mitters that  alter  his/her  mood.  A 
child  will  unconsciously  learn  to  al- 
ter his/her  biochemistry  in  ways  that 
temporarily  seem  to  fill  the  void  and 
ease  the  pain.  As  the  child  matures, 
other  opportunities  present  them- 
selves: exercise,  alcohol,  dmgs,  sex, 
relationships,  religion,  shoplifting, 
gambling,  emotional  outbursts,  or 
living  on  the  edge.  All  of  these  be- 
haviors affect  the  neurotransmitters 
in  some  fashion  and  consequently, 
if  the  genetic  predisposition  is  pres- 
ent, have  the  potential  to  develop 
into  addictions.  Inadequate  or  in- 
sufficient parenting,  then,  produces 
the  disconnection  from  self,  caus- 
ing the  development  of  compen- 
satory behaviors,  which  in  the  pres- 
ence of  a genetic  predisposition 
result  in  addiction. 

Adult  Charactertistics  of 
Codependence 

As  a group,  codependents  pos- 
sess certain  recognizable  charac- 
teristics that  develop  in  reaction  to 
the  dysfunction  that  existed  around 
them  as  children.  Instead  of  a sense 
of  self-esteem,  they  have  “other-es- 
teem” where  they  get  their  sense  of 
worth  from  people,  places,  and 
things  outside  themselves.  This  ex- 
ternal referencing  makes  them  very 
concerned  about  what  others  think 
about  them.  They  easily  take  on  the 
feelings  of  those  around  them,  and 


350 


Inadequate  or 
insufficient  parenting 
produces  the 
disconnection  from 
self,  causing  the 
development  of 
compensatory 
behaviors,  which  in  the 
presence  of  a genetic 
predisposition  result  in 
addiction. 


they  become  involved  in  the  pain 
of  others,  finding  it  difficult  to  sep- 
arate their  issues  from  those  around 
them. 

Under  the  guise  of  being  helpful, 
codependents  try  to  make  them- 
selves indispensable.  Many  times 
they  do  for  others  what  would  better 
be  left  to  the  other  person  to  do. 
Out  of  a deep  seated  need  to  be 
needed,  the  codependent  tries  to 
be  all  things  to  all  people,  rarely 
acknowledging  his/her  own  suffer- 
ing. Consequently,  the  role  of  the 
codependent  in  a relationship  tends 
to  be  that  of  the  martyr/saint  that 
enables  the  partner  to  be  dysfunc- 
tional, i.e.,  the  alcoholic  marriage. 

Codependents  as  a group  have  a 
unique  relationship  with  feelings. 
In  general,  they  are  either  out  of 
touch  with  their  own  feelings  or  may 
experience  difficulty  in  identifying 
specific  feelings.  Understanding 
how  others  feel  causes  them  to  in- 
validate their  own  emotional  real- 
ity. Therefore,  over  time  they  get  far- 
ther and  farther  out  of  touch  with 
their  own  feelings,  and  fill  that  vac- 
uum with  the  emotional  reality  of 
those  around  them.  This  whole 
process  is  often  disguised  as  “I 
really  feel  for  you,”  and  the  code- 
pendent deludes  him/herself  that 
this  “empathy”  is  living.  Experienc- 
ing life  vicariously  through  others’ 
feelings  becomes  the  codepen- 


dent’s whole  life  and  rarely  does  he/* 
she  experience  life  directly. 

At  the  core  of  the  codependent 
behavior  is  fear,  but  this  fear  isj 
masked  by  so  many  layers  ofi 
thought  and  behavior  that  is  nob 
consciously  accessible.  This  fear,j 
however,  leads  to  rigid  controlling 
behavior  in  an  attempt  to  hold  onto! 
a delusional,  unrealistic  picture  ofi 
life.  Codependents  use  control  the 
same  way  that  alcoholics/addicts' 
use  their  drug  of  choice,  i.e.,  to  deali 
with  their  fear,  insecurity,  and  in-i 
adequacy.  Codependents  believei 
that  they  should  be  able  to  control 
everything.  At  the  core  of  their  con-i 
trolling  behavior  lies  the  fear  thatl 
ultimately  if  “I  don’t  do  it,  it  won’t; 
be  done  right,  and  I may  not  sur-i 
vive.”  This  rigidity  leads  to  a judg-l 
mentalism  that  makes  intimate  in- 
terpersonal relationships  extremely! 
difficult.  ! 

It  is  the  struggle  to  achieve  and 
maintain  functional,  intimate  inter- 
personal relationships  that  fre- 
quently is  the  impetus  for  the  co-^ 
dependent  to  begin  the  painful: 
journey  into  his/her  past  to  find’ 
clues  as  to  “why”  he/she  keeps  re-' 
peating  self-defeating  patterns  in 
adulthood.  Relationship  difficultyi 
is  one  warning  sign,  but  left  un-! 
treated,  codependence  continues} 
to  produce  other  debilitating  and. 
devastating  consequences.  Physi-: 
cally,  the  codependent  may  begin 
to  develop  ulcers,  small  bowel  in-[ 
flammation,  headaches,  hyperten* 
sion,  and  insomnia,  to  mention  b\ 
few.  Emotionally,  he/she  may  enter 
into  a depressive  episode  that  af. 
fects  other  significant  areas  of  his/i 
her  life.  The  final  area  that  seems 
to  be  affected  is  the  codependent’s 
job,  and  ultimately  absenteeism: 
due  to  physical  and  emotional  illi 
ness  result  in  demotion,  lack  of  ad 
vancement,  or  job  loss. 

Parental  Interactions 

It  is  the  past  that  contains  the 
keys  to  understanding  the  adult  be  I 
havior.  Pia  Mellody^  suggests  tha  I 
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all  children  are  born  into  the  world 
possessing  five  characteristics:  1) 
value  2)  vulnerability  3)  imperfec- 
tion 4)  dependency  5)  immaturity. 
In  the  course  of  growing  up  in  a 
functional  home,  the  child  would 
be  given  the  opportunity  to  develop 
into  an  adult  capable  of  healthy  re- 
lationships. 

An  interactional  model  suggests 
that  each  child  needs  to  have 
healthy  interactions  with  his/her 
parents.  Several  analytic  authors 
discuss  the  interactional  nature  of 
child  development,  D.W.  Winni- 
cott,^' ''  most  notably.  A1  and  Diane 
Pesso^  further  write  of  essential 
“parenting  functions”  which  must 
be  met  for  normal  development.  Dr. 
Jacque  Damgaard®-  ^ has  expanded 
the  concept  of  parenting  functions 
and  developed  a clinical  model  for 
the  diagnosis  and  treatment  of  par- 
enting deficits.  For  simplicity,  iden- 
tified here  are  eight  basic  parental 
interactions  that  every  child  needs 
in  order  to  incorporate  positive 
messages  into  his/her  internal  real- 
ity, and  develop  a healthy  internal 
parental  ego  state.  As  a child  ex- 
periences a satislying  interaction 
with  his/her  parent,  it  becomes  en- 
coded as  a positive  message  about 
him/herself  and  his/her  needs  and 
wants.  The  positive  interaction  pro- 
duces a positive  ego  message  that 
lis  internally  recorded.  If  these  im- 
i portant  parental  interactions  do  not 
I occur,  the  child  experiences  a loss 
and  the  development  of  his/her  pa- 
;j rental  ego  state  will  be  incomplete. 
l|  The  lack  of  a satislying  interaction 
libecomes  encoded  as  a negative 
message  about  him/herself  and  his/ 
liher  needs  and  wants. 

The  first  of  these  necessary  pa- 
irental  interactions  is  to  feel  a sense 
of  belonging.  If  a child’s  need  to 
belong  is  met,  he/she  incorporates 
at  a very  deep  level  the  message, 
“You  have  a special  place  in  my 
heart.”  The  second  interaction  is 
nurturance,  and  if  this  need  is  met, 
the  child  gets  the  message,  “It’s  okay 
to  need  nurturing  and  I’ll  provide  it 
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for  you.”  Support  is  the  third  basic 
interaction,  and  it  is  critical  if  the 
child  is  to  develop  problem-solving 
skills  and  learn  how  to  take  risks. 
The  message  here  is  that,  “It’s  okay 
to  tiy  something  new  or  different. 
We  support  you  and  are  here  for 
you.”  Protection  is  the  fourth  nec- 
essary interaction.  If  his/her  parents 
provide  proper  protection,  the  child 
gets  the  message  that,  “It’s  okay  to 
be  afraid.  I’ll  protect  you.  You  are 
safe.”  The  fifth  interaction  is  pro- 
viding structure,  appropriate  be- 
havioral limits.  From  this  comes  the 
message:  “I’ll  provide  rules  and 
limits  so  it’s  safe  for  you  to  be  a 
child  and  focus  on  growing  up.” 
Containment,  the  sixth  interaction 
is  related  to,  but  slightly  different 
from,  structure.  Every  child  needs 
to  learn  how  to  manage  his/her 
emotional  expression.  It’s  impor- 
tant to  learn  that  the  feelings  he/ 
she  has  are  acceptable  to  the  fam- 
ily. This  need,  if  met,  gives  the  mes- 
sage, “Your  feelings  are  all  okay  with 
me,  and  I can  interact  with  them 
and  keep  you  safe.”  The  seventh 
interaction,  respect,  is  critical  if  the 
child  is  to  get  the  message  that,  “You 
have  a right  to  be  yourself  and  it’s 
okay  to  be  separate  from  me.”  The 
last  interaction,  bonding,  provides 


the  child  with  a model  of  what  being 
in  a relationship  means.  By  watch- 
ing a healthy  parental  bond,  the 
child  gets  the  message,  “We’re  con- 
nected and,  though  you  are  impor- 
tant to  me,  you  are  not  more  im- 
portant to  me  than  my  spouse.” 

Over  time,  through  countless  in- 
teractions with  his/her  parents,  a 
child  begins  to  form  a picture  of 
what  being  in  the  world  means.  If 
the  above  interactions  occur,  and 
the  positive  messages  are  internal- 
ized, then  the  child  can  meet  the 
world  feeling  confident,  and  pos- 
sessing the  skills  to  be  successful. 

Parental  Deficits 

Unfortunately,  ideal  parents  who 
can  provide  all  these  interactions 
perfectly  do  not  exist.  In  alcoholic/ 
addictive  homes  where  that  valua- 
ble, vulnerable,  imperfect,  depend- 
ent and  immature  child  experi- 
ences trauma,  healthy  development 
is  impossible.  Trauma  includes 
what  is  generally  considered 
“abuse,”  but  also  encompasses 
more  than  that.  Overt  abuse  — in- 
cest, beatings,  and  verbal  tirades  — 
are  all  accepted  as  abusive.  Many, 
however,  do  not  realize  that  watch- 
ing a family  member  receive  a beat- 
ing, or  hearing  a parent  or  sibling 
being  beaten,  even  if  it’s  heard 
through  a wall,  is  just  as  abusive  as 
if  the  beating  had  been  directly  in- 
flicted. Sexual  innuendoes  and  in- 
appropriate sexual  comments  in  the 
home  can  be  as  damaging  to  a 
child’s  sexual/emotional  develop- 
ment as  actual  incest.  The  covert 
abuse  is  often  more  difficult  to 
identify  because  as  an  adult  he/she 
will  tend  to  discount  and  deny  that 
anything  damaging  had  occurred. 

The  absence  of  the  necessary  pa- 
rental interactions  is  also  experi- 
enced by  the  child  as  traumatic.  A 
child  growing  up  in  a family  without 
adequate  support  and/or  nurtur- 
ance may  internalize  the  messages 
“Be  strong,”  “Be  perfect,”  and  “It’s 
not  okay  to  make  a mistake.”  Even 
in  the  absence  of  the  more  overt 
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types  of  abuse,  a child  who  grows 
up  in  this  kind  of  perfectionistic 
family,  with  these  injunctions,  will 
in  all  likelihood  develop  into  the 
codependent  adult.  If  to  be  human 
is  to  be  imperfect  and  to  make  mis- 
takes, dysfunctional  families  re- 
quire us  to  disconnect  from  imper- 
fection, from  our  humanity,  in  order 
to  be  okay.  To  disconnect  from  our 
humanity  is  spiritual  abuse. 

Pia  Mellody^  offers  one  expla- 
nation of  what  can  happen  as  a re- 
sult of  the  abuse,  whether  physical, 
sexual,  emotional,  spiritual,  overt 
or  covert.  The  valuable  child  be- 
comes “better  than”  or  “less  than.” 
The  vulnerable  child  becomes  “too 
vulnerable”  or  “invulnerable.”  The 
imperfect  child  becomes  either 
“bad/rebellious”  or  “good/perfect.” 
The  dependent  child  becomes 
either  “too  dependent”  or  “need- 
less/wantless,” and  the  immature 
child  becomes  either  “extremely 
immature  and  chaotic”  or  “over- 
mature and  controlling.” 

Guilt/Shame 

No  paper  on  codependency 
would  be  complete  without  a dis- 
cussion on  guilt  and  shame.  Guilt 
is  distinguished  from  shame  in  that 
guilt  is  about  behavior,  and  shame 
is  about  the  person.  Having  ex- 
plored the  subject  of  codepen- 
dency within  an  interactional 
model,  the  concepts  of  guilt  and 
shame  can  be  examined  in  that 
same  context.  If  the  child  has  ex- 
perienced enough  satisfying  paren- 
tal interactions  to  develop  ego 
boundaries,  then  the  confrontation 
of  acting-out  or  self-defeating  be- 
haviors produces  the  message  that, 
“1  made  a mistake,”  and  guilt  is  the 
resulting  feeling.  If  the  child  has  not 
experienced  enough  satisfying  pa- 
rental interactions,  then  that  same 
confrontation  produces  the  mes- 
sage, “1  am  a mistake,”  and  shame 
is  the  resulting  feeling.  The  shame 
that  results  from  the  trauma  of  in- 
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adequate  parenting  becomes  the 
core  of  the  child’s  being.  “I  am  not 
okay”  becomes  the  child’s  core  be- 
lief. As  that  shame  core  solidifies, 
the  pain  of  it  becomes  the  catalyst 
for  the  disconnection  from  self, 
producing  the  void  that  becomes 
the  breeding  ground  for  addiction. 
The  cycle  continues  as  the  child 
becomes  the  adult  and  is  incapable 
of  healthy  parenting  and  another 
generation  of  wounded  children 
struggle  to  find  a place  in  the  world. 

Recovery 

As  more  and  more  attention  is 
being  focused  on  addiction  and  co- 
dependency, the  chance  for  break- 
ing the  intergenerational  pattern  in- 
creases. As  our  understanding  and 
acceptance  of  codependency  in- 
creases, so  will  our  ability  to  effec- 
tively treat  the  addictions  that  man- 
ifest from  it.  Recovery  must  be 
approached  in  stages.  Initially,  if  the 
codependent  is  experiencing  se- 
vere dysfunction  in  his/her  life,  a 
period  of  inpatient,  or  intensive  out- 
patient, treatment,  may  be  neces- 
sary. The  first  stage  requires  that 
boundaries  be  placed  around  the 
addiction,  either  by  treatment  or  by 
participation  in  Twelve  Step  recov- 
ery programs.  Once  a Twelve  Step 
program  is  in  place,  then  therapy 


becomes  the  second  stage.  During 
this  stage,  continued  participation 
in  the  Twelve  Step  program  is  crit- 
ical. A period  of  time  in  individual 
therapy  may  be  necessary  to  pro- 
vide a sense  of  safety  for  the  co- 
dependent and  to  help  develop 
enough  ego  strength  to  make  the 
transition  to  group  psychotherapy, 
the  final  stage.  This  final  stage,  be-^ 
cause  it  is  interactional,  can  adn 
dress  the  parental  deficits  experi- 
enced in  the  family  of  origin.  In  thel 
interactional  clinical  model  that  Dr.. 
Damgaard^  ® teaches,  the  parentall 
deficits  are  addressed  symbolicall>l 
in  group  and  a process  of  re-par-,' 
enting  begins  to  take  place.  This  re- 
parenting process  involves  a con-' 
frontation  of  the  internalized  neg-; 
ative  messages  and  the  replace-; 
ment  of  the  negative  messages  with: 
positive  messages.  This  process  re-' 
quires  time  and  a commitment  to 
experience  the  pain  that  had  beer 
avoided  in  the  past  by  practicing; 
the  addiction.  The  journey  is  often 
difficult  and  painful,  but  recover}' 
means  more  than  abstinence  aS; 
any  alcoholic/addict/codepend ' 
ent  knows.  Recovery  means  free! 
dom.  The  third  promise  of  AA  say'l 
it  all:  “We  will  comprehend  the  worci 
serenity  and  we  will  know  peace.’ 
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The  Women’s  Place: 
Caring  for  Addicted 
Pregnant  Women 

Carolyn  A.  Martin,  Ph.D.,  John  A.  Rafter,  Ph.D. 


The  only  long-term  residential 
program  for  chemically  de- 
! pendent  pregnant  women  in  Geor- 
j gia,  The  Women’s  Place,  on  March 
1 5,  1990,  opened  a 6-bed  facility  in 
Statesboro  for  women  in  the  16 
counties  of  the  Southeast  Health 
Unit.  Potential  patients  are  identi- 
fied through  contacts  in  the  com- 
munity and  with  other  agencies  and 
followed  from  that  point.  Eligible 
women,  after  inpatient  treatment, 
are  screened  for  admission.  Since 
they  may  remain  up  to  3 months 
after  delivery,  time  in  treatment  in 
; this  24-hour  facility  has  varied  from 
3 to  10  months. 

I Private  physicians  provide  ob- 
jistetrical  care  through  Medicaid.  WIC 
'coupons  and  Food  Stamps  aug- 
ment the  women’s  food  budget. 
Community  health  care  and  social 
iservices  are  accessed  by  a case 
manager;  transportation  and  care 
|of  infants  are  also  provided  while 
women  are  in  this  program, 
j The  Women’s  Place  addiction 
j treatment  model  has  been  devel- 


This  new  program  for 
pregnant  substance 
abusers  and  their 
infants  fills  a gap  in  the 
treatment  of  this 
special  population  in 
rural  Georgia. 


oped  in  partnership  with  the  pa- 
tients and  consists  of  (1)  interven- 
tion activities  (such  as,  individual, 
group,  and  family  counseling  and 
12-step  program)  to  help  them  re- 
cover from  addiction  and  (2)  pre- 
vention activities  (such  as,  training 
in  the  LaMaze  method  of  childbirth, 
smoking  cessation,  nutrition,  child 
development  and  care,  basic  edu- 
cation, money  management,  and 
evaluation  for  job  training)  to  help 


Dr.  Martin  is  Director  of  The  Women’s  Place,  South- 
east Health  Unit  Annex,  516  Gentilly,  Statesboro, 
GA  30458.  (Send  reprint  requests  to  her.)  Dr.  Rafter 
is  Associate  Professor  of  Mathematics  and  Com- 
puter Science,  Georgia  Southern  University. 


change  their  perspective  and  life- 
style. Staff  members  work  in  part- 
nership with  probation  and  parole 
officers  to  maximize  motivation  for 
treatment  rather  than  jail. 

Compassionate  and  strong 
women,  many  of  whom  are  recover- 
ing from  addiction,  guide  these  pa- 
tients in  learning  to  cope  with  the 
reality  of  their  world  without  re- 
sorting to  chemicals  to  “take  the 
edge  off.”  Patients  also  learn  how 
to  access  resources  available  to 
them.  The  Women’s  Place  provides 
a structured  therapeutic  environ- 
ment as  well  as  offering  remedial 
and  prevention  activities.  At  dis- 
charge patients  have  a plan  to  help 
them  make  the  transition  to  their 
community. 

Since  opening,  The  Women’s 
Place  has  admitted  12  women  and 
delivered  8 babies,  all  full-term.  Four 
were  delivered  by  Caesarean  Sec- 
tion. At  birth,  one  infant  was  of  low 
birth  weight,  and  one  had  a cyst  on 
a kidney;  others  had  no  obvious  ab- 
normalities or  signs  of  develop- 
mental delay.  The  pregnancy  out- 


come  is  of  great  importance  to  this 
program  but  the  major  focus  is  on 
the  women,  helping  them  to  be- 
come responsible  mothers  and 
eventually  self-supporting.  To  do 
this,  they  are  taught  to  consider 
public  assistance  programs  as  in- 
terim measures. 

Detailed  program  and  outcome 
evaluation  is  mandated  by  the  dem- 
onstration grant  from  OSAP  (Office 
of  Substance  Abuse  Prevention)  and 
directed  by  a consultant  from  Geor- 
gia Southern  University.  Mothers 
and  infants  are  monitored  for  2 years 
following  delivery.  Medical  status. 


abstinence  status,  and  quality  of  life 
will  be  measured  by  extensive  per- 
sonal interviews  and  standardized 
tests.  Infants  are  evaluated  by  pe- 
diatricians at  birth  and  followed  by 
The  State  Comprehensive  Evalua- 
tion Team,  a Mental  Retardation 
service  at  both  Pineland  and  Satilla 
Mental  Health  Centers. 

It  is  rare  to  find  the  quality  of 
cooperation  between  the  public  and 
private  sector  and  among  the  many 
social  service  agencies  that  is  ap- 
parent in  this  area  of  Georgia.  Pa- 
tients and  clients  are  the  real  ben- 
eficiaries of  the  changes  in  the 


delivery  of  care.  They  continue  to 
give  feedback  to  treatment  pro- 
viders here  on  what  works  best  for 
them  and  are  primary  resources  for 
the  development  of  these  new  pro- 
grams. Graduates  of  The  Women’s 
Place  Program  help  professionals 
design  effective  transition  activities 
needed  for  them  to  return  success- 
fully to  the  community  and  to  pass 
on  to  others  what  they  have  re- 
ceived. This  special  population  has 
a contribution  to  make  once  they 
become  abstinent,  progressively 
honest,  and  begin  to  grow  emo- 
tionally and  spiritually. 


To  make  expert  referrals, 
confer  with  the  experts. 


Experts  in  the  field  of  alcoholism  and  drug  abuse  cite  Willingway 
as  one  of  the  20  most  recommended  of  The  100  Best  Treatment 
Centers  for  Alcoholism  and  Drug  Abuse  in  the  U.S. 

Listed  alphabetically,  the  most  recommended  treatment  centers 
are: 

Arms  Acres,  New  York 
Betty  Ford  Center,  California 
Charlotte  Treatment  Center,  North  Carolina 
Chit  Chat  Farms,  Pennsylvania 
Cottonwood  Centers,  Arizona 
Edgehill,  Newport,  Rhode  Island 
Father  Martin’s,  Ashley,  Maryland 
Gateway  Rehabilitation  Center,  Pennsylvania 
Hanley  Hazelden  at  St.  Mary’s,  Florida 
Henry  Ford  Medical  Center,  Michigan 

Little  Hill — Alina  Lodge  (extended  care). 

New  Jersey 

Page  14  is  re-printed  with  permission  from  The  100  Best  Treatment  Centers  for  Alcoholism  and 
Drug  Abuse  by  Linda  Sunshine  and  John  W.  'Wright.  Used  by  permission  of  iWON  BOOKS,  a 
division  of  The  Hearst  Corporation, 


Marworth  Alcoholism  Treatment 
Center,  Pennsylvania 

Merritt  Peralta  Institute,  California 
Parkside,  Chicago,  Illinois 
Ridgevlew  Institute,  Georgia 

Scrlpps  Memorial  Hospital 
(McDonald  Center),  California 

St.  Mary's,  Minnesota 
Twin  Town,  Minnesota 
Valley  Hope  Centers,  Kansas 
Willingway  Hospital,  Georgia 


Willingway 

HospitS 


1-800-242-WILL 

311  JONES  MILL  ROAD  • STATESBORO.  GA  30458 
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Public  Hospital  Immunity  Strengthened  by 
Recent  Georgia  Case 

Robert  N.  Berg 


The  doctrine  of  governmental  or 
sovereign  immunity  (“sover- 
: eign  immunity”)  is  deceptively  sim- 
ple in  concept  — a governmental 
j agency  or  instrumentality,  exercis- 
' ing  a purely  governmental  function, 
may  not  be  sued  for  negligence  or 
other  t}TDes  of  tort  actions.  Despite 
its  simplicity  in  design,  however, 

I the  doctrine  of  sovereign  immunity 
iihas  proved  to  be  extremely  difficult 
iiin  practice  to  apply.  Many  ques- 
I tions  have  arisen,  ranging  from  the 
I types  of  entities  which  may  benefit 
I from  the  sovereign  immunity  pro- 
tection, to  even  more  complicated 
questions  involving  whether  or  not 
the  sovereign  immunity  has  been 
waived. 

Recently,  two  cases  involving 
sovereign  immunity  issues  were  de- 
cided by  the  full  Georgia  Court  of 
Appeals.  In  one  case,  an  action  was 
j brought  by  a child  against  the  Hos- 
; pital  Authority  of  Fulton  County  d/ 
i b/a  Northside  Hospital  (the  “Hos- 
pital Authority”)  and  others,  as- 
serting claims  arising  out  of  the  al- 
; legedly  negligent  acts  of  the 
, defendants  during  the  child’s  birth.’ 
In  the  second  case,  a couple 
[brought  a professional  negligence 
' claim  against  the  Hospital  Author- 
lity  and  a physician,  arising  out  of 
the  performance  of  a surgical  pro- 
cedure on  the  husband.^  In  each 
' case,  the  trial  court  denied  the  Hos- 
, pital  Authority’s  motion  for  sum- 
mary judgment,  finding  that  the 
i Hospital  Authority  was  not  entitled, 
as  a matter  of  law,  to  sovereign  im- 
munity. The  Georgia  Court  of  Ap- 


V Despite  its  simplicity 
in  design,  the  doctrine 
of  sovereign  immunity 
has  proved  to  be 
extremely  difficult  in 
practice  to  apply,  y 

peals  authorized  interlocutory  ap- 
peals from  both  orders  and 
consolidated  the  cases  for  review. 

Sovereign  Immunity 
for  Hospital  Authorities 

The  Court  commenced  its  anal- 
ysis by  noting  that  the  extent  to 
which  hospital  authorities  are  en- 
titled to  the  defense  of  sovereign 
immunity  is  an  “unsettled  issue”  in 
Georgia.  Historically,  Georgia  courts 
viewed  the  preservation  of  public 
health  as  the  duty  of  the  State  as  a 
sovereign  power;  the  delegation  of 
that  obligation  to  counties  (and 
specifically  to  county  hospital  au- 
thorities) required  those  counties 
to  discharge  purely  governmental 
functions.  Accordingly,  courts 
found  that  “maintaining  and  oper- 
ating a hospital  under  such  dele- 
gated authority,  not  for  profit,  is  in 
the  exercise  of  a governmental 
function  and  is  not  subject  to  suit 
in  a tort  action.”^  Thus,  the  doctrine 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Berg  is  a principal  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Feil,  Suite  1700,  The 
Lenox  Building,  3300  Peachtree  Rd.,  Atlanta,  GA 
30326.  Send  reprint  requests  to  Mr.  Berg. 


of  sovereign  immunity,  applied  to 
hospitals,  was  created. 

However,  subsequent  judicial 
holdings  established  that  a govern- 
ment instrumentality,  such  as  a 
hospital  authority,  could  waive  its 
rights  to  the  defense  of  sovereign 
immunity,  under  various  circum- 
stances. In  particular,  it  was  held 
on  several  occasions  that,  where  the 
statutory  provisions  creating  hos- 
pital authorities  authorized  those 
governmental  bodies  to  “sue  and 
be  sued,”  that  constituted  an  ex- 
press waiver  of  the  sovereign  im- 
munity which  otherwise  would  be 
available  to  hospital  authorities.''  In 
1989,  however,  the  Georgia  Su- 
preme Court  reversed  its  interpre- 
tation of  the  “sue  and  be  sued”  lan- 
guage, ruling  that  “in  any  instances 
in  which  an  entity  is  given  the  power 
‘to  sue  and  be  sued,’  that  language 
means  only  that  the  entity  has  the 
status  and  capacity  to  enter  our 
courts,  and  does  not  signily  a waiver 
of  sovereign  immunity  against  suit.”® 

Moreover,  the  doctrine  of  sover- 
eign immunity  gained  constitu- 
tional status,  most  recently  in  the 
1983  Georgia  Constitution,  which 
extended  sovereign  immunity  to  the 
State  and  its  “departments  and 
agencies.”®  Recent  cases  have  held 
this  constitutional  provision  to  ap- 
ply to  counties  and  county  hospital 
authorities,  as  well.’’ 

Retroactive  Application  of 
Sovereign  Immunity  Protection 

With  this  as  background,  it  would 
appear  clear  that  the  Hospital  Au- 
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thority  in  the  subject  cases  was  en- 
titled to  sovereign  immunity.  The 
Hospital  Authority  was  an  agency 
or  instrumentality  of  Fulton  County, 
and  operated  primarily  for  the  ben- 
efit of  the  public,  rather  than  for  the 
generation  of  revenue  for  the 
County.  Indeed,  the  Court  of  Ap- 
peals had  little  difficulty  in  reaching 
that  point  in  its  analysis.  The  more 
difficult  issue,  however,  arose  out 
of  the  fact  that  the  subject  actions 
were  filed  in  1987,  two  years  before 
the  decision  by  the  Georgia  Su- 
preme Court  holding  that  the  “sue 
and  be  sued”  language  did  not 
waive  a governmental  agency’s  right 
to  sovereign  immunity.  In  other 
words,  the  “law”  in  existence  at  the 
time  the  suits  were  filed  arguably 
would  have  resulted  in  a holding 
against  the  Hospital  Authority  on 
the  issue  of  sovereign  immunity  — 
the  Hospital  Authority,  having  the 
statutory  power  to  “sue  and  be 
sued,”  would  have  been  found  to 
have  waived  its  sovereign  immu- 
nity. Alternatively,  the  “law”  in  ef- 
fect subsequently,  at  the  time  of  the 
Court  of  Appeals’  decision,  would 
have  resulted  in  a decision  in  favor 
of  the  Hospital  Authority,  the  Su- 
preme Court  having  reversed  its 
view  of  the  “sue  and  be  sued”  lan- 
guage. Accordingly,  the  critical  is- 
sue facing  the  Court  of  Appeals  was 
whether  it  should  apply  the  existing 
law  retroactively,  and  on  this  point 
the  members  of  the  Court  of  Ap- 
peals disagreed. 

The  majority  of  the  Court  of  Ap- 
peals found  that  the  existing  law 
should  be  applied  retroactively,  thus 
finding  that  the  “sue  and  be  sued” 
language  did  not  result  in  a waiver 
of  the  Hospital  Authority’s  sover- 
eign immunity.  Applying  a compli- 
cated “three-pronged  test”  man- 
dated by  the  Georgia  Supreme 
Court,  the  Court  of  Appeals  found 
that  the  1989  ruling  by  the  Supreme 
Court  did  overrule  existing  prece- 
dent; that  the  effect  of  the  Supreme 
Court’s  1989  ruling  was  to  further 
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•The  Court  of 
Appeals’  decision  is  a 
significant  development 
in  the  sovereign 
immunity  area,  and,  if 
not  reversed  on  appeal, 
clearly  provides  public 
hospitals  with 
significant  liability 
protection.  ^ 

the  purpose  of  sovereign  immunity 
(protection  of  the  public  treasury), 
such  that  retroactive  application 
would  also  further  public  purposes; 
and,  that  retroactive  application 
would  not  result  in  an  “ex  post 
facto”  deprivation  of  vested  rights. 
Two  justices  of  the  Court  of  Appeals 
disagreed,  contending  that  the  1989 
reversal  by  the  Supreme  Court  on 
the  sovereign  immunity  waiver  is- 
sue should  be  applied  prospec- 
tively only,  in  order  to  avoid  de- 
priving the  plaintiffs  and  others  of 
important  vested  rights. 

Waiver  of 

Sovereign  Immunity  Defense 

The  Court  of  Appeals  then  faced 
the  question  of  whether  the  Hos- 
pital Authority  had  waived  its  right 
to  sovereign  immunity.  In  particu- 
lar, the  Court  looked  at  two  poten- 
tial types  of  waiver,  both  set  out  in 
the  Georgia  Constitution:®  (1)  waiver 
of  sovereign  immunity  resulting 
from  an  action  for  breach  of  a writ- 
ten contract,  and  (2)  waiver  of  sov- 
ereign immunity  “for  any  claim  . . . 
for  which  liability  insurance  pro- 
tection for  such  claims  has  been 
provided,  but  only  to  the  extent  of 
any  liability  insurance  provided.” 

As  far  as  the  breach  of  contract 
waiver,  the  Court  found  that  there 
was  no  written  contract  which  ob- 
ligated the  Hospital  Authority  to 
provide  professional  or  other  serv- 


ices. Although  the  Court  recog- 
nized the  argument  that  the  exist- 
ence of  the  physician/patient 
relationship  might  give  rise  to  an. 
implied  contract,  it  noted  that  the 
constitutional  waiver  applies  only 
to  written  contracts.  Accordingly,] 
the  Court  summarily  dismissed  thisi 
argument. 

The  more  difficult  argument  in- 
volved the  claim  that  the  Hospital! 
Authority  waived  its  sovereign  imn 
munity  by  maintaining  $3  million  ol 
malpractice  and  comprehensive' 
general  liability  “self-insurance.’ 
Although  the  Hospital  Authority’s 
program  was  designed  to  replace 
traditional  liability  insurance,  it  was 
not,  in  the  Court  of  Appeals’  view, 
a “self-insurance  fund”  which  would 
result  in  the  waiver  of  the  Hospital! 
Authority’s  sovereign  immunity. 

Important  to  the  Court  were  the' 
facts  that  the  Hospital  Authority  paid' 
no  premiums  for  its  coverage;  nc 
commerical  liability  carrier  or  pol-; 
icy  was  involved;  and,  no  portion 
of  the  risk  was  distributed  to  or  as-: 
sumed  by  any  other  party.  More-' 
over,  the  Court  was  persuaded  by  c 
recent  Georgia  Supreme  Court  case-' 
holding  that  counties  were  not  au ' 
thorized  to  establish  “self-insur- 
ance” funds.  Logically,  accordinc 
to  the  Court  of  Appeals,  if  a count) 
is  not  entitled  to  establish  a selL 
insurance  fund,  then  it  cannot  be 
found  to  have  waived  sovereign  im  i 
munity  by  establishing  somethin 
which,  by  definition,  cannot  be  self 
insurance. 

Conclusion 

The  Court  of  Appeals’  decision  ii 
a significant  development  in  the 
sovereign  immunity  area,  and,  if  no 
reversed  on  appeal,  clearly  pro 
vides  public  hospitals  with  signifi 
cant  liability  protection.  Decision' 
rendered  by  the  Georgia  Court  o 
Appeals  are  subject  to  appeal  to  the 
Supreme  Court  of  Georgia,  how 
ever,  which  has  the  power  to  affirir 
or  reverse  the  decision  of  the  lowei 
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30urt,  in  whole  or  in  part,  with  or 
A'ithout  comment.  Accordingly,  it  is 
quite  possible  that  the  opinion  dis- 
cussed in  this  article,  although  rep- 
resenting the  current  state  of  the 
law  in  Georgia,  may  be  substan- 
tially altered  or  modifed  by  the  Su- 
preme Court.  We  will  continue  to 
follow  these  cases,  and  inform  you 
□f  any  subsequent  decisions,  if  and 
tvhen  reached  by  the  Supreme 
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Court,  in  a subsequent  Legal  Sec- 
tion article. 
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5.  Selfv.  City  of  Atlanta,  259  Ga.  78,  80(1),  377 
S.E.2d  674  (1989). 

6.  1983  Georgia  Constitution,  Art.  1,  Sec.  11,  Par. 
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7.  See,  e.g.,  Toombs  County  v.  O'Neal,  254  Ga. 
390,  330  S.E.2d  95  (1985);  Wardv.  Bullock  County, 
258  Ga.  92,  365  S.E.2d  440  (1988). 

8.  See  Note  6,  supra. 

9.  Logue  V.  Wright,  260  Ga.  206,  392  S.E.2d  235 
(1990). 
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We’re  Atlanta’s  only  substance  abuse  and  psychiatric 
hospital  focused  exclusively  on  troubled  teens.  No  one 
else  offers  teens,  their  families  and  referring  profession- 
als our  range  and  depth  of  care.  And  none  can  match 
our  experience  with  teens. 

The  Charter  Brook  staff  is  ready  to  provide 
comprehensive  evaluations,  inpatient  and  outpatient 
programs,  and  continuing  care.  We  care  about 
development,  as  well  as,  recovery.  Our  state-of-the- 
art  complete  medical  treatments  are  designed  to 
enhance  each  teen’s  personal  strengths  and  talents. 

It’s  all  part  of  building  a healthy  identity  and 
restoring  the  bright  promise  every  teenager  possesses. 
That’s  our  focus. 

For  more  information  about  Charter  Brook 
write  or  call  457-8315. 

CHARTER 

^ BROOK  HOSPITAL 

3913  North  Peachtree  Road 
Atlanta,  Georgia  30341  • 404-457-8315 
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"As  A Specialist, 
I'm  Not  Heavily 
Equipped  To 
Manage  Billings 
Or  Follow  Up  On 
Pending  Claims" 


Your  billing  process  requires 
specialist  too.  Because  we 
understand  the  unique  aspects  ( I 
your  speciality,  we  can  offer  yoia 
billing  service  that's  tailor-made(| 
your  practice — ensuring  fewer 
problems  in  settling  insurance 
claims. 

We'll  assist  you  in  coding  yo : 
procedures  accurately  in  order  Ij 
you  to  receive  maximum  reimbii 
ment  and  we'll  set  up  a billing 
system  that's  as  specialized  andj 
effective  as  your  own  practice,  j 
Since  our  fees  are  based  on  m 
collections,  not  gross  billings,  thJ 
is  a built-in  incentive  to  maximil 
collection  and  eliminate  errors,  f 
Call  us  today  to  discuss  ! 

improving  the  condition  of  youA 
billings,  bookkeeping  and 
collections.  ^ 


I 


ip  R A C T 

MANAGEMENT^^Mj 

s E R V I 


Your  Practice  Made  Perfect 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 
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Familial  Gynecologic  Malignancies 

Stephen  M.  Mintz,  M.D. 


Today’s  public  media  helps  to 
draw  attention  to  current  health 
□pics.  Most  of  us  or  our  own  pa- 
tents have  seen  or  heard  about  the 
leath  of  Gilda  Radnor  from  ovarian 
:ancer.  Following  her  death,  her 
lusband,  Gene  Wilder,  was  on 
nany  ads  and  public  announce- 
nents  recommending  ultrasonog- 
aphy  and  CA  125  testing.  Although 
)varian  cancer  is  the  only  gynecol- 
)gic  cancer  with  an  exhibited  fam- 
ilial pattern,  the  recommendations 
Regarding  familial  testing  need  to 
|»e  reviewed  because  of  the  costs 
avolved  and  the  significant  anxiety 
[ssting  produces. 

It  is  very  important  to  remember 
p screen  for  all  gynecologic  malig- 
jiancies.  In  1990,  the  estimates  of 
jynecologic  malignancies  among 
jnerican  women  were  13,200  cer- 
ical,  33,000  uterine,  and  20,500 
varian.  Since  60%  of  all  gynecol- 
iigic  malignancies  are  non-ovarian, 
/e  must  not  lose  sight  of  the  im- 
ortance  of  screening  for  all  GYN 
malignancies. 

A National  Tumor  Registry  was 
egun  through  the  Gilda  Radnor 
i'oundation  to  screen  patients  for 
imilial  ovarian  malignancies.  The 
;t)llowing  guidelines  were  recently 
iStablished: 

! A woman  with  two  first  degree 
I'  relations  who  have  had  cancer 
j (sister  or  mother  or  two  sisters) 

I will  have  a 50%  chance  of  de- 
i veloping  ovarian  malignancy  and 
I should  have  her  ovaries  removed 
I as  soon  as  feasible  after  child- 
’ birth. 

: A woman  with  one  first  degree 
I relative  or  two  aunts  on  the  ma- 


! 

|lE  1991,  Vol.  80 


• The  fallacy  at  this 
time  with  CA  125 
blood  level  and 
endovaginal 
ultrasonography  is  that 
they  have  not  been 
shown  to  improve 
significantly  early 
detection.  ^ 

ternal  side  who  have  had  cancer 
should  be  screened  periodically. 
Currently,  the  screening  is  rec- 
ommended for  every  6 months  to 
consist  of  CA  125  blood  levels, 
endovaginal  ultrasonography, 
and  a pelvic  exam. 

The  most  important  factor  today 
in  outcome  of  and  survival  from 
ovarian  cancer  is  early  detection 
and  treatment.  The  fallacy  at  this 
time  with  CA  125  blood  level  and 
endovaginal  ultrasonography  is  they 
have  not  been  shown  to  signifi- 
cantly improve  early  detection. 
However,  studies  are  ongoing,  and 
there  is  some  research  being  done 
on  a promising  new  technique  of 
color  doppler  endovaginal  ultra- 
sonography for  early  detection  of 
ovarian  cancer.  It  is  hoped  that  will 
prove  to  be  successful  and  afford- 
able. 


Dr.  Mintz  practices  obstetrics  and  gynecology.  His 
address  is  131 1 Milstead  Ave.,  Conyers,  GA  30207. 

This  article  was  prepared  at  the  request  of  the 
American  Cancer  Society. 


The  financial  aspect  of  these 
screening  exams  is  not  incon- 
sequential. Not  too  long  ago  we 
were  under  intense  pressure  to  re- 
duce the  frequency  of  Pap  smears, 
a test  within  the  $15-$25  range,  be- 
cause the  overall  costs  were  not  felt 
to  justify  the  savings  of  early  diag- 
nosis. Currently,  endovaginal  ultra- 
sonography ranges  from  $150  -$300; 
measuring  CA  125  levels  costs  ap- 
proximately $56.  This  can  amount 
to  $412-$712  per  year  for  each  pa- 
tient being  screened.  We  hope  to 
find  a more  successful  and  less  ex- 
pensive method  of  screening  in  the 
near  future. 

We  must  reassure  our  patients 
that  at  present  there  is  not  a proven 
familial  association  in  cervical  or 
uterine  cancers.  At  the  same  time, 
we  must  continue  our  screening 
procedures  (pap  smears,  pelvic  ex- 
ams, endometrial  biopsies)  con- 
tinue teaching  patients  about  the 
early  warning  signs  of  cancer. 

In  conclusion,  I would  again  like 
to  remind  all  of  our  primary  care 
OB-GYN  physicians  of  the  need  to 
follow  current  recommended 
guidelines  for  cancer  screening  and 
detection.  We  do  not  want  to  miss 
any  GYN  malignancies  by  being 
afraid  of  costs  involved.  Therefore, 
we  need  to  continue  with  the  afore- 
mentioned screening  tests  includ- 
ing the  CA  125  and  endovaginal  ul- 
trasonaography  as  recommended 
and  hope  that  we  can  continue  to 
serve  our  patients  in  the  best  pos- 
sible way.  At  the  same  time,  we  must 
continue  to  press  for  better  and  ear- 
lier detection  of  all  gynecologic  ma- 
lignancies. 
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Physician*s  Recognition  Award  Recipients 


Listed  below  are  those  physi- 
cians in  Georgia  who  have 
earned  the  AMA’s  Physicians  Rec- 
ognition Award  (PRA)  from  October 
through  December,  1990,  and  Jan- 
uary through  March,  1991. 

The  award  was  established  by 
theAMA  House  of  Delegates  in  1968 
“To  recognize,  encourage,  and  sup- 
port physicians  who  participate 
regularly  in  continuing  medical  ed- 
ucation and  to  emphasize  the  im- 
portance of  developing  more 
meaningful  continuing  medical  ed- 
ucation opportunities  for  physi- 
cians." A minimum  of  150  credit 
hours  of  CME  must  be  earned  over 
a 3-year  period  to  qualify  for  the 
Award.  The  hours  may  include  such 
activities  as  conferences,  residen- 
cies, teaching,  writing,  private  read- 
ing, listening  to  cassettes,  home 
study  courses,  consultation,  and 
peer  review,  at  least  60  of  the  hours, 
however,  must  be  from  formal  CME 
programs  sponsored  or  cospon- 
sored for  Category  I credit  by  or- 
ganizations accredited  for  these  ac- 
tivities. 

We  can  congratulate  the  follow- 
ing physicians  who  have  distin- 
guished themselves  and  their 
profession  by  their  commitment  to 
continuing  education: 

Oct-Dec,  1990 

Thomas  M.  Aaberg,  Atlanta 
Emile  Glines  Abbott,  Conyers 
James  Wesley  Akin,  Martinez 
Mario  Hernandez  Alvarado, 
Hinesville 

Larry  Wilson  Anthony,  Fort  Valley 
Thomas  Seymour  Arnold,  Augusta 
Mohammad  Arshad,  Forest  Park 
Joel  Edward  Berenson,  Atlanta 
Charles  Frederick  Berg, 

Woodstock 


John  Franklin  Bigger,  Augusta 
Stephen  Boyle,  Conyers 
Danny  Joe  Bramlett,  Thomaston 
James  Willie  Branam,  Macon 
Jimmy  Sheppard  Brown,  Norcross 
Francis  Benedict  Buda,  Atlanta 
Miriam  Walker  Chambless, 
Hamilton 

Robert  Evan  Chandlee,  Austell 
Warren  Upton  Clary,  Savannah 
Ruth  Partin  Clemens,  Alpharetta 
David  Lawrence  Cooper, 
Riverdale 

Floyd  R.  Cooper,  East  Point 
John  Marvin  Crymes,  Athens 
Jayapprakash  Desai, 
Lawrenceville 

Rajendra  C.  Desai,  Lithia  Springs 
Rekha  Jayaprakash  Desai, 
Lawrenceville 

Bryon  Harrison  Dunn,  Conyers 
Marshall  Finley  Eidex,  Decatur 
Dean  Cook  Elliott,  Augusta 
Mehmet  Erhan  Ercan,  Canton 
Harry  Harper  Ferran,  Gainesville 
Frederick  Charles  Flandry, 
Columbus 

Henry  Jack  Ford,  Milledgeville 
Milton  Fried,  Atlanta 
Stefan  Helmut  Fromm,  Dalton 
Henry  Frysh,  Marietta 
John  Richard  Gato,  Marietta 
Charles  Robert  Gershon,  Atlanta 
Bijan  Ghorashi,  Atlanta 
Martin  Irving  Goldstein,  Smyrna 
Jeffrey  L.  Gould,  Atlanta 
Phillip  Graham  Grooms,  Alma 
Marshall  A.  Guill,  August 
Abraham  T.  Halczer,  Norcross 
Richard  Daniel  Hansen,  Atlanta 
Kathleen  Hartney-Velazco, 
Jonesboro 

Jesse  Drake  Hester,  Moultrie 
John  Harris  Hunt,  Statesboro 
William  S.  Hutchings,  Macon 
William  Hope  Jarrett,  Atlanta 
Allyn  C.  Johnson,  Gainesville 


Pamella  Johnston-Thomas, 
Marietta 

Richard  Jay  Karol,  Marietta 
Thomas  Earl  Kehl,  Macon 
A.  Paul  Keller,  Athens 
William  Gregory  Keyes,  Atlanta 
Brian  Kim,  Duluth 
William  Knox  Kinlaw,  Decatur 
Juha  P.  Kokko,  Atlanta 
George  Albert  Kramer,  Decatur 
Abraham  J.  Kravtin,  Columbus 
Gerald  David  Kumin,  Marietta 
Walter  E.  Limehouse,  Atlanta 
Walter  M.  Lonergan,  Newnan 
Grady  Estes  Longino,  Atlanta 
James  Benton  Lyon,  Atlanta 
Tony  Joseph  Ma’Luf,  Dublin 
William  McDonald  Martin, 
Sharpsburg 

William  Joseph  Mattox,  Duluth 
Stephen  Cuthbert  May,  Kennesau 
Diane  L.  McGowan,  La  Grange 
Eugene  B.  McLaurin,  Savannah 
Jason  Lawrence  Meadors, 

Valdosta 

Frederick  James  Meine,  Columbu  ' 
Frank  L.  Mitchell,  Atlanta 
Ted  Allan  Monitz,  Atlanta 
Harold  Earl  Moore,  Richland 
John  Gammon  Moore,  Atlanta 
Dennis  Mark  Murphy,  Rome  ^ 
Kevin  Joseph  Murrell,  Augusta  1 
Evelyn  Chukwudi  Onwuachi,  j 
Decatur 

Suzanne  Jeanette  Palmer, 
Milledgeville 

Romulo  L.  Parungao,  Conyers 
Bharatkumar  S.  Patel,  Baxley 
Gary  Kent  Person,  Athens 
Dee  William  Pettigrew, 
Watkinsville  i 

Melissa  Jane  Phillips,  ' 

Ft.  Oglethorpe 

John  Joseph  Pittari,  Bainbridge  \ 
Russell  Bruce  Prince,  Atlanta  I 
Tim  Kyle  Puckett,  Savannah  i 
Bill  Purcell,  Calhoun 
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Alice  McElhannon  Quinif, 
Thomasville 

Harold  Smith  Ramos,  Atlanta 
ISujatha  K.  Reddy,  Dublin 
’ludy  Stovall  Rivenbark,  Dunwoody 
iDavid  Lee  Roberts,  Atlanta 
|3yron  David  Rosenstein,  Atlanta 
l^hilip  Richard  Saleeby,  Brunswick 
Robert  Samuel  Shackled, 
Douglasville 

i^oger  Perry  Smith,  Augusta 
luzanne  Margaret  Smith,  Atlanta 
lacob  I.  Sofsky,  Dunwoody 
3ixie  E.  Snider,  Tucker 
Foncred  Marya  Styblo,  Atlanta 
Steven  Robert  Tosone,  Atlanta 
Don  Warren  Turner,  Atlanta 
Robert  Ty  Tyrrel,  Atlanta 
j^onald  Orian  Valdiserri,  Atlanta 
Ouc  Jackson  Vugia,  Decatur 
Thomas  Rogers  Wade,  Atlanta 
Charles  William  Walden,  Tucker 
Richard  S.  Ward,  Atlanta 
)teven  G.  Fite  Wassilak,  Atlanta 
'kelson  Barnett  Watts,  Atlanta 
Herbert  A.  Weil,  Dahlonega 
iteven  Blake  Wertheim,  Atlanta 
Hichael  Howard  Whittle,  Moultrie 
I'Howard  J.  Williams,  Macon 
iDeidra  R.  Woods,  Americas 

'an-March,  1991 

lamon  Pineda  Azahar, 
Milledgeville 

Harbara  W.  Barylska,  Atlanta 
Jruce  Harlan  Becker,  Atlanta 
lohn  Bostwick,  Atlanta 
Dtoniel  Moises  Boudet, 
Milledgeville 

Joyd  Rudy  Broomes,  Dublin 
Barbara  S.  Bruner,  Atlanta 
dice  Little  Caldwell,  Augusta 
J.  Cardenas-Molina,  Marietta 
)an  Kent  Chalker,  Augusta 
,’erence  Louis  Chorba,  Atlanta 
pianna  S.  Cornell-Murphy, 

Marietta 


Steven  Robert  Corwin,  Austell 
Robert  William  Crow,  Atlanta 
Dave  McAlister  Davis,  Atlanta 
Eloy  Edilberto  Diaz,  Riverdale 
Robin  Henry  Dretler,  Decatur 
Alberto  Espinola,  Tifton 
Manuel  Fajardo,  East  Point 
Nathan  D.  Feibelman,  Macon 
Daneil  S.  Ferguson,  Atlanta 
James  Paul  Ferguson,  Rome 
Marian  Claire  Finan,  Atlanta 
Francis  W.  Fitzhugh,  Atlanta 
Angel  R.  Garcia,  Atlanta 
Robert  Louis  Garnett,  Columbus 
John  T.  Godwin,  Atlanta 
Mark  Allen  Gould,  Smyrna 
William  Lee  Graham,  Columbus 
Vernon  Jackson  Grantham, 

Fort  Valley 

Jefferson  Daniel  Hanks,  Rome 
Jack  Allan  Harris,  Toccoa 
Charles  A.  Henderson,  Atlanta 
James  Emrys  Hinkle,  Atlanta 
Lovic  Worth  Hobby,  Atlanta 
Lonny  Evan  Horowitz,  Dunwoody 
Richard  Allen  Hudson,  Atlanta 
Salley  Sue  Jessee,  Atlanta 
Grady  Hugh  Johnson,  Dublin 
Michael  Jon  Kell,  Atlanta 
Kate  Ki Hebrew,  Atlanta 
Gerardo  Alberto  Klug,  Camilla 
Michael  P.  Koger,  Milledgeville 
Douglas  Ross  MacLeod, 
Columbus 

Randolph  Peter  Martin,  Atlanta 
Richard  C.  Mattison,  Atlanta 
Stanislaw  Martynski, 
Chickamauga 

Fayette  M.  McElhannon,  Athens 
Michael  Charles  McLarnon, 
Atlanta 

William  Theron  McLarty,  Smyrna 
Donald  Erich  Mees,  Dunwoody 
Frank  F.  Middleton,  Albany 
Karl  Stanley  Mihalovits,  Smyrna 
Ivan  Leroy  Miller,  Columbus 
William  Michael  Miller,  Tucker 


Lamar  Houston  Moree,  Albany 
Samuel  Dubose  Murray,  Savannah 
Bruce  Cameron  Newsom, 
Columbus 

Chat  Van  Nguyen,  Atlanta 
Joseph  Jacobs  Nichols,  Atlanta 
Mark  Douglas  Nicol,  Atlanta 
Thomas  Robert  Nolan,  Atlanta 
Robert  Walter  Oliver,  Dublin 
Alexander  R.  Parkinson,  Decatur 
Robert  Marion  Patton,  Columbus 
Steven  William  Paynter,  Dalton 
Mark  Taffel  Pollock,  Atlanta 
Eyvin  Paul  Rasmussen,  Atlanta 
Barry  Mitchell  Renz,  Atlanta 
Anne  Marie  A.  Riether,  Atlanta 
Randy  Frank  Rizor,  Atlanta 
David  Paul  Rouben,  Atlanta 
Abd  El  Aziz  Abdo  Salama,  Macon 
Floyd  Stuart  Sanders,  Clarkesville 
William  E.  Schatten,  Atlanta 
Robert  Samuel  Shackled, 
Dougalsville 

James  Owen  Shaw,  Macon 
Eloise  Bairn  Sherman,  Savannah 
Julius  Sherwinter,  Atlanta 
William  Gains  Slaughter, 
Thomasville 

Charles  Vincent  Slomka,  Newnan 
Morton  Slutsky,  Atlanta 
David  Helmar  Smith,  Savannah 
Luther  J.  Smith,  Columbus 
Daniel  Marc  Sosin,  Atlanta 
Jose  V.  Somohano-Segarra, 
Marietta 

John  David  Sucher,  Dalton 
Valentina  Trakhtengerts, 
Ellenwood 

Paul  Gordon  Turk,  Macon 
Richard  Andrew  Ulrich,  Bonaire 
William  Carl  Walley,  West  Point 
Paul  Austin  Whitlock,  Statesboro 
Lee  Talmadge  Woodall, 
Barnesville 

Barbara  Lynne  Ivey  Yarn, 
Peachtree  City 
Hugo  Jacob  Zee,  Atlanta 


Reasons  \bu  Belong  With  MAG  Mutual. 


The  Best  Way 
To  Deal  With  Loss 
Is  To  Prevent  It. 


Attending  our  Loss  Prevention  Seminars  could  significantly  reduce  your  risk  of  loss, 
plus  make  you  eligible  for  premium  reduction  discounts  of  up  to  $1,000. 

We  re  the  only  medical  liability  company  to  sponsor  these  seminars  in  Georgia 
because  were  your  colleagues.  A company  founded  and  directed  by  Georgia  physicians  for 
Georgia  physicians. 

You  belong  with  MAG  Mutual.  For  information,  call  (404)  842'5600. 

Tolhfree,  call  L800^2824882. 


MAG  MUTUAL  INSURANCE  COMPANY  mUTUIH* 

You  Don't  Just  Own  The  Policy,  You  Own  The  Company. 


Endorsed  by  the  Medical  Association  of  Georgia  and  the  Georgia  Academy  of  Family  Physicians. 
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PHYSICIANS  WANTED 


Correctional  Medical  Systems,  the 

nation’s  leading  provider  of  health 
care  services  to  state  and  local 
correctional  facilities,  is  searching  for 
a BE7BC  Internist  to  assume  the 
responsibility  of  Medical  Director  at 
the  Augusta  Correctional  and  Medical 
(Institution.  This  fulltime  practice 
opportunity  offers  the  right  candidate 
an  attractive  remuneration  package.  If 
you  are  tired  of  the  headaches  and 
hassles  of  private  practice,  this 
position  offers  an  excellent  practice 
opportunity  in  a state-of-the-art 
facility,  working  with  a top  notch 
support  staff.  Call:  Dick  Smith, 
Administrator,  404-860-8920,  ext.  124, 
or  John  J.  Bogdajewicz  at  800-325- 
4809,  ext.  3107. 


Professional  Pro  Tem  specializes  in 
a full  range  of  quality  physician 
Locum  Tenens  services.  For 
information  on  opportunities  available 
or  for  physician  coverage,  call  800- 
333-3914. 


PHP  Healthcare  Corporation,  a 

leader  in  health  care  management 
services,  has  an  immediate  need  for 
physicians  to  staff  primary  care 
clinics  located  in  Savannah  and 
Columbus,  Georgia.  Other  locations 
include  Jacksonville  and  Fayetteville, 
NC,  Charleston,  SC  and  Northern 
f/irginia.  Our  company  offers  an 
outstanding  pay  incentive  plan,  paid 
malpractice  insurance,  and 
(scheduling  arrangements.  If 
interested,  please  call  or  send  CV  to: 
'Leigh  Robbins,  PHP  Healthcare 
Corporation,  7044  Northridge  Drive, 
■Nashville,  TN  37221;  615-662-1310. 
EOE,  m/f. 

Stone  Mountain  — Home  of  the  1 996 
Olympics.  Join  our  medical 
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professionals.  Great  need  for 
Rheumatologist,  Orthopaedist,  Plastic 
Surgeon,  Neurologist,  Physiatrist  or 
other  complimenting  specialty.  1600- 
1800  square  feet  in  the  Medical 
Center.  Below  market  lease  rate. 
Central  suite  in  building  — will  build 
to  suit  your  specialty  at  no  cost  to 
you.  This  is  an  Olympic  Opportunity! 
Call  292-5678  and  ask  for  Dr.  Ed 
Corkran. 


Orthopaedic  surgeon  in  solo 
orthopaedic  surgery  and  sports 
medicine  practice,  is  seeking  either 
an  orthopaedic  surgeon  or  primary 
care  physician  to  share  space.  The 
new,  6100-square  foot  services.  In 
west  Buckhead,  the  office  is 
convenient  to  Piedmont  and  West 
Paces  Ferry  Hospitals.  404-352-8156. 


Pulmonologist  wanted  for  7-man 
group  in  community  near  Atlanta. 
Send  CV  to  Pulmonary,  Box  1225,  145 
15th  St.,  Atlanta,  GA  30361. 


Atlanta  Area  — Physician 
Opportunities.  Due  to  dynamic 
growth.  The  Southeast  Permanente 
Medical  Group  has  full-time  and 
urgent  care  opportunities  for  BC/BE 
Internists,  Family  Practitioners,  and 
OB/GYN  physicians  in  our  Atlanta 
area  medical  offices.  Our  physician 
owned  and  managed  multi-specialty 
group  provides  excellent 
compensation  and  flexible  schedules. 
Contact:  Jenny  Johnson,  TSPMG,  3355 
Lenox  Rd,  Suite  1000,  Atlanta  30326; 
404-233-0555,  ext  452. 


FOR  SALE 


Diamond,  5.76  carat,  GIA  certified  H/ 
Sl-2  Excellent  cut.  Priced  25%  below 
Rapaport;  no  sales  tax  or  luxury  tax 
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required  from  private  estate  sale.  No 
dealers.  Serious  inquiries  only.  $40K. 
404-641-3292.  24  hour  answering 
service. 


FOR  LEASE 


Medical  Space  for  Lease.  All  medical 
building  pharmacy  on  site.  Best  rates, 
service,  professionally  managed.  404- 
454-9334  or  404-457-0463  (H). 


Marietta,  Georgia,  Medical  office, 

1300  to  2000  sq.  ft.  located  in 
medical  complex  one  block  from 
Kennestone  Hospital.  Carpet  and 
redecorating  allowance.  378-5256,  Pat 
Gillentine. 


Peachtree  Comers.  Medical.  1800- 
3560  sf.  Excellent  Marquee  Signage 
on  Holcomb  Bridge  at  Spalding. 
Extensive  upgrades  include  6 exam 
rooms,  lab,  x-ray,  cabinetry, 
wallcovering,  404-843-0900.  Griff 
Sims. 


OTHER 


Save  time  for  yourself  to  see  more 
patients.  Office  Consultants  will 
assess  your  needs  and  economically 
solve  your  staffing  problems.  Not  an 
Agency.  Free  Consultation.  Myrna 
Slosberg.  252-2612. 


Charleston’s  resort  island:  Miles  of 
beach,  championship  golf  courses, 
superb  tennis  facilities,  bike  trails, 
fine  dining,  exciting  shopping,  plus 
historic  Charleston.  Free  brochures. 
Kiawah  800-845-3911,  Seabrook  800- 
845-2233,  Wild/dunes  800-346-0606. 
Ext.  388. 


Dear  Carl, 

Congratulations  on  your  new  medical  staff  leadership 
position!  Now  you're  not  only  a physician  - 
you  need  to  be  a manager,  negotiator,  arbitrator, 
and  even  a parliamentarian.  I wish  1 had  received 
some  special  training  when  I first  took  a position 
like  yours! 


Sincerely, 

Helen 


Do  you  have  the  skills  to  do  the  job? 


Chief-of-staff.  Department  chairman.  Committee  chair. 

Tough  jobs,  but  somebody  has  to  do  them  — sometimes  even  with  no 
formal  training  and  little  leadership  experience. 

Now,  through  a new  American  Medical  Association  training  program,  you 
can  sharpen  the  skills  you  need  to  face  the  challenges  of  leadership  with 
confidence  and  authority. 


Interactions: 
A Medical 
Staff 

Leadership 

Program 

Learn 
from  the 
Experienced 


Take 

the 

Challenge 


This  intensive  day-and-a-half  program  will  help  sharpen  your 
ability  to: 

• Resolve  conflict  among  peers 

• Negotiate  with  the  board  and  administration 

• Manage  medical  staff  affairs 

• Develop  bylaws  that  enhance  staff  effectiveness 

• Run  meetings  effectively  and  purposefully 

Interactions  was  developed  by  experts  in  medical  staff  leader- 
ship and  field  tested  by  more  than  1 00  medical  staff  leaders 
nationwide.  The  faculty  includes  experienced  physician  leaders 
as  well  as  management  and  legal  experts.  Program  features 
lectures,  discussions,  and  break-out  sessions  on  all  aspects  of 
medical  staff  leadership. 

If  you  have  recently  been  chosen  for  an  important  leadership 
position  — chief  of  staff,  department  chairman,  committee 
chair,  or  another  key  post  — Interactions  will  develop  the  skills 
and  confidence  to  succeed  in  your  new  role. 

Choose  the  dates  and  location  that  are  best  for  you. 

September  6-7,  1991  October  18-19,  1991 

Seattle,  Washington  Boston,  Massachusetts 


Sign  up  today! 


TO  REGISTER,  CALL  1-800-621-8335 


MasterCard,  Visa,  American  Express  or  Optima 

AM  A members  $395  Non-members  $495  CF  030091 


‘mh, 

I’ve  smoked 
for 

30  years. 
It’s  too  late” 


Tve  tried  a 
million  times, 
but  I just 


cant. 


“What  difference  does 
it  make?  I’m  already 
52  years  old? 


“It’s  one  of  the 
few  pleasures 
I have  left? 


“I’ve  got. 
other  things 
to  worry  abou 


“I’ll  quit 
next  year? 


“The  damag( 
is  done? 


They  know  why  they  can’t. 
Now  tell  them  how  they  can. 

Too  many  older  smokers  are  still  making  excuses  instead  of  making  a determination  to 
quit.  And  while  most  of  them  know  about  the  more  common  long  term  effects  of  smoking, 
far  too  few  of  them  know  the  facts  about  the  immediate  health  benefits  of  quitting. 

As  a doctor,  you  can  play  a unique  role  in  getting  your  older  patients  who  smoke  to  quit  for 
good.  Take  a little  extra  time  and  educate  your 
patients  about  the  immediate  benefits  of  quitting. 

Like  a decreased  risk  of  heart  attacks  and 
strokes.  Improved  circulation.  And  most  of  all, 
the  years  they  can  add  to  their  lives. 

So  listen  to  their  reasons  for  not  quitting, 
then  go  ahead  and  give  them  the  facts. 

Let  them  know: 
it’s  never  too  late  to  quit 


For  a free  copy  of  “Clinical  Opportunities  for  Smoking  Intervention: 
A Guide  for  the  Busy  Physician”  complete  the  form  below. 

r” Mail  to; 

The  National  Heart,  Lung,  and  Blood  Institute 
Information  Center 

4733  Bethesda  Avenue,  Suite  530,  Bethesda,MD  20814 
(301)951-3260 

Name 


Specialty- 

Address— 


US.  Department  of  Health  &.  Human  Services 
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of  manuscripts  will  be  acknowledged. 

STYLE  — In  general,  articles  can  be  8-10  pages  in  lengt 
For  exceptional  circumstances,  contact  the  Managing  Ec 
tor.  Footnotes,  bibliographies,  and  legends  should  be  type 
on  separate  sheets,  double-spaced.  Bibliographies  shou 
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tor of  anaphylaxis  during  cold  challenge.  ; 
N Engl  J Med  1976;294:687-90. 
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any  news  items  of  general  concern  to  members  of  the  Me 
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ILLUSTRATIONS  — Illustrations  must  be  submitted 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  authoi 
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this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide 
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reject  any  material  submitted  for  publication  is  always  1 
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Put  rour  Patients 

OnTlie 


Why  send  your  patients  with  south  metro  addresses 
all  the  way  to  north  Atlanta  hospitals?  South 
Fulton  Medical  Center  has  been  providing  state-of- 
the-art  medical  care  for  more  than  20  years.  Our 
comprehensive  range  of  services  includes  cardiology 
and  cancer  care,  laser  surgery  and  many  more 
medical  specialties. 


THIS  EXIT 


Chances  are  we’re  right  around  the  comer  from 
many  of  your  patients.  And  we’ve  discovered  that 
they  appreciate  having  easy  access  to  first-rate 
medical  facilities.  Facilities  like  South  Fulton 
Medical  Center.  Where  your  patients  need  us. 
When  they  need  us.  For  more  information,  call 
Geni  Chariker  at  669-4145. 


'SOUTH  FULTON 
MEDCALCENTER 

Where  You  Need  Us.  When  You  Need  Us. 


"As  A Specialist, 
I'm  Not  Heavily 
Equipped  To 
Manage  Billings 
Or  Follow  Up  On 
Pending  Claims" 


Your  billing  process  requires  a 
specialist  too.  Because  we 
understand  the  unique  aspects  of 
your  speciality,  we  can  offer  you  a 
billing  service  that's  tailor-made  to 
your  practice — ensuring  fewer 
problems  in  settling  insurance 
claims. 

We'll  assist  you  in  coding  your 
procedures  accurately  in  order  for 
you  to  receive  maximum  reimburse- 
ment and  we'll  set  up  a billing 
system  that's  as  specialized  and 
effective  as  your  own  practice. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss 
improving  the  condition  of  your 
billings,  bookkeeping  and 
collections. 


PRACTICE 

MANAGEMENT 

SERVICES 


Your  Practice  Made  Perfect 

340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 


THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUS  TEST  PROGRAM 

$10,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  required  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army.  The  1991  National  ' 
Defense  Authorization  Act  directed  that  the  test  continue. 

The  Bonus  Test  Program  is  offered  to  physicians  in  the  following  specialties: 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY  ; 

(Including  selected  subspecialties)  ; 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 

of  the  above  specialties.  * 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical  | 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989. 

BONUS  AMOUNTS:  The  test  offers  $10,000  bonus  for  each  year  of  affiliation  with  the 
Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must  choose  1 , 
2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually  at  the 

beginning  of  each  year  of  agreed  affiliation.  ^ 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the  ' 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

U.S.  ARMY  RESERVE  HEALTH  CARE  TEAM 
Building  710,  First  Floor,  Fort  Gillem,  Forest  Park,  GA  30050 

OR  CALL  COLLECT:  (404)  362-3374  or  5646 
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Those  We  See,  Those  We  Don't  (Detail)  by  Atlanta  artist  Dee  Van  Dyke  is  featured  on  this 
month’s  cover  to  highlight  the  gathering  of  doctors  from  around  the  state  at  the  Annual 
Meeting  last  April  in  Savannah.  Ms.  Van  Dyke’s  art  may  be  vie\wed  at  the  McIntosh  Gallery, 
One  Virginia  Hill,  587  Virginia  Ave.,  Atlanta  30306.  PH:  404-892-4023. 

Cover  design  by  Hank  Richardson,  Richardson  Design,  Atlanta. 
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Peer  Review  — 

An  Integral  Part  of  the 
Practice  of  Quality  Medicine 

The  following  article  represents  the  first  in  a quarterly 
series  of  peer  review  articles  from  the  Georgia  Med- 
ical Care  Foundation  (GMCF). 

The  advantages  to  physicians  of  the  present  system 
of  GMCF  peer  review  include  the  following; 

(1)  Reviews  are  done  by  fellow  physicians  in  active 
practice  in  Georgia,  and  of  the  specialty  appropriate 
to  each  case.  (This,  rather  than  by  professional  full- 
time non-practicing  reviewers  from  afar  or  concen- 
trated in  Atlanta.) 

(2)  There  are  successive  levels  of  consideration 
including  Quality  Intervention  and  Medical  Review 
Committees  as  the  severity  level  mandates  their  use. 
If  at  any  level  the  matter  is  resolved  in  the  physician’s 
favor,  the  matter  is  dropped  and  he/she  is  so  notified. 

(3)  You  can  talk  to  a GMCF  staff  physician  for  an- 
swers to  your  questions  concerning  the  process.  (They 
are  available  to  help  you.) 

(4)  In  confirmed  quality  of  care  issues  the  emphasis 
is  on  education  and  surveillance  rather  than  punitive 
measures. 

(5)  When  modification  of  the  right  to  practice  in 
the  Medicare  program  is  under  consideration  because 
of  the  extreme  severity  of  the  alleged  quality  of  care 
deficit,  the  physician  in  question  is  invited  to  discuss 
the  issues  with  a Medical  Review  Committee.  He  may 
bring  expert  witnesses,  and  legal  counsel  if  he  wants 
to.  Even  at  such  meetings  the  emphasis  is  on  salvag- 
ing and  upgrading  medical  potential  and  skill. 

(6)  All  decisions  at  all  levels  are  made  by  practicing 
physician  consultants  and  are  not  changed  by  the  PRO 
staff.  (The  Medical  Director  and  Associate  Medical 
Directors  perform  no  official  reviews  nor  make  review 
decisions). 

Although  the  Georgia  Medical  Care  Foundation  is 
constantly  monitoring  the  work  of  its  reviewers  — over 
500,  all  in  active  medical  practice  over  the  state  — 
some  incorrect  reviews  do  occur.  In  addition,  some 
initial  reviews  of  the  medical  record  raise  reasonable 
questions,  which,  can  be  easily  answered  by  the  at- 
tending physician  if  written  response  is  given  to  GMCF’s 
request  for  additional  information.  Such  response  in 
itself  assures  that  the  case  will  be  sent  to  a second 
reviewer.  Without  it,  the  opinion  of  the  first  reviewer 
must  stand.  Hence,  those  who  fail  to  respond  deprive 
themselves  of  access  to  a just  solution  of  the  issues 
raised.  Yet,  40%  of  physicians  receiving  letters  from 
GMCF  FAIL  to  give  written  responses  concerning  qual- 
ity of  care  issues  and  60%  concerning  utilization  is- 
sues. 

Medical  peer  review  is  a fact  of  practice  life.  The 
public  demands  and  deserves  it,  and  the  gov- 
ernment mandates  it.  Help  us  to  operate  it  justly  and 
to  keep  it  in  the  hands  of  Georgia  physicians,  by  co- 
operating when  asked  to  do  so.  Constructive  sugges- 
tions and  recommendations  are  welcomed  by  the 
GMCF  staff  and  Board  of  Directors. 

Ralph  A.  Murphy,  M.D. 

Medical  Director 
Dan  Burge,  M.D. 

Associate  Medical  Director 
Georgia  Medical  Care  Foundation 


YOCON' 

YOHIMBINE  HCI 


Descripflon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-i 
boxyiic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  tre 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylarr 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powc 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimt 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors, 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  i 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nerv 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decre 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  se> 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2 
renergic  blockade  which  may  theoretically  result  in  increased  penile  infh 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  incre 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dos 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a r 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimi 
tion  and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  bli 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  h 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  r 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug., 
view  of  the  limited  and  inadequate  informahon  at  hand,  no  precise  tabula 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certa 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  us' 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  u 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  dr 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produa 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  peri 
eral  a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  pictur 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate, 
creased  motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomi 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizzinr 
headache,  skin  flushing  reported  when  used  orally.'' -3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatmen 
erectile  impotence.' '3-4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  ta' 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizzin 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tabi 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Repoi 
therapy  not  more  than  1 0 weeks . 3 
How  Applied:  Oral  tablets  of  Yocon®  1/12  gr.  5,4  mg  in 

bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC  

53159-001-10. 
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WILL  TO  BALANCE,  the  Self- 
^ described  motivation  behind 
ee  Van  Dyke’s  work,  rarely  results 
i harmonies  or  resolutions.  Ten- 
ons are  flexed;  diagrams  of 
pronic  contact  neutralize  fantasies 
r solitude;  the  comforts  of  sym- 
jetry  evaporate  in  the  velocities  of 
panges,  centrifugal  force,  beyond 
formed  selection,  hold  it  all  to- 
pher.  To  balance  is  to  clash  with- 
jt  cracking.  Van  Dyke’s  attention 
i psychological  detail  separates  her 
t from  the  conventions  of  neo- 
cpressionism.  The  characters  are 
:tivitists,  not  sphinxes. 

ickground/ Career  Summary 

Born  in  Atlanta,  Georgia.  Studied 
the  Atlanta  College  of  Art;  the 
liversity  of  Georgia,  B.F.A.  1974; 
nory  University  (completed  grad- 
ite  course  in  New  York  City),  sum- 
er,  1975.  Traveled  extensively 
roughout  the  United  States,  1976; 
'ed  and  worked  in  Aix-en- 
ovence,  France,  1978-79;  traveled 
China,  1985.  Visiting  instructor, 
lanta  College  of  Art,  1985-86,  1988. 
irrently  lives  in  Atlanta,  Georgia. 

lo  Exhibitions 

Sixteen  solo  exhibitions  since 
74,  including  three  in  West 
Tmany. 

lected  Group  Exhibitions 

The  Face  of  the  South,  U.S.A.,” 
lazzo  Venezia,  Rome,  Italy,  1984. 
‘‘3-e1,”  Museum  of  Arts  & Sci- 
ces,  Macon,  Georgia,  1985. 

‘Ut  Och  In”  (Inside  Out),  Malmb 
nsthall,  Malmb,  Sweden,  1986. 
Southern  Arts  Federation/Na- 
nai Endowment  for  the  Arts  Fel- 
vship,  1988;  Traveling  exhibition 
S8-1991. 

‘Birmingham  Biennial  V,”  Bir- 
Ingham  Museum  of  Art,  Birming- 
I Ti,  Alabama,  1989. 
i ‘Charlotte  National  1990,”  Spirit 


Square  Center  for  the  Arts,  Char- 
lotte, North  Carolina,  1990. 

Statement  About  Work 

Influences  from  a 1985  trip  to 
China  began  to  affect  my  work  to- 
ward the  end  of  1986  and  in  1987  I 
began  to  use  figurative  symbols  to 
actively  depict  states  of  being.  In 
the  first  part  of  this  series  1 con- 
centrated on  individual  personali- 


ties and  temperaments,  as  well  as 
actions  and  reactions.  Later  the 
work  evolved  into  being  more  about 
relationships  and  interaction.  In  es- 
sence the  guiding  concept  of  my 
current  work  is  balance,  and 
through  this  I am  exploring  my  ideas 
about  people  needing  each  other. 

Ms.  Van  Dyke’s  work  may  be  seen 
at  the  McIntosh  Gallery,  587  Vir- 
ginia Ave.,  Atlanta  30306.  PH:  404- 
892-4023. 


\bout  the  Cover  Artist 

Dee  Dyke 


POETRY  CORNER 


COUNTRY  DOCTOR 

Family  doctor,  slightly  stooped, 

From  habit  of  fatigue  — and  sleeping 
(In  short  snatches) 

On  too  soft  a mattress  through  the  years. 

Seeing  the  same 

Faces  with  tongues  and  tonsils. 

Skins  with  the  hives,  measles,  ringworm. 
Hearing  the  same  breath  sounds. 

Heart  beats,  murmurs,  and  bruits. 

Driving  through 

The  same  wind  each  winter. 

Seeing  the  same  fences 
In  fall. 

Smelling  the  same  dank  earth 
In  summer. 

And  feeling  the  same  youthful  longings 
In  spring. 

“I’ve  seen  tired  hearts  stop 
From  sheer  boredom,  ” 

/ heard  him  say. 

But  there  is  ever  a new 
Twinkle  in  his  eye; 

For  each  old  face  has  some  new  thought. 
Some  happiness  — or  problem, 

Some  need  to  share 
A joy 

Or  unburden  a heavy  heart. 

Each  winter’s  mud 
Is  bright 

With  all  the  promise  of  spring’s  unfolding  — 

Atop  old  fences 

Rest  the  brightest  birds 

That  fly  the  local  routes. 

Or  stop  over  on  some  pilgrimage 
To  more  monotonous  lands. 


SMALL  TOWN  BOY 
MAKES  GOOD 

Metaphors  are  made  for  city  men  — 

The  polished  phrase  must  fit  the 
polished  form  — 

A sinuous  simile,  like  some  dull  worm 
Pulled  slowly  from  its  hole,  will  suit  me  when 
Some  euphemistic  ornament  is  due.  j 

For  those  trapped  to  hear,  just  make  it  sound  | 
As  if  some  proud  accomplishment  was  found.  ^ 
But  if  you  find  no  good  you  can  review. 

Then  polish  up  a metaphor  or  so. 

And  very  few  will  ever,  ever  know.  ^ 

JOHN  RANSOM  LEWIS,  M. ' 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia’s  Poet  Laureate. 
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PRESIDENT'S  PAGE 


Cyler  D.  Garner 


[ N THE  COURSE  of  every  day  we  all 
L hear  things  that  surprise  us. 
nagine  my  surprise  recently  when 
overheard  a woman  say  that  all 
octors  think  alike. 

1 cannot  imagine  a profession 
'here  more  people  think  differ- 
ntly,  where  we  are  encouraged  to 
link  differently  and  challenge  old 
leas.  One  of  the  best  things  about 
ur  profession  is  that  it  has  so  many 
louses. 

I A few  years  ago,  1 would  have 
jailed  myself  a country  doctor.  1 ex- 
ect  my  patients  still  do.  Today,  I’m 
roud  to  have  the  title  of  Family 
hysician.  To  me,  the  best  part  of 
ly  job  is  working  with  the  whole 
imily.  A family  physician  in  a rural 
’^ea  who  is  fortunate  enough  as  1 
jave  been  to  practice  for  30  years 
ji  the  same  town  begins  to  treat 
j-'andparents,  parents,  and  grand- 
jaildren. 

Frankly,  1 wouldn’t  trade  places 
ith  anyone  else.  Especially  those 
T you  who  have  to  hassle  with  the 
aig”  cities.  I’m  grateful  for  my  place 
1 a small  town. 


The  fact  is,  however,  that  I 
couldn’t  practice  in  a small  town  if 
I didn’t  have  the  support  of  my  col- 
leagues in  larger  cities.  Those  of  us 
in  rural  areas  depend  on  the  urban 
doctors  to  back  us  up  when  we  don’t 
have  the  facilities  or  the  specialty 
to  meet  the  needs  of  our  patients. 
We  need  you  to  back  us  up  when 
we  are  out  of  town  or  have  other 
emergencies  of  our  own.  1 am  very 
fortunate  to  have  had  wonderful 
support  from  doctors  in  neighbor- 
ing towns.  Fine  doctors  who  treat 
my  patients,  then  send  them  back 
to  me. 


There  is  some  argument  among 
us  over  who  has  the  most:  the 
urban  or  the  rural  doctor.  From  my 
perspective,  we  are  a symbiotic  unit. 
We  need  each  other,  and  the  con- 
cerns of  the  urban  doctor  must  be 
the  concerns  of  the  rural  doctor, 
and  vice  versa. 

It  was  Douglas  MacArthur  who 
said:  “There  is  no  security  on  this 
earth;  there  is  only  opportunity.’’ 


As  we  face  together  the  pan- 
demic of  AIDS,  the  growing  prob- 
lems with  drug  and  alcohol  de- 
pendency, rising  health  care  costs 
and  the  threats  to  the  future  of  our 
profession,  I hope  we  do  so  without 
distinguishing  between  urban  and 
rural.  I know  that  if  we  don’t  work 
together,  if  we  splinter  off  into  sep- 
arate groups  with  differing  agen- 
das, we  will  see  our  profession 
damaged  if  not  destroyed  in  a very 
few  years. 

No  one  specialty  or  one  demo- 
graphic area  has  enough  physi- 
cians with  enough  clout  to  be  ef- 
fective in  the  highly  political, 
regulatory  and  legislative  environ- 
ment we  find  ourselves  in  today. 
We  need  each  other  to  maintain  the 
health  of  our  profession,  just  as  we 
need  each  other  to  maintain  the 
health  of  our  patients. 

The  Medical  Association  of  Geor- 
gia is  our  association,  and  it  gives 
us  our  opportunity  to  work  together 
on  all  the  challenges  we  face. 

> * 


For  your  insulin-mixing 
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Rapid  onset  and  sustains 
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in  a single  vial 


■ May  offer  enhanced 
control  through  a 
more  physiologic 
activity  profile 

■ Accurate  dosing — 
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errors 

■ Convenient 
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70%  human  insulin 
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30%)  human  insulin  injection 
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Humulin  has 
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EDITORIAL 


Nicholas  Edward  Davies,  M.D.,  FACE: 
A Remembrance 

William  C.  Waters,  III,  M.D.,  F.A.C.P. 


ii  O HOW  ME  A MAN  who  knOWS 
O what’s  funny,”  said  Mark 
wain,  “and  I’ll  show  you  a man 
vho  knows  what’s  not.”  Thus  did 
^erica’s  wry  laureate  of  prose 
:haracterize  that  certain  rare  soul 
— one  whose  innate  sense  of  ho- 
nor frees  his  intuition  to  play  widely 
ind  unafraid  over  the  range  of  hu- 
man affairs.  Such  a man,  the  same 
liamuel  Clemens  would  likely  agree, 
vas  Dr.  Nick  Davies. 

By  now,  everyone  knows  that 
Wick,  at  age  65,  was  killed  in  a com- 
nercial  airline  crash  on  April  5 near 
Brunswick,  Georgia.  Most  of  us 
mow  that  he  was  the  incoming 
’resident  of  the  American  College 
)f  Physicians,  former  Governor  for 
Georgia  of  the  College,  and  a mem- 
:)er  of  the  American  Board  of  Inter- 
|ial  Medicine.  It  is  common  knowl- 
edge that  Nick  was  a long-time 
physician  at  Piedmont  Hospital,  a 
'ecent  Chairman  of  the  Department 
)f  Medicine,  and  a tireless  worker 
|n  the  civic  arena.  But  all  those  ac- 
idities are  listed  in  the  accompa- 
, lying  curriculum  vitae  and  many 
)ther  places;  this  is  the  time  to  talk 
ibout  Nick  himself. 

[t’s  said  a man  can  be  measured 
by  his  enemies,  but  this  isn’t  ap- 
ilicable  here  since  Nick  never 
eemed  to  be  able  to  make  any.  A 
nan  can  also  be  measured  by  the 
i>eople  he  would  like  to  be.  It 
eemed  that  Nick  wanted,  at  differ- 
■nt  times,  to  be  Jimmy  Stewart,  Dr. 
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William  Cobbett,  Noel  Coward, 
Thomas  Jefferson,  Linnaeus,  Don 
Quixote,  Will  Rogers,  Andrew  Car- 
negie, Sir  William  Osier,  Samuel 
Johnson,  Bill  Gates,  and  Boris 
Becker. 

Those  of  us  who 
knew  Nick  well  suspect 
that  renovation  of  the 
health  care  system  was 
but  a subdivision  of  his 
master  plan,  y 

The  first  time  I ever  saw  Nick  was 
when  I was  a senior  student  at 
Emory  assigned  to  the  obstetrics 
service  at  Grady.  He  was  called,  as 
a senior  assistant  resident,  to  con- 
sult on  a teen-aged  girl  who  had  just 
delivered  and  who  was  in  virtual 
status  epilepticus.  She  had  been 
treated  for  preeclampsia  with  mag- 
nesium sulfate  and  phenobarbital. 
Delivery  had  been  induced  in  an 
effort  to  terminate  her  hypertensive- 
convulsive  episode.  But  she  was  still 
in  deep  trouble. 

Nick  walked  — nay,  shuffled  — 
in,  wearing  white  pants,  white 


Dr.  Waters  specializes  in  internal  medicine  and 
renal  disease.  He  also  serves  on  the  Editorial  Board 
of  this  Journal.  His  address  is  35  Collier  Rd.,  Ste. 
350,  Atlanta,  GA  30309. 


bucks,  and  a white  oxford  button- 
down  shirt  with  the  sleeves  rolled 
above  the  elbow.  He  had  a small 
bag  under  his  arm.  He  looked  at 
the  patient  and  examined  her.  He 
tilted  his  head  to  one  side.  He  put 
the  bag  down  on  the  table.  Then  he 
put  one  foot  up  on  the  rung  of  a 
chair.  Somehow,  just  standing  there, 
he  managed  to  shuffle  again.  This 
was  clearly  vintage  Stewart  — Mr. 
Chips  incarnate. 

He  looked  at  the  patient  some 
more. 

She  jerked  both  arms. 

Nick  scratched  his  chin.  He  put 
both  hands  inside  his  belt.  Then  he 
turned  and  looked  at  the  opposite 
wall. 

Finally  he  turned  around,  jingling 
the  change  in  his  pocket,  and  ad- 
dressed the  four  men  in  the  room 
— a faculty  member,  the  chief  res- 
ident, the  junior  resident,  and  me. 
Had  I known  him  better  I would 
have  recognized  here  the  William 
Cobbett  mode.  (Cobbett  was  the 
irascible  rebel-reformer  who  de- 
fied, among  other  people,  the  fa- 
mous blood-letting  Dr.  Benjamin 
Rush,  insisting  he  was  killing  peo- 
ple. Like,  for  example,  George 
Washington.) 

“Tell  you  what  I really  think,”  Nick 
said,  scratching  his  chin  again.  All 
heads  turned. 

“What  I think  is  . . .”  He  now 
folded  both  arms  across  his  chest. 
(Noel  would  have  been  proud  — 
stage  directions  here  indicate  the 


379 


EDITORIAL 

1 H 


tension  in  the  room  is  palpable,  in- 
tolerable.) 

“ . . . weVe  got  the  wrong  diag- 
nosis.” 

Surely,  Cobbett  stirred  in  ap- 
proval. The  patient  indeed  turned 
out  to  have  idiopathic  epilepsy  and 
eventually  did  well  on  anticonvul- 
sants. At  my  impressionable  stage, 
1 wondered  if  1 could  ever  be  like 
Dr.  Davies:  walk  in,  change  the 
course  of  a diagnostic  dilemma, 
maybe  even  roll  up  my  sleeves  and 
shuffle  a little  bit. 

Nick  had  a habit  of  constantly 
harassing  those  about  him  to 
get  more  and  more  involved  in  civic, 
professional,  literary,  and  teaching 
functions. 

“Tell  you  what  you  ought  to  do,” 
he  would  say  to  an  unsuspecting 
younger  associate.  Or,  “You  know 
what  you  would  be  good  at?”  Or, 
“Why  aren’t  you  a Fellow  of  the  Col- 
lege?” “The  Friends  of  the  Library 
need  you.”  Mark  Silverman  com- 
plained, tenderly,  that  Nick  was  a 
thorn  in  his  side,  constantly  urging 
him  to  expand  his  already  elaborate 
teaching  program;  Mark  wonders 
who  will  now  fill  that  role.  Unre- 
strained, Nick  would  get  you  in  deep 
trouble.  Like  Thomas  Jefferson,  he 
would  push  his  friends  to  their  limit. 
1 became  involved  in  three  major 
things  1 didn’t  think  1 wanted  to  do 
because  of  his  urgings;  he  was  right 
— 1 loved  them  all.  And  like  Jeffer- 
son, Nick  was  an  architect  — not 
of  Monticello  but  of  other  people’s 
souls. 

Like  the  original  lexicographer 
Samuel  Johnson,  Nick  had  a 
fetish  for  words.  He  would  have 
given  a finger  to  have  written  John- 
son’s original  definition  oi network, 
complete  with  the  interstices  and 
intersections.  Like  Johnson,  he 
would  have  relished  the  scholar- 
ship but,  to  be  accurate,  unlike  the 
coffee-house  tyrant  he  would  have 


• “He  always  had  a 
Word  of  the  Month.  Fll 
never  forget  plinth.  He 
used  it  three  times  a 
day,  hoping  someone 
would  ask  him  what  it 
meant.  Finally,  in 
desperation,  he  said, 
“That’s  a good  word, 
plinth.  Ever  heard  of 
it?”  J 

dropped  the  pedantry:  Nick,  though 
literate,  was  a lucid  guy.  He  was 
probably  guided  in  this  by  his  well- 
versed  wife.  Garland,  who  has  re- 
cently retired  as  an  English  profes- 
sor at  Georgia  State,  and  whom  he 
referred  to  as  his  “consultant.” 

He  always  had  a Word  of  the 
Month.  I’ll  never  forget  plinth.  He 
used  it  three  times  a day,  hoping 
someone  would  ask  him  what  it 
meant. 

Finally,  in  desperation,  he  said, 
“That’s  a good  word,  plinth.  Ever 
heard  of  it?” 

For  some  reason,  1 had.  “1  think 
it’s  something  like  the  base  of  a 
pedestal,”  1 said,  trying  to  be  cool, 
you  know,  throw  it  away. 

“Damn,  that’s  right,”  he  said.  He 
was  disappointed,  but  not  because 
1 knew  his  Word;  he  was  disap- 
pointed as  Osier  would  have  been 
because  he’d  lost  a teaching  op- 
portunity. 

And,  above  perhaps  all  others. 
Osier  was  his  idol.  Nick  was 
a member  and  at  the  time  of  his 
death  was  the  incoming  president 
of  the  Osier  Society.  He  had  ac- 
tually made  a pilgrimage,  following 
the  course  of  Osier’s  career  in  the 
U.S.  and  Britain.  He  referred  to  Sir 


William  constantly,  dropping  hi 
maxims  like  blossoms  along  thii 
way.  And  like  the  great  clinician 
Nick  possessed  aequanimitas  — .. 
strange  tranquillity  which,  in  botl 
cases,  emanated  from  hard-woi 
knowledge  and  a quiet  resolve  tc 
improve  the  world  about  him. 

Andrew  Carnegie,  committed  a 
he  was  to  the  mere  acquisi 
tion  of  wealth,  would  normally  nc 
have  fared  well  in  Nick’s  lexicon: 
But  he  redeemed  himself  utterly! 
even  became  another  of  Nick’s  he 
roes,  with  one  clever  move:  he  gav' 
huge  gifts  to  libraries.  You  see,  Nicj 
collected  libraries.  Every  place  h 
went  — London  or  Biloxi  — h' 
wanted  to  see  the  book  collection 
He  was  founding  chairman  of  thl 
Friends  of  the  Atlanta  Public  L 
brary;  he  was  a long-time  workei 
and  then  chairman  of  the  Natiom 
Library  of  Medicine.  Alice  Diviei- 
no’s  director’s  desk  at  the  Piedmor, 
Hospital  Library  has  a worn  plac: 
where  Nick  leaned.  At  the  vast  ce! 
ebration  of  Nick’s  contribution  t^ 
the  Visiting  Nurses’  Association,  a; 
tended  by  some  500  of  his  intimat 
friends,  I recited  the  legend  that  h' 
was  actually  a changeling,  left  ur' 
der  a tree  at  the  American  Colleg 
of  Physicians  by  a migrant  band  c 
librarians.  He  always  seemed  t| 
look  askance  at  me  after  that. 

Nick  felt  that  medicine  isn’t  doin' 
the  job  it  was  designed  for.  He  wa 
always  worried  about  people  fallin 
through  the  cracks.  He  agonized - 
and  shuffled  and  jingled  — over  th 
millions  he  perceived  were  unii 
sured,  left  without  access.  He  woul 
really  have  liked  to  redesign  th 
system,  with  everybody  cared  for  t 
selfless  health  workers.  Such  a prc 
gram  would  have  indeed  been  fei 
sible  if  all  the  health  professiona 
were  like  Nick:  that  is,  if  every'on 
were  dedicated  to  his  fellow  man 
welfare  and  not  worried  about  h 
own. 
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But  those  of  us  who  knew  Nick 
veil  suspect  that  renovation  of  the 
lealth  care  system  was  but  a sub- 
livision  of  his  master  plan.  He  once 
lecided  to  formally  state  his  prior- 
ties:  “1.  My  family  [that’s  Garland, 
dcholas,  Sally,  Elizabeth,  and  four 
grandchildren].  2.  My  patients. 
;.  The  community.”  Notably  ab- 
jent  in  the  hierarchy  was,  of  course, 
fick.  Like  Linnaeus,  some  of  us  feel, 
le  would  have  chosen  to  reorder 
ne  natural  sequence  — change  all 
ae  phyla,  the  genera,  the  species. 
Vhether  his  scheme  would  work  in 
le  real  world  we’ll  never  know; 
ertainly  it  would  have  been  a 
'eautiful  place,  full  of  people  going 
bout  their  joyous  task  of  helping 
ithers.  There  were,  one  recalls,  a 
2w  others  in  history  with  this  gen- 
|ral  idea. 

Serious  as  he  was  about  his  ide- 
als, Nick  had  a generous  soup- 
'on  of  the  humorist  in  his  heart.  His 
ivorite  jokes  were  hilarious  and, 
ke  everything  else  about  him,  pre- 
isely  chosen  for  their  subtlety.  Re- 
aming from  an  seemingly  endless 
merican  Board  of  Internal  Medl- 
ine policy  meeting,  he  waxed 
lightly  irreverent. 

“I  think  ...  I think  . . . that  the 
merican  Board  has  now  bitten  off 
iss  than  it  can  chew.”  You  can  see 
/ill  Rogers  pulling  his  ear  in  ap- 
,roval. 

I He  loved  tennis  and  wanted  to 
‘e  Boris  Becker  for  a little  while. 


i 

1 

i 
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but  not  just  because  of  the  fame. 
He  would  have  wished  to  have  de- 
feated certain  players  whose  man- 
ners on  the  court  he  did  not  con- 
sider enchanting.  Without  ever 
actually  saying  it,  he  could  not  tol- 

^ Unrestrained,  Nick 
would  get  you  in  deep 
trouble.  Like  Thomas 
Jefferson,  he  would 
push  his  friends  to 
their  limit.  1 became 
involved  in  three  major 
things  1 didn’t  think  1 
wanted  to  do  because 
of  his  urgings  ...  1 
loved  them  all.  J 


erate  a lack  of  grace.  Nick  was  a 
gracious,  but  also  a graceful,  guy 
and  the  habits  of  our  planet  some- 
time failed  to  reach  his  standards. 

His  latest  obsession  was  com- 
munication, the  transfer  of  infor- 
mation: informatics.  He  was  chair- 
man of  the  AGP  committee  on  that 
subject.  He  had  dipped  deeply  into 
semantics,  and  more  recently  into 
computer-cybernetics,  hoping  to  get 
words  and  machines  to  help  us 
think  better.  One  can  visualize  him 


L 


sitting  for  a time  at  the  feet  of  Bill 
Gates,  the  guru  of  computer  soft- 
ware, learning  how  to  program  a 
floppy  disc  which  would  make 
everybody  knowledgeable,  every- 
body insightful,  everybody  better 
than  they  are.  He  might  have  called 
the  program  MedRight.  Or,  on  fur- 
ther revision,  BetterLife. 

His  commitment  to  moral  stand- 
ards in  the  medical  arena  led  to 
originating  the  Ethics  Committee  at 
Piedmont  as  well  as  helping  to 
sponsor  conferences  on  medical 
ethics  in  the  Atlanta  area.  Lawyers’ 
lengthy  opinions  on  the  impracti- 
cality  and  even  hazard  of  such  com- 
mittees, as  well  as  the  inertia  of  his 
colleagues,  piqued  him.  He  forged 
ahead  anyway.  If  you  try  hard 
enough,  he  knew,  the  windmills 
would  eventually  come  down. 

So  Nick  Davies  aspired  to  be  like 
certain  great  achievers.  In  the 
process,  one  feels,  he  did  one  bet- 
ter — he  dissected  away  the  finest 
qualities  of  each,  incorporated  them 
into  himself,  and  created  a wholly 
new  image.  Even  if  the  man  himself 
has  now  returned  to  La  Mancha,  it 
is  important  that  his  new  icon  is 
now  available.  For  you  see,  there 
are  many  of  us  who  don’t  really  want 
to  be  like  Jefferson  or  Osier  or  Cob- 
bed. We’d  rather  wear  oxford  shirts 
and  jingle  our  change  and  shuffle 
a little  bit  and  agonize  over  the 
world’s  inequities. 

We  want,  you  see,  to  be  like  Nick. 
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CURRICULUM  VITAE 

NICHOLAS  EDWARD  DAVIES 

Bom  Philadelphia,  Pennsylvania,  January  25,  1926 

Education 

University  of  Virginia  — B.A.,  1949  ' 

University  of  Virginia  School  of  Medicine  — M.D.,  1952  j 

Cincinnati  General  Hospital  — Intern,  July  1952-June  1953 
Grady  Memorial  Hospital  — Resident,  Internal  Medicine,  July  1955-June 
1957  ! 

i 

Military  Service 

United  States  Maritime  Service  — Purser/Pharmacist  Mate,  January  1944- 
June  1946 

United  States  Air  Force,  School  of  Aviation  Medicine,  August  1953-Oc- 
tober  1953 

United  States  Air  Force  — Flight  Surgeon,  October  1953-June  1955 
United  States  Air  Force  — Commendation  Medal,  1954 

Professional  Organizations  | 

Medical  Association  of  Atlanta,  1957-present 
Aven  Citizenship  Award,  1970 
Editor,  ATLANTA  MEDICINE,  1971-1975 
Chairman,  Public  Relations  Committee,  1976 
Chairman,  Committee  on  Exercise  and  Heat,  1977 
Chairman,  Health  Education  Forums,  1977 

Chairman,  Health  Education  of  Public  Committee,  1978  j 

Medical  Association  of  Georgia,  1957-present  i 

Chairman,  Task  Force  on  Continuing  Medical  Education,  1971-1973  I 
Chairman,  Education  Committee,  1973-1977  ' 

Chairman,  Health  Education  of  Public  Subcommittee,  1975-1981  ^ 

Chairman,  Small  Hospital  Libraries  Project,  1976-present  ! 

Civic  Endeavor  Award,  1977 

American  Medical  Association,  1957-present 

Continuing  Medical  Education  Accreditation  Surveys 
Mississippi  Medical  Association 
Tennessee  Medical  Association 
Neurosurgical  Society  of  North  America  (Chairman) 

Medical  Association  of  the  State  of  Alabama  (Chairman) 

Puerto  Rico  Medical  Association  (Chairman) 

Senior  Consultants  of  New  York 

Infectious  Diseases  Society  of  America  (Chairman) 

American  Heart  Association  (Resurvey  Chairman) 

Continuing  Medical  Education  Annual  Meeting 
Chicago,  Illinois,  November  1974,  Panel 
Moderator  on  Self-Assessment 

American  College  of  Physicians 
Associate,  1959 
Fellow,  1965 

Governor-Elect  for  Georgia,  1975 
Governor  for  Georgia,  1976-1980 
Editorial  Board,  FORUM  ON  MEDICINE,  1978-1980 
Medical  Practice  Committee,  1978-1981 

Chairman,  Subcommittee  on  Organization  and  Delivery 
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Public  and  Professional  Communications  Committee 
Subcommittee  on  ACP/Saunders  Book  Project 
Panelist,  Governors’  Meeting,  San  Francisco,  CA,  1979 
Panelist,  Governors’  Meeting,  Colorado  Springs,  CO,  1979 
Nominating  Committee,  Board  of  Governors,  1979-1980 
Health  Policy  Committee,  1979-1980 
PIQUA  Panel  for  Infectious  Diseases 
Graduate  Medical  Education  National  Advisory  Council 
Adult  Medical  Care  Panel,  1979 
Medical  Knowledge  Self-Assessment  Program  VI 

Author,  Cardiovascular  Patient  Management  Problem 
Editorial  Board,  Annua/s  of  Internal  Medicine,  June  1980-1986 
GMENAC,  Neurology,  Panel,  1982 
Board  of  Regents  — 1984-1990 

American  Heart  Association 
Member,  1957 
Fellow,  1970 

Delegate  (Georgia  Affiliate)  1979-1982 
Delegate  (Southern  Region)  1981-1983 

Georgia  Heart  Association 
Member,  1957-present 
Board  of  Directors,  1970-1974,  1976-present 
Vice  President,  1978-1979 
President-Elect,  1979-1980 
President,  1980-1981 
Executive  Committee,  1978-1983 

Fulton  County  Heart  Unit 

Founding  Chairman,  1972-1974 
Executive  Committee  1972-1981 

Metro  Atlanta  Health  Fair,  1980-1982 

Chairman,  Physicians  Advisory  Committee 

Southeastern  Clinical  Club 
President,  1971 

Atlanta  Clinical  Society 

Southern  Medical  Association 

Editorial  Board,  Southern  Medical  Journal,  1977-1980 

American  and  Georgia  Societies  of  Internal  Medicine 

National  Library  of  Medicine 

Board  of  Regents  appointment  by  President  Carter 
Confirmed  by  the  U.S.  Senate  March  22,  1978.  Term  expired  August, 
1981 

Chairman,  Board  of  Regents,  August  1980-1981 
Chairman,  Technical  Review  Group  1 (Reconfiguration  of  RML  Pro- 
gram) May  1982 

Consultant,  Extramural  Program,  1982-present 

American  Board  of  Internal  Medicine 
Board  of  Governors,  1984-1990 

Atlanta  Medical  History  Society,  1981 -present 
Secretary-Treasurer,  1981-1982 
President,  1983-1984 

American  AIDS  Fund 

Chairman,  1988-present 

American  Osier  Society,  1982-present 

American  Clinical  & Climatological  Association,  1983-present 


M991,Vol.  80  383 


EDITORIAL 

Community  Service 

United  Way  of  Metropolitan  Atlanta 
Chairman,  Medical  Division,  1969 
Board  of  Directors,  1970-1979 
Vice  President,  1972-1974 

Chairman,  Agency  Relations  and  Allocation  Division  1972-1974 
Chairman,  Information  and  Referral  Service,  1974-1977 
Chairman,  Agency  Evaluation  Committee,  1977-1978 
Advisory  Committee,  1979-1980 

Friends  of  the  Atlanta  Public  Library,  Inc. 

Founding  Chairman,  November  1974 

President,  1975-1979 

Chairman  of  the  Board,  1979-1980 

Atlanta  Council  for  International  Visitors 
Board  of  Trustees,  1974-present 

Atlanta  Committee  on  Foreign  Affairs,  1964-1983 

Atlanta  Advertising  Club  Voluntary  Advisory  Committee 
Board  of  Directors,  1975 

Metropolitan  Atlanta  Community  Foundation 
Board  of  Directors,  1978-1988 
Executive  Committee,  1982-1988 
Vice  President  1983-1988 

Visiting  Nurse  Association  of  Metropolitan  Atlanta 
Board  of  Directors,  1976-present 
Secretary  of  Board,  1977-1978 
1st  Vice  President,  1978-1979 
2nd  Vice  President,  1979-1980 
President,  1981-1983 

State  of  Georgia,  Comprehensive  Health  Planning 
Task  Force  on  Manpower,  1975 

Alumni  Activities 

University  of  Virginia  Alumni  Association, 

Atlanta  Chapter  President,  1964 
Dupont  Scholars  Selection  Committee,  1962-1964 
Jefferson  Scholars  Selection  Committee,  1981 
University  of  Virginia  School  of  Medicine  Alumni 

Chairman,  Subcommittee  on  Continuing  Medical  Education,  1969- 
1971 

Alpha  Omega  Alpha  — Alumnus  Member,  1981 
Board  of  Trustees,  1983-1988 

384 


Journal  of  W* 


EDITORIAL 


In  Memorium  — Dr.  Jack  A.  Raines,  1924-1991 

John  D.  Watson,  Jr.,  M.D. 


A HUSBAND,  Father,  Grandfather, 
Physician,  Counselor,  Thes- 
pian, Coach,  and  Leader.  He  is  sur- 
vived by  his  widow,  Jean,  two  sons 
and  one  daughter,  two  grandchil- 
dren, and  many  friends  and  admi- 
rers. 

Jack  was  a unique  talent  among 
unique  talents.  He  rarely  entered 
into  anything  in  which  he  did  not 
wish  to  excel.  He  became  the  top 
man  in  almost  all  that  he  touched; 
whether  it  be  Acting,  President  of 
our  local  Little  Theater;  Coaching, 
the  President  of  both  the  football 
and  baseball  Pop  Warner  and  Peach 
Leagues;  Medicine.  President  of  the 
Muscogee  County  Medical  Society, 
President  of  the  Georgia  Psychiatric 
Association,  Chairman  of  the  Board 
of  the  Medical  Association  of  Geor- 
gia, Vice-Speaker  of  the  House  of 
Delegates  of  the  MAG,  and  numer- 
ous lesser  posts;  and  Counselor, 
Board  of  Directors  of  MAG  Mutual 
Insurance  Company,  Claims  Com- 
mittee of  MAG  Mutual,  member  of 
the  Composite  State  Board  of  Med- 
ical Examiners  of  the  State  of  Geor- 
gia, and  American  Psychiatric  As- 
sociation Peer  Review  Committee. 


A Counselor  to  his  many  friends 
and  associates.  Jack  was  always 
available  if  you  sought  his  advice, 
and  time  was  not  a factor.  He  would 
spend  as  much  time  with  you  as 
necessary  until  you  felt  comfortable 
about  your  problem  or  concern.  He 
had  a special  way  of  not  telling  you 
what  to  do,  but  exploring  the  pa- 
rameters with  you  until  you  could 
see  your  way  as  to  the  best  solution. 
His  depth  of  knowledge  about  so 
many  topics  and  on-going  intrigues 
was  amazing. 

His  family  will  miss  him  as  their 
Father.  The  many  organiza- 
tions with  which  he  was  involved 
will  miss  him  as  a most  valuable 
Resource  and  Counselor.  His  col- 
leagues and  friends  will  miss  him 
as  a trusted  Friend.  His  community 
will  miss  him  for  his  concern  and 
involvement  in  its  affairs.  His  pa- 
tients will  miss  him  as  the  ultimate 
Confidant  and  Counselor. 

For  those  who  are  blessed  with 
much  knowledge  and  ability,  much 
is  required  if  they  are  to  fulfill  their 
roles  in  life.  Jack  met  the  task  by 
any  standard. 


Dr.  Watson,  a Past  President  of  MAG,  practices 
radiology/oncology  in  Columbus. 
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Of  Matters  That  Matter — And  of  Pleasure 
Ah,  Sweet  Summer 

Charles  R.  Underwood,  M.D. 


iiMet  thy  joys  alone  be  remem- 
bered  now,  Let  thy  sor- 
rows go  sleep  awhile.  ” 

SIR  THOMAS  MOORE 

“The  happiest  days  of  any  journey 
are  the  day  you  leave  home  and 
the  day  you  return  home  again.  ” 

LAYTON  MAUZE,  PRESBYTERIAN  MINISTER 

“For  many  millenia  our  ances- 
tors squatted  successfully  in  the 
woods.  You  might  think  it  would 
follow  that  everybody  would  know 
how  — by  instinct.  Nature  simply 
takes  its  course  when  a colon  is 
bulging  or  a bladder  bursting.  But 
“its  course,  ” I cheerlessly  and  la- 
boriously discovered,  was  subject 
to  infinite  miserable  destinations. 

Several  seasons  of  guiding  city 
folks  down  Whitewater  rivers  both 
sharpened  my  squatting  skills  and 
assured  me  I wasn’t  alone  in  the 
klutz  department.  Frequently,  the 
strife  and  anxiety  experienced  in  the 
bushes  were  greater  than  any  sweat 
produced  by  the  downstream  roar 
of  a monster,  raft-eating  rapid. 
Those  summers  on  the  river  led  me 
to  a couple  of  firm  conclusions.  One: 
Monster  rapids  inspire  a lot  of 
squatting,  which  in  turn  supplies  a 
wealth  of  study  material  for  two. 
Two:  (and  ultimately  one  of  the 
subjects  that  prompted  this  publi- 
cation): Finesse  at  shitting  in  the 
woods  — or  anywhere  else,  for  that 
matter  — is  not  come  by  instinc- 
tively. This  might  sound  as  if  I were 
a regular  Peeping  Joan.  But  with 
several  dozen  bodies  behind  the 
few  bushes  and  boulders  of  a nar- 


row river  canyon,  I found  it  prac- 
tically impossible  not  to  trip  over  a 
few  — exhibiting  all  manner  of 
contorted  expressions  and  pos- 
tures — every  day.  Generally,  a city- 
bred  adult,  in  dropping  his  or  her 
pants  to  squat,  can  expect  to  be  no 
more  successful  in  this  endeavor 
than  a tottering  one-year-old.  Shit- 
ting in  the  woods  is  an  acquired 
rather  than  innate  skill,  a skill 
honed  only  by  practice,  a skill  all 
but  lost  to  the  bulk  of  the  popula- 
tion along  with  the  art  of  making 
soap,  carding  wool,  and  skinning 
buffalo. 

We  are  now  several  generations 
potty-trained  on  indoor  plumbing 
and  accustomed  to  privacy,  com- 
fort, and  convenience.  To  a person 
brought  up  on  the  spiffy,  silenced, 
flush  toilet  hidden  away  behind  the 
bolted  bathroom  door,  elimination 
in  the  backcountry  can  rapidly  de- 
generate into  a frightening  physical 
hazard,  an  embarassing  mess,  or 
incredibly,  a week-long  attack  of 
avoidance-constipation. 

Over  the  last  decade,  an  unprec- 
edented lust  for  wilderness  vaca- 
tions and  exotic  treks  has  exploded 
out  of  our  metropolitan  confines. 
With  the  same  furor  that  marked 
the  nineteenth  century  race  to  fulfill 
Manifest  Destiny,  rat  race  victims 
now  seek  respite  in  the  wilds  from 
twentieth-century  urban  madness. 
Masses  of  bodies  are  thundering 
through  the  forests,  scurrying  up 
mountain  peaks,  and  flailing  down 
rivers,  leaving  a wake  of  toilet  pa- 
per and  fecal  matter  Mother  Nature 


cannot  fathom.  It’s  not  unrealisti' 
to  fear  that  within  a few  more  year 
the  last  remaining  pristine  place' 
could  well  exhibit  conditions  equc 
to  the  world’s  worst  slums.  Anyow 
who  has  come  upon  a favorite 
once-lovely  beach  or  river  ban: 
trashed  with  litter  has  felt  horror  o 
the  visual  impact.  But  the  veilei] 
environmental  impact  of  the  rap 
idly  increasing  quantity  of  huma, 
waste  in  the  woods  is  of  eve,i 
greater  concern.  Tragically,  n{ 
longer  can  we  drink  from  even  th 
most  remote,  crystal  clear  stream 
without  the  possibility  of  contrac 
ing  giardia,  a disease  sprea' 
through  fecal  deposits  in  or  aboV 
the  waterways  — and  a diseas 
unknown  in  the  U.S.  wildernes 
prior  to  the  1970s. 

Once  the  “authorities’’ have  take 
over  preservation,  it  is,  in  my  mind 
already  too  late.  Rules  and  regi\ 
lations  imposed  by  governmer 
agencies  (though  absolutely  nec 
essary  now  in  many  areas)  ar\ 
themselves  rude  incursions  inV 
majestically  primitive  surround 
ings  and  antipodal  to  the  freedoj 
wilderness  represents.  Rules,  sign: 
application  forms,  and  their  ensi 
ing  costs  are  truly  a pain  in  the  as: 
brought  about  not  solely  by  ir. 
creased  numbers  of  people,  butals 
by  the  innocently  unaware  and  th 
blatantly  irresponsible.  The  wif 
ingness  to  inspire  preservatio 
comes  most  naturally  from  thos 
who  delight  in  the  wilds;  it  is  the 
— we  — who  have  the  greater, 
responsibility  for  respect,  care,  an 


education.  And  it  is  we  who  must 
earn  and  teach  others  how  and 
vhere  to  shit  in  the  woods.  ” 

How  to  Shit  in  the  Woods, 

KATHLEEN  MEYER 
(A  well-written  and 
environmentally  accurate  and 
useful  manuscript  chosen  by  the 
Editor  and  with  his  apologies  for 
the  crudeness  though  accuracy  of 

the  title.) 

ONE  FINDS  difficulty,  obstruction- 
ism, in  thinking  of  joy  and 
disaster  and  comfort  and  pain  at  the 
5ame  time.  Separate,  they  have  their 
3lace  in  all  our  lives.  Joined  to- 
gether, however,  the  amalgam  frac- 
ures.  It  is  thus  that  thespians  are 
depicted  with  the  two  masks,  one 
n anguish  and  the  other  afire  with 
aughter.  So,  too,  the  writings  of 
phakespeare  which  one  finds  cat- 
jilogued  as  The  Tragedies,  The 
jComedies  and  The  Histories.  Our 
ihought  processes,  our  emotional 
(Tiillieu,  wants  the  one,  or  the  other, 
(dse  we  ricochet  between  the  two. 
|Ve  become  schizophrenic. 

, This  however  is  the  position  your 
iiiditor  finds  himself  in  this  month. 
jVe  must  deal  with  the  future  of  this 
\ournal  and  the  pain,  perhaps  not 

Ilisaster,  which  recent  events  have 
)laced  at  our  doorstep.  We  must 
alk  of  these  frankly,  not  critically, 
or  only  then  can  practical  and  re- 

iilistic  solutions  come  forth.  But 
hen,  with  such  matters  put  aside 
0 rest  awhile,  we  shall  talk  of  sum- 
iner  — and  of  pleasure.  Ah,  sweet 
liummer! 


D I T O R ' S 


Let  us  begin  first  with  our  prob- 
lems. This  past  Annual  Session  of 
the  MAG  was  forced  by  budgetary 
constraints  to  confront  some  diffi- 
cult issues  and  to  make  some  un- 
comfortable decisions.  So  it  is  with 
us  all  when  the  fiscal  world  in  which 
we  live  fragments.  The  House  of 
Delegates,  as  well  as  the  Executive 
Committee  and  Board  of  Directors 
which  proceeded  the  gathering  of 
that  body,  did  so  with  unusual  care 
and  debate,  coming  to  decisions 
with  calculated  understanding.  As 
debate  and  decision  making  came 
to  an  end,  necessary  constriction  of 
carefully  requested  budgets  had 
been  put  into  effect.  This  particular 
“line  item”  in  the  overall  budget  of 
the  MAG,  the  budget  of  \he  Journal, 
submitted  as  a “no  frills  budget 
neutral”  suggestion  to  the  Finance 
Committee  suffered  a recom- 
mended cut  from  the  requested 
$191,000  to  $150,000  with  the  rec- 
ommendation that  the  Journal  be 
published  every  other  month  rather 
than  monthly  as  has  been  its  history 
since  its  origin  in  the  nineteenth 
century.  Following  debate  at  the  Ex- 
ecutive Committee,  the  Board  of  Di- 
rectors, and  Reference  Committee 
F,  all  of  whom  opposed  the  6-time 
publication  and  recommended 
continued  monthly  publication,  the 
House  of  Delegates  mandated  that 
it  continue  a monthly  publication 
with  what  seemed  to  this  Editor  to 
be  an  understanding  that  it  con- 
tinue the  level  of  quality  and  size 
as  in  the  past.  As  the  fiscal  fires 
cooled,  however,  we  were  still  left 
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with  a budget  of  $150,000,  clearly 
making  impossible  the  continua- 
tion of  the  same  level  of  size  and 
quality  to  which  we  have  all  be- 
come accustomed. 

In  1990,  the  House  of  Delegates 
passed  a resolution  stating  that  $20 
of  each  active  member’s  dues  be 
allocated  to  the  Journal.  With  ap- 
proximately 6700  active  dues-pay- 
ing  members,  this  results  in  a sum 
of  $134,000.  In  addition  to  this,  ad- 
vertising revenue  should  produce 
between  $80,000  and  $100,000  in 
1991-1992.  Thus  arises  a matter  of 
priority.  The  question  simply  put 
begs  the  answer:  “Is  this  publica- 
tion, carefully  monitored  fiscally, 
important  enough  to  the  member- 
ship of  the  MAG  to  warrant  contin- 
ued support,  or  are  other  functions 
of  the  organization  more  worthy  and 
thus  to  a degree  sufficient  to 
threaten  the  usefulness  if  not  the 
survival  of  the  Journal?” 

But  let  us  turn  to  happier  and 
less  stressful  thoughts,  for  in- 
deed it  is  summertime.  It  all  started 
one  evening  at  a cocktail  party.  The 
most  unusual  and  creative  plans 
seem  to  have  their  genesis  under 
such  circumstances.  Their  practi- 
cality, their  eventual  fruition  it 
seems  to  me,  seldom  relate  to  their 
eventual  evolution.  But  the  plan- 
ning, the  grandiose  preparations 
seem  to  ignore  such  pragmatic  con- 
cerns carrying  one  into  a fantasy 
land  bearing  no  relation  to  one’s 
daily  life.  Nor,  may  1 say,  to  one’s 
fiscal  resources  as  yet  comes  the 
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morrow.  Such  was  the  occasion 
when  my  good  friend,  Louis  Felder, 
began  to  describe  the  utter  ecstasy 
of  floating  the  Hell’s  Canyon  stretch 
of  the  Snake  River.  Did  you  say 
Snake  River  whispered  my  pro- 
posed tent-mate.  And  so  it  went  un- 
til commitment  beyond  recourse 
had  been  made.  The  brochures  ar- 
rived, the  deposit  made,  and  before 
reason  gained  hold  of  ecstasy,  we 
were  a part  of  the  excursion. 

The  first  indication  of  the  predic- 
ament into  which  unguarded 
thought  and  intemperance  had  led 
us  came  when  one  of  the  group 
mentioned  that  Ferrol  Sams,  he  of 
the  unrestrained  (and  carefully 
crafted)  practical  joke  and  his  wife 
were  to  be  in  the  party.  Amongst 
the  wilderness-opening  explorers, 
my  hands  grew  clammy.  “Not  he 
who  struck  the  match  to  the  flatus- 
passing mule,”  1 moaned.  1 shud- 
dered at  what  lay  ahead  of  us.  But 
then  came  the  shock  of  a previous 
excursioner  asking  what  type 
equipment  and  survival  gear  and 
clothing  we  planned  to  take  with 
us.  “Same  as  to  Sea  Island,”  1 said. 
Quietly  whispered  advice  from  a 
friend  led  us  to  one  of  those  out- 
door adventure  stores.  We  entered 
the  establishment  amid  deeply 
tanned  young  men  and  women  clad 
in  shorts,  cobbled  boots,  outback 
hats,  and  belted  with  compass  and 
knife.  1 quickly  removed  my  tie,  hid 
my  coat  in  the  car,  and  rumpled  my 
shirt  a bit.  Following  consultation 
with  the  helpful  young  saleslady, 
herself  clad  for  mountain  climbing, 
we  departed  this  museum  of  health 
and  fitness  with  clothing  and  ac- 
coutrements suitable  for  navigating 
and  floating  unaided  across  the  At- 
lantic. We  made  a death  pact:  “I 
won’t  take  your  picture  if  you  won’t 
take  mine.” 

The  final  and  near  fatal  crack  in 
our  confidence  came  soon  after- 
wards in  the  form  of  a letter,  post- 
marked in  Boise,  Idaho,  and  written 


on  the  letterhead  of  the  outfitter  we 
were  to  use,  thus  leaving  a seal  of 
authenticity,  and  which  read  in  part 
as  follows: 

“I  am  sure  you  are  looking  forward 
to  your  May  rafting  trip  of  the  Snake 
River.  I congratulate  you  for  choos- 
ing to  go  early  in  the  summer  dur- 
ing the  high-water  flow  season.  This 
will  certainly  turn  your  soft  adven- 
ture into  the  thrill  of  a lifetime. 


• Our  thoughts  once 
again  rebound  from  the 
concern  over  damage 
to  a part  of  this 
organization  which  1 
see  as  a valuable  and 
cohesive  vehicle,  that 
is,  the  Journal  of  the 
MAG,  rebound  from 
this  to  trembling 
anticipation  of  mauling 
from  bears  and  bites 
from  marmots,  y 

While  the  Hughes  people  are  an 
outstanding  outfitter,  we  want  to  of- 
fer you  a supportive  rescue  service 
on  a pre-paid  group  basis.  Most  of 
these  trips  go  very  well;  but  for  the 
occasional  accidental  broken  bone, 
the  animal  mauling,  or  unantici- 
pated serious  illness,  we  provide 
an  invaluable  service. 

For  $55  per  rafter,  we  will  furnish 
free  helicopter  service  out  of  Hell's 
Canyon  to  Lewiston,  where  we  have 
preferred  arrangements  with  fine 
physicians  trained  at  the  University 
of  Manila  and  another  from  the  Ka- 
rachi Medical  Institute.  Both  have 
special  training  in  the  care  of  Rocky 


Mountain  Spotted  Fever  which  h 
endemic  to  the  area.  Most  doctort^ 
can  handle  trauma  from  animal  at 
tacks,  but  ours  also  know  what  par 
asites  are  transmitted  by  predators 

A highlight  of  the  trip  will  beyou\ 
transit  of  the  Hat  Point  scenic  area 
of  the  Snake  River.  We  will  have  c. 
Red  Cross  certified  lifesaving  spe 
cialist  trained  in  handling  drown 
ings  at  the  largest  rapids  when  you 
go  through  the  area.  He  will  alsc 
have  splints  and  other  first  aid  sup 
plies. 

The  most  important  thing  you  car' 
do  to  be  safe  is  to  use  good  j'udg  ‘ 
meat  and  good  equipment.  You. 
helmets,  life  jackets,  and  padt  ^ 
should  be  first  rate.  The  rapids  art. 
swift,  and  the  rocks  are  hard.  Don  ^ i 
feed  the  animals!  Some  are  ob  \ 
viously  extremely  formidable,  an6 ! 
coyote  and  bear  should  be  avoidea  ' 
Others  such  as  eagles  and  mar  - 
mots  will  come  close  and  loot  ' 
friendly,  but  they  can  damage  tht 
camp  and  will  not  know  when  th( 
hot  dog  ends  and  your  finger  be 
gins.  ” 

i 

It  was  only  following  phone  call  | 
to  the  outfitter  for  comforting  re 
assurance  that  the  perpetrator  of  thi 
infamous  trickery  was  uncovered  a.  i 
one  of  our  own.  1 cautioned  him 
“You  must  be  cautious  and  fear  fo  i 
your  life.  You  have  just  outwitted 
one  of  the  all  time  masters  of  trick 
ery.  Sambo  takes  these  things  quiR 
seriously.” 

And  so  it  was  that  it  happened  ; 
Three  days  before  the  planned  de  ; 
parture  there  arrived  in  the  office  c ' 
this  highly  placed  CEO  a large  bou 
quet  of  pink  roses  bearing  a can  . 
clearly  inscribed  for  all  to  see  fror. 
the  receptionist  to  the  securit 
guards  to  the  personal  secretary.  . ' 
read,  “I  will  miss  you  this  comin  : 
week.  Love,  Bruce.”  He  quietly  bor 
the  bouquet  into  his  office  as  th 
snickering  secretary'  attempted  sef 
control. 
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Yet,  we  persevered.  No  snakes, 
10  Sambos  would  deter  us  now.  We 
Yere  prepared  for  the  Great  Amer- 
'can  Outdoor  Adventure.  The  po- 
arlite  outer  garments  and  their  ac- 
l:ompanying  outer-space-tested 
■indergarments  lie  now  along  with 
he  rain  suits,  the  head  gear,  the 
Ivaterproof  camera  container  in  or- 
jlerly  array  upon  the  living  room 
jloor,  awaiting  proper  placement  in 
he  weather  repellent  duffle  bags, 
"he  occupants  of  such  attire,  yet 
maccustomed  to  such  finery,  sit 
I'.ontemplatively  in  the  library.  1 
bought  again  of  a cartoon  from 
ears  past  in  the  New  Yorker.  It  de- 
)icted  a young  couple  who  had  with 


li 

i 


gratuitous  beneficence  and  gener- 
osity been  given  tickets  to  the 
championship  football  game  sitting 
huddled  in  a driving  snowstorm. 
One  said  to  the  other  in  the  caption 
below,  “Poor  John  and  Linda.  Sit- 
ting at  home  before  a warm  fire 
drinking  mulled  wine.” 

“Would  it  not  be  more  practical, 
more  reasonable  and  reliable  to  our 
age,”  my  anxious  and  contempla- 
tive floating  companion  asked,  “if 
we  just  suggested  that  we  both  suf- 
fer from  seasickness  and  would  be 
most  appreciative  of  an  invitation 
to  the  slide  viewing  party  if  they  all 
return  safely?” 

We  leave,  take  our  departure  from 


I 
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this  civilized  world,  on  the  morrow. 
Our  thoughts  once  again  rebound 
from  the  concern  over  damage  to  a 
part  of  this  organization  which  1 see 
as  a valuable  and  cohesive  vehicle, 
that  is  the  Journal  of  the  MAG,  re- 
bound from  this  to  trembling  antic- 
ipation of  mauling  from  bears  and 
bites  from  marmots.  But  we  must 
be  on  our  way  and  hastily.  The  water 
is  rising  on  the  Snake,  and  the  rap- 
ids yet  vent  their  fury  upon  the  boul- 
ders. We  shall  surely  return.  It  says 
such  in  the  travel  folder.  And  so  for 
now  must  await  the  obituary  to  be 
published  here  next  month.  “Ah, 
sweet  summer!” 
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MRI  UPDATE 


Figure  2 


Clinical  history:  This  is  a 

26-year-old  male  with  back 
pain  and  right  lower  extremity 
radiation. 

Findings:  This  is  an 

example  of  a normal  study  on 
a young  adult.  COMMENT:  MRI 
is  the  screening  test  of  first 
choice  for  suspected  disorders 
of  the  lumbar  spine.  Notice  the 
elear  depietion  of  the  normal 
L5-S1  dise  (figure  1,  erossed 
arrow).  The  dises  of  this 
patient  exhibit  high  signal 
intensity  reflecting  normal 
hydration  and  none  of  the  discs 
are  narrowed.  None  of  the  dises 
indent  the  theeal  sae  whieh  is 
of  intermediate  signal  intensity 
and  appears  as  the  gray  band 


in  the  center  of  the  image.  The 
vertebral  bodies  are 
homogeneous  and  free  of 
destruetive  lesions.  The  eonus 
medullaris  (arrow)  is  normal. 
This  sagittal  image 
demonstrates  the  advantages 
of  MRI  over  other  screening 
modalities.  Routine  CT 
scanning  will  not  display  the 
conus  medullaris,  lesions  of 
whieh  may  masquerade  as 
disc  herniation.  The  general 
area  of  coverage  is  superior 
with  MRI.  Dise  detail  is  much 
better  displayed  with  MRI. 

The  axial  image  at  L5-S1 
(figure  2)  exhibits  delineation 
of  intraspinal  detail  far 
superior  to  that  of  CT.  The 
right  SI  nerve  root  is  elearly 


displayed  (arrow)  surrounded 
by  normal  perineural  fat  whieh 
is  the  bright  high  intensity 
material  in  the  periphery  of  the 
spinal  canal.  State-of-the-art 
MR  images  clearly  display  the 
bony  anatomy  of  the  lumbar 
spine  including  the  facet  joints 
(erossed  arrow).  Degenerative 
diseases  and  bony  neoplasm 
are  routinely  detectable. 

MRI  involves  no  ionizing 
radiation  and  no  intratheeal 
eontrast  material  is  needed.  It 
is  a patient-friendly  outpatient 
examination  well  suited  for 
screening  purposes. 
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Meaning  and  Nfetaphor  — 
Highlights  of  the  Annual  Meeting 


‘he  First  General  Session  of  the 
137th  Annual  Meeting  of  the 
House  of  Delegates  of  the  Medical 
Association  of  Georgia  was  called 
to  order  by  President  William  C. 
Collins,  of  Atlanta,  at  7 P.M.,  Thurs- 
day, April  25,  1991,  at  the  Savannah 
Hyatt.  There  were  217  Delegates  and 
Alternates  present,  representing  37 
component  county  medical  socie- 
ties. Lt.  Gov.  Pierre  Howard  gave 


the  Keynote  Address  Thursday  eve- 
ning. On  Saturday,  Col.  Le  Moyne, 
one  of  the  leaders  of  Desert  Storm, 
gave  a moving  address  to  the  House. 

Many  members  were  recognized 
for  their  contributions  to  MAG  and 
to  their  communities.  Among  the 
recipients  of  special  awards  were: 
Dr.  Jack  Chandler,  who  received  the 
Hardman  Cup;  Drs.  John  B.  Rabun 
and  Mary  Wheatland  Schley,  who 


shared  the  honor  of  the  Civic  En- 
deavor Award;  Dr.  Jeffrey  T.  Nugent, 
who  received  the  Distinguished 
Service  Award;  Dr.  Robin  L.  Fine, 
recipient  of  the  Family  Physician  of 
the  Year  Award  from  the  Georgia 
Academy  of  Family  Physicians;  Dr. 
Caroline  S.  Williams,  Physician 
Award  for  Community  Service;  and 
Dr.  Robert  Burns,  who  received  the 
Charles  R.  Drew  Award. 


Reference  Committee  A 


Report  of  the  President 

Adopted  Recommendation  1 as 
amended,  “that  the  President,  at  his/ 
her  discretion  and  with  the  ap- 
proval of  the  MAG  Executive  Com- 
mittee, review  MAG  Committee 
charges;  analyze  the  actions  of  the 
House  of  Delegates  along  with  other 
appropriate  programs;  consult  with 
appropriate  committee  chairper- 
son; and  prepare  specific  directives 
to  be  accomplished  by  selected 
committees  for  the  coming  year.  The 
objective  would  be  to  engender  en- 


thusiastic support  for  the  commit- 
tee structure  and  make  our  orga- 
nization more  effective.” 

Report  of  the  President 

Adopted  Recommendation  10, 
“that  the  Health  Access  Georgia 
Plan  be  adopted  by  the  Association 
and  that  appropriate  legislative  ac- 
tions in  it  be  drafted  and  presented 
to  the  Legislature  as  a means  of  pro- 
viding access  to  our  health  care 
system  to  as  many  Georgians  as 
possible.” 


Access  to  Medical  Care 

Adopted  Recommendation  1, 
“that  the  charge  of  the  MAG  Access 
to  Medical  Care  Committee  be 
changed  to  read  “Established  to 
plan  and  conduct  programs  and  in- 
itiatives to  improve  access  to  qual- 
ity and  affordable  health  care  in  the 
State  of  Georgia.” 

Adopted  Recommendation  2, 
“that  the  MAG  House  of  Delegates 
will  adopt  Health  Access  Georgia 
as  an  access  to  health  care  initia- 
tive.” 
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Adopted  Recommendation  3, 
“that  the  Access  to  Medical  Care 
Committee  periodically  update 
Health  Access  Georgia  to  keep  up 
with  changes  in  health  access  prob- 
lems in  our  state.” 

Ad  Hoc  Committee  on  Physician 
Dispensing  & Drugs 

Adopted  with  commendation 
Recommendation  1 , “that  the  MAG 
accept  the  AMA  Board  of  Trustees 
Report  K as  its  policy  statement  rel- 


ative to  generic  drugs  and  that  MAG 
concur  with  the  recommendations 
contained  therein.” 

Adopted  Recommendation  2, 
“that  physicians  be  encouraged  to 
report  inappropriate  substitutions 
to  the  Board  of  Pharmacy  with  a 
copy  to  the  MAG  to  help  ascertain 
the  extent  of  this  problem.” 
Adopted  Recommendation  3, 
“that  this  Committee  be  disbanded 
with  the  recommendation  that  the 
MAG  Board  of  Directors  devise  a 


mechanism  to  monitor  these  an 
other  drug  issues.” 

MAG  Policy  Compendium 
(Resolution  32) 

Adopted  Resolved  portion  a : 
amended,  “that  the  MAG  staff  con  i 
pletely  update  and  maintain  cu'  ^ 
rent,  computerized  compilation  cl  [ 
MAG  policies  to  enable  prompt  r^  < 
sponse  to  member  enquiries  abou  i 
specific  issues.” 


Reference  Committee  B 


Medical  Practice  Committee 

Adopted  Recommendation  1,  di- 
recting “that  the  MAG  Medical  Prac- 
tice Committee  continue  to  monitor 
developments  in  managed  care, 
practice  parameters,  and  clinical 
laboratory  regulations.” 

Public  Health  Committee 

Adopted  Recommendation  1 , di- 
recting “that  the  MAG  Public  Health 
Committee  continue  its  scrutiny  of 
new  federal  and/or  state  laws  and 
regulations  concerning  infection 
control  and  biomedical  waste  and 
communicate  these  to  physicians 
and  their  staff.” 

Adopted  Recommendation  2, 
“that  the  MAG  urge  greater  empha- 
sis and  funding  be  given  to  the 
Georgia  DHR  for  contact  tracing  of 
AIDS  and  HIV-infected  patients.” 

Adopted  Recommendation  3, 
“that  MAG  support  increased  dia- 
logue between  clinicians  and  per- 
sons in  public  health,  particularly 
through  development  of  a liaison 
committee  with  the  Georgia  DHR’s 
Commissioner  and/or  Public  Health 
Division.” 

Third  Party  Payors  Committee 

Adopted  Recommendation  1 with 
commendation,  “that  MAG  con- 
tinue its  monitoring  of  PRO  oper- 
ations and  provide  a forum  for  phy- 
sician problem  resolution  during 


1991-92.  Further,  that  the  Associa- 
tion offer  recommendations  on  laws 
and  regulations  which  moderate  the 
PRO’S  effect  on  the  provision  of 
medical  care  and  the  patient-phy- 
sician relationship.” 

Adopted  Recommendation  2 with 
commendation,  “that  MAG  con- 
tinue to  communicate  and  inform 
physicians,  in  a timely  manner,  of 
the  ongoing  federal  legislative 
changes  in  Medicare  payment  re- 
form.” 

Adopted  Recommendation  3 with 
commendation,  “that  MAG  care- 
fully monitor  state  regulations  de- 
veloped, as  a result  of  H.B.  1813, 
the  Utilization  Review  bill  and  in- 
form physicians  and  patients  of  their 
rights  in  this  regard.” 

Inclusion  of  Women  in 
Biomedical  Research 
(Resolution  3) 

Adopted  with  commendation  the 
first  “Resolved”  portion  “that  the 
MAG  encourage  the  inclusion  of 
women  in  all  research  on  human 
subjects,  except  in  those  cases 
where  it  would  be  scientifically  ir- 
rational, in  numbers  sufficient  to 
ensure  that  the  results  of  such  re- 
search will  benefit  both  men  and 
women  alike.” 

Adopted  second  “Resolved”  por- 
tion “that  the  MAG  state  its  support 
for  the  goals  of  the  newly-created 


Office  of  Research  on  Women’* 
Health  of  the  National  Institutes  c| 
Health,  and  encourage  its  fundini. 
at  appropriate  levels.”  . 

Health  Access  America 
(Resolution  5) 

Adopted  resolution  “that  MA( 
staff  prepare  a comparative  repor 
analyzing  various  Health  Acces 
proposals  available  on  the  state  amt 
federal  level  and  that  a detaile«l 
presentation  and  discussion  of  thcj 
report  be  made  at  the  Septembei 
Board  of  Directors  meeting.  MA(I 
staff  is  urged  to  use  whatever  out 
side  help  may  be  necessary  to  pro 
duce  an  accurate  and  insightfu 
presentation.” 

Medicare  Fact  Sheet 
(Resolution  6) 

Adopted  as  amended  the  firs 
“Resolved”  portion  “that  MAG  pu 
together  a fact  sheet  that  contain 
an  overview  and  definitions  of  Med 
icare  and  Medicaid  regulation 
terms  such  as  MAAC,  DRG,  Pro 
vider,  etc.,  the  policy  surroundinr 
such  terms  and  their  implications. 

Adopted  as  amended  the  secom 
“Resolved”  portion  “that  a Medi 
care  and  Medicaid  fact  sheet  be  dis 
tributed  to  the  MAG  leadership  anc 
be  available  for  distribution  to  ou 
legislators  as  needed.” 


General  AIDS  Policy 
(Resolution  11) 

Recommendation  5 of  the  Public 
ealth  Committee  (Comm:  23)  and 
esolve  3 of  Resolution  1 1 both 
ertain  to  HIV-infected  physicians 
nd  were  considered  together.  A 
jbstitute  resolution  was  passed 
ating  that,  regarding  the  issue  of 
otentially  infectious  diseases  such 
5 HIV  and  Hepatitis  B,  that  the  phy- 
cian  consider  current  evidence  of 
jch  disease,  and  act  prudently  with 
le  patients’  best  interest  in  mind. 

HIV  Reportable  at  the  District 
Level  (Resolution  14) 

Adopted  resolution  directing  “that 
le  Medical  Association  of  Georgia 
rges  the  Board  of  Human  Re- 
Durces  to  make  HIV  infection  a re- 
ortable  illness  at  the  District  Health 
!vel  for  the  purpose  of  contact 
acing.” 

Utilization  of  Unit  Dose 
Medicines  in  Nursing  Homes 
(Resolution  23) 

Adopted  with  commendation, 
that  the  Medical  Association  of 
leorgia  work  with  the  Department 
f Medical  Assistance,  Medicaid,  the 
leorgia  Pharmaceutical  Associa- 
on,  the  State  Board  of  Pharmacy, 
le  Composite  State  Board  of  Med- 
ial Examiners,  and  other  appro- 
riate  agencies  to  develop  legisla- 
on  to  be  presented  at  the  next 
ession  of  the  legislature  which 
^ould  establish  a mechanism  to 
ermit  the  utilization  of  unused  unit 
ose  medicines.” 

Medicare  Reimbursement  of 
Telephone  Consultations 
(Resolution  24) 

Adopted  first  “Resolved”  portion 
that  MAG  urge  the  Health  Care  Fi- 


nancing Administration  to  include 
telephone  consultations  under  their 
list  of  covered  services  for  reim- 
bursement.” 

Adopted  as  amended  the  second 
“Resolved”  portion,  “that  a reso- 
lution be  submitted  to  the  AMA  urg- 
ing it  to  offer  support  in  promoting 
with  HCFA  the  coverage  of  tele- 
phone consultations.” 

Reductions  in  Physician  Nursing 

Home  Visits  (Resolution  26) 

Adopted  the  first  and  second 
“Resolved”  portions,  “that  MAG  urge 
the  Health  Care  Financing  Admin- 
istration and  the  Physician  Payment 
Review  Commission  to  immedi- 
ately rescind  the  regulation  which 
reduces  nursing  home  visit  reim- 
bursements to  multiple  patients  no 
greater  than  the  reimbursement  lev- 
els of  a routine  follow-up  office  visit; 
and  allow  physician  nursing  home 
visits  to  be  reimbursed  at  their  own 
rate  and  within  their  own  cost  cen- 
ter”; and  be  it  further 

“RESOLVED,  that  the  AMA  be 
asked  to  take  whatever  action  is 
needed  to  rescind  the  nursing  home 
reimbursement  reduction  regula- 
tion.” 

Legalization  of  Individuals  who 
are  HIV  Positive  for  Immigration 
(Resolution  28) 

Recommendation  4 of  Public 
Health  Committee  be  adopted  in 
lieu  of  Resolution  28,  directing  “that 
MAG  support  the  Arkansas  Medical 
Society’s  position  opposing  changes 
in  the  list  of  ‘communicable  dis- 
eases of  public  health  significance’ 
and  in  the  immigration  require- 
ments regarding  infectious  dis- 
eases which  would  allow  HIV  sero- 
positive persons  to  immigrate  per- 
manently to  the  United  States.  Fur- 


ther, any  change  now  being  con- 
sidered should  be  delayed  until 
further  study  can  be  made  of  the 
true  threat  this  may  pose  to  the  na- 
tion and  to  the  issue  of  permanent 
versus  temporary  immigration.” 

Physician  Involvement  in 
Prevention  Program  of  HIV 
Transmission  (Resolution  44) 

“RESOLVED,  the  Medical  Asso- 
ciation of  Georgia  will  identify  phy- 
sicians with  interest  and  ability  to 
form  a Task  Force  on  Physician  In- 
volvement in  HIV  Prevention,  whose 
activities  will  include  but  not  be 
limited  to: 

1.  Study  existing  educational  pro- 
grams for  both  high  risk  groups 
and  the  community  at  large  and 
help  revise  and  develop  pro- 
grams if  necessary. 

2.  Join  county,  state,  and  national 
medical  organizations  and  pub- 
lic health  officials  to  develop, 
implement,  and  evaluate  spe- 
cific HIV  prevention  guidelines 
and  practical  educational  ma- 
terials for  use  by  all  physicians 
(especially  primary  care)  both  in 
their  individual  practices  and  in 
their  communities.  The  purpose 
of  which  is  to: 

a)  enable  all  Georgians  to  pro- 
tect themselves  and  others 
from  HIV/AIDS. 

b)  promote  an  environment  of 
care  and  compassion  for  HIV- 
infected  persons  in  health 
care,  business,  school,  and 
religious  communities. 

3.  Establish  and  accomplish  spe- 
cific goals  according  to  a time 
table  to  assure  no  unnecessary 
delays  in  impacting  on  the  dev- 
astating HlV/AlDS  epidemic  in 
Georgia.” 


Reference  Committee  C 


Office  of  the  President 

Adopted  Recommendation  6,  di- 


recting that  “the  Medical  Associa- 
tion of  Georgia  continue  to  work 


with  the  Board  of  Medical  Exam- 
iners, the  Secretary  of  State,  and  the 
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Legislature  for  specific  legislation 
to  improve  the  peer  review  mech- 
anisms of  physicians  in  the  state  so 
that  for  every  physician  there  is  a 
fair  and  equitable  system  available 
for  resolution  of  grievances  and  that 
there  is  also  protection  for  those 
members  involved  in  peer  review 
activities  across  the  state.  That  the 
“Collins’  Plan”  be  pushed  in  the 
Legislature  for  better  policing  of  our 
profession.” 

Adopted  Recommendation  7,  di- 
recting “that  the  Interspecialty 
Council  continue  to  be  the  outlet 
for  specialty  and  subspecialty  rep- 
resentation to  the  Medical  Associ- 
ation of  Georgia  and  that  two  or 
three  meetings  of  this  Council  be 
scheduled  per  year  in  an  effort  to 
ensure  all  specialties  are  working 
together  toward  the  legislative  goals 
of  the  Association.” 

Adopted  by  Substitute  Recom- 
mendation 8,  “that  the  funds  raised 
for  tort  reform  activities  be  used  for 
tort  reform  in  accordance  with  the 
current  policy  of  allowing  the  Board 
of  Directors  to  allocate  monies 
when  specifically  needed.” 
Adopted  with  commendation 
Recommendation  9,  “that  MAG 
continue  to  urge  every  member  of 
the  Medical  Association  of  Georgia 
to  be  a part  of  GaMPAC.” 

Recommendation  1 1 Adopted  by 
substitute,  “that  MAG  continue  to 
investigate  all  forms  of  tort  reform 
including,  but  not  limited  to,  the 
patient  compensation  fund  model 
presently  found  in  sister  states.” 
Refer  Recommendation  14  to 
MAG  Board  of  Directors,  “That  MAG 
sponsor  a resolution  for  the  AMA 
June  1991  meeting  of  the  House  of 
Delegates  urging  the  AMA  to  pro- 
actively seek  federal  statutory  and 
regulatory  changes  which  will  con- 
tain health  care  cost  attributable  to 
medical  advertising,  using  as  a 
model  the  Israeli  law  that  forbids 
advertising  by  any  member  of  the 
learned  professions.” 


Report  of  the  Council 
on  Legislation 

Adopted  with  commendation 
Recommendation  1,  “that  MAG 
continue  to  develop  and  commu- 
nicate a positive,  pro-active  legis- 
lative agenda  focused  on  the  deliv- 
ery of  the  highest  reasonable  quality 
of  patient  care  and  the  protection 
of  a physician’s  role  in  the  health- 
care system.” 

Adopted  with  commendation 
Recommendation  2,  “that  the  phy- 
sicians of  Georgia  actively  involve 
themselves  in  the  continuing  edu- 
cation of  Georgia’s  legislators  and 
other  public  officials  on  issues  in- 
volved with  healthcare  policy.  No 
citizen  is  better  qualified  to  educate 
a public  official  on  complex  health- 
care issues.” 

Adopted  with  commendation 
Recommendation  3,  “that  the  mem- 
bers of  MAG  exert  every  effort  to 
educate  their  legislators  about  the 
detrimental  effects  passage  of  SB 
292,  which  would  remove  the  floor 
for  reimbursement  differentials  in 
PPO’s,  would  have  on  the  delivery 
of  quality  healthcare  to  Georgia’s 
citizens.” 

Adopted  with  commendation 
Recommendation  4,  “the  members 
of  MAG  exert  every  effort  to  educate 
their  legislators  about  the  detri- 
mental effects  passage  of  HB  328, 
which  would  allow  chiropractors  to 
order  lab  tests  they  are  not  qualified 
to  interpret,  would  have  on  the  de- 
livery of  quality,  cost-contained 
healthcare  to  Georgia’s  citizens.” 

Adopted  with  commendation 
Recommendation  5,  “that  the  mem- 
bers of  MAG  exert  every  effort  to 
educate  their  legislators  about  the 
detrimental  effects  passage  of  HB 
185,  which  would  allow  physical 
therapists  to  practice  without  the 
benefit  of  a physician’s  consulta- 
tion, would  have  on  the  delivery  of 
quality  healthcare  to  Georgia’s  cit- 
izens.” 

Adopted  Recommendation  6, 
“that  Continuing  Medical  Educa- 
tion credit  hours  be  awarded  to 


those  doctors  attending  the  Med, 
cal  Association  of  Georgia  Leade.j 
ship  Conference  or  the  Medical  A , 
sociation  of  Georgia  Legislate 
Seminar.  The  public  policy  issue 
discussed  at  these  meetings  are  (; 
vital  importance  to  the  continue 
delivery  of  quality  healthcare  to  th 
citizens  of  Georgia.” 

Adopted  with  commendatio 
Recommendation  7,  “that  Mrs.  Ca 
olyn  Moon  and  Mrs.  Margaret  Syrt 
beys  and  the  Auxilians  who  partic 
ipated  so  effectively  in  the  199 
Phone  Bank  be  highly  commended 
for  their  vital  contribution  to  MAGi' 
legislative  efforts.” 

Adopted  with  commendatio" 
Recommendation  8,  “that  all  men 
bers  of  the  Auxiliaiy  who  partic 
pated  as  Phone  Bank  volunteers  t 
written  thank  you  letters  by  the  Leij, 
islative  Council  Chairman.” 

Adopted  Recommendation  1, 
“that  the  Physician  Involvemeil 
Program  (PIP)  continue  its  essei*' 
tial  role  in  the  legislative  proce‘[j 
by  encouraging  increased  partid 
pation  among  members  and  Au: 
ilians.” 

Adopted  Recommendation  l(f 
“that  every  component  medical  sc 
ciety  establish  a Legislative  Con 
mittee,  if  it  has  not  already  dor 
so.” 

Adopted  Recommendation  1 
“that  each  component  medical  scj 
ciety’s  Legislative  Committee  be  n 
sponsible  for  bringing  a group  (! 
its  physicians  to  the  Capitol  to  paj 
ticipate  as  a group  in  the  PIP  Pn 
gram  at  least  once  during  the  199 
General  Assembly.” 

Adopted  Recommendation  li, 
“that  the  Composite  State  Board  () 
Medical  Examiners  be  urged  to  taf 
any  and  all  steps  necessary  to  assi 
the  Insurance  Commissioner  in  tL 
implementation  of  the  Utilizatic 
Review  Regulation  Act,  includin 
but  not  limited  to,  assisting  wit 
staffing,  provision  of  expertise,  an 
funding.” 

Adopted  Recommendation  L 
“each  component  medical  soc 
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ty’s  Legislative  Committee  should 
3onsor  at  least  one  function  for  its 
hysicians  and  local  legislators  be- 
)re  the  convening  of  the  1992  Gen- 
ral  Assembly.” 

Adopted  Recommendation  14, 
hat  the  Legislative  Council  urge 
lAG  membership  to  participate  in 
ampaign  activities  during  the  1992 
lection  year.” 

Adopted  as  amended  Recom- 
lendation  15,  “that  MAG  sponsor 
ips  to  Washington,  D.C.,  by  phy- 
cian  groups,  at  the  physicians’  ex- 
ense,  for  the  purpose  of  conveying 
ur  concerns  about  health  care  leg- 
lation  to  our  Congressional  del- 
gation.” 

Maternal  and  Infant  Health 
Committee 

Adopted  as  amended  Recom- 
lendation  1,  “that  MAG  continue 
) encourage  physicians  to  accept 
ledicaid  patients  for  obstetrical 
are.” 

Adopted  Recommendation  2, 
hat  MAG  pursue  a legislative  ini- 
ative  to  provide  physician  induce- 
lents  for  prenatal  care  for  indigent 
omen.” 

Lobbying  Direct  Access 
(Resolution  4) 

Adopted  as  amended  Recom- 
lendation  4,  “that  MAG  compile  a 
5t  of  legislators’  constituent  phy- 
cians  and  mobilize  these  physi- 
ans  as  a political  force.” 

Federal  Budgetary  Process  as  it 
Effects  Medicare  (Resolution  7) 

Adopted,  “that  the  AMA  seek  leg- 
lative  reform  of  the  federal  budg- 
|;ary  process  to  remove  last-minute 
aanges  in  Medicare  funding  in  the 
^conciliation  budget  process  and 
) insure  appropriate  and  timely 
liblic  input.” 

Increasing  Physicians 
Participation  in  the  Medicaid 
Program  (Resolution  10) 

: Adopted  as  amended,  “that  MAG 
bntinue  to  work  with  the  Depart- 
lent  of  Medical  Assistance  to  im- 


prove policy  and  operational  fac- 
tors which  would  facilitate  and 
encourage  physicians  to  more  fully 
participate  in  the  program.” 

The  Data  Bank  (Resolution  13) 

Adopted  as  amended,  “that  MAG 
support  the  resolutions  of  the  AMA 
and  encourage  the  AMA  to  aggres- 
sively pursue  legislative  reform  of 
the  National  Practitioner  Data  Bank 
in  order  to  protect  the  civil  liberties 
of  American  physicians.” 

Need  for  Georgia  Department  of 
Health  (Resolution  IS) 

Adopted,  “that  the  Medical  As- 
sociation of  Georgia  urge  the  Gov- 
ernor and  the  General  Assembly  to 
merge  the  health  functions  of  Geor- 
gia government  into  a Department 
of  Health  headed  by  a medical  doc- 
tor.” 

Roy  Rowland  Ambulatory  Care 
Center  (Resolution  17) 

Adopted  with  commendation, 
“that  because  of  his  outstanding 
record  of  public  service,  the  Med- 
ical Association  of  Georgia’s  House 
of  Delegates  recommends  to  Sec- 
retary of  Veterans  Affairs,  The  Hon- 
orable Edward  J.  Derwinski,  that  the 
new  ambulatory  care  center  under 
construction  at  the  Carl  Vinson  VA 
Medical  Center  in  Dublin,  Georgia 
be  named  the  J.  Roy  Rowland,  M.D. 
Ambulatojy  Care  Center. 

Local  Legislative  Committees 
(Resolution  18) 

Adopted,  “that  local  medical  so- 
cieties set  up  Local  Legislative 
Committees;  and  that  these  Local 
Legislative  Committees  be  com- 
posed of  members  who  agree  to  be- 
come well  acquainted  with  their 
state  legislators;  and  that  the  local 
legislative  committee  members 
agree  to  serve  as  a source  of  infor- 
mation between  MAG  and  their  own 
state  legislators  during  the  Georgia 
General  Assembly.” 


State  Support  of  Pediatric 
Residency  Programs 
(Resolution  19) 

Adopted  as  amended,  “that  the 
Medical  Association  of  Georgia  re- 
quest increased  state  support  of 
General  Pediatric  Residency  pro- 
grams designed  to  provide  primary 
pediatric  physicians  to  care  for  our 
children.” 

Prevention  of  Childhood  Lead 
Poisoning  (Resolution  21) 

Adopted,  “that  the  Medical  As- 
sociation of  Georgia  ask  the  Geor- 
gia Department  of  Human  Re- 
sources to  convene  a study  group 
during  1991,  involving  appropriate 
divisions  within  the  agency  as  well 
as  the  physician  director  of  the 
Georgia  Poison  Control  Center  and 
other  knowledgeable  parties,  for  the 
purpose  of  determining  if  the  fol- 
lowing two  measures  are  indicated: 
(1)  mandatory  reporting  of  identi- 
fied cases  of  elevated  blood  leads 
and,  (2)  a statewide  statute  requir- 
ing lead  exposure  abatement  and 
clean  up  practices.” 

Physician-Patient  Confidentiality 
in  UR  (Resolution  22) 

Adopted  as  amended,  “that  MAG 
introduce  additional  regulatory  re- 
quirements so  that  any  insurer  or 
entity  working  on  behalf  of  any  in- 
surer seeking  information  on  a pa- 
tient’s condition  (1)  submit  a signed 
authorization  from  patients  to  each 
physician  from  whom  they  wish  in- 
formation, specifying  either  the  re- 
viewer with  which  the  physician  is 
entitled  to  discuss  this  information, 
or  the  established  utilization  review 
process  of  the  hospital  and  (2)  be 
limited  to  only  that  information  per- 
tinent to  that  claim  — not  a com- 
plete patient  history  file.” 

Elimination  of  CON 
(Resolution  25) 

Adopted,  “that  MAG  take  imme- 
diate action  to  seek  repeal  of  the 
Certificate  of  Need  law  in  Georgia.” 
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Regulation  of  Personal  Care 
Homes  (Resolution  27) 

Adopted,  “that  MAG  take  action 
to  see  that  present  licensing  and 
monitoring  of  personal  care  homes 
be  strengthened  to  require  more  in- 
tensive inspection  visits  and  adop- 
tion of  stronger  regulations  con- 
cerning the  health  and  supervision 
of  clients  residing  in  personal  care 
homes.” 

Student  Driver  Education 
(Resolution  33) 

Adopted,  “that  MAG  support  the 
reintroduction  of  a new,  compre- 
hensive, and  model  driver’s  edu- 
cation program  through  the  public 
school  system  available  to  all  stu- 
dents.” 

Reimbursement  of  Medical  Care 
Cost  for  Female  Indigents 
(Resolution  35) 

Adopted,  “that  the  House  of  Del- 
egates endorse  the  introduction  of 
legislation  by  MAG  into  the  Georgia 
legislature  to  designate  an  insur- 
ance fund  for  the  care  of  indigent 
women  for  the  treatment  of  benign 
and  malignant  gynecological  con- 
ditions.” 

Medicaid  Sterilization 
(Resolution  36) 

Adopted  as  amended,  “that  MAG 
seek  to  introduce  federal  legisla- 
tion that  would  modify  Medicaid 
regulations  to  conform  to  Georgia 
law  (which  allows  sterilization  pro- 
cedures upon  a person  18  years  of 
age  or  over,  or  less  than  18  years  if 
legally  married,  provided  that  a re- 


quest in  writing  is  made  by  such 
person),  and  to  modify  the  Medic- 
aid required  30  day  waiting  period 
from  the  time  of  written  permission 
given  by  the  candidate;  and  further, 
that  Medicaid  should  provide  edu- 
cation about  funding  for  vasecto- 
mies as  well  as  tubal  sterilizations.” 

Medicare  Coverage 
(Resolution  37) 

Adopted  as  amended,  “that  the 
Medical  Association  of  Georgia, 
through  its  delegates  to  the  AMA, 
encourage  the  AMA  to  work  toward 
the  introduction  of  legislation  into 
the  U.S.  Congress  that  would  sen- 
sibly reform  Medicare  coverage.” 

High  Georgia  Perinatal  Mortality 
(Resolution  38) 

Adopted  as  amended,  “that  the 
Medical  Association  of  Georgia 
through  its  maternal  and  infant 
health  committee  and  legislative 
committee,  if  necessary,  work  to- 
ward expansion  of  the  scope  of 
services  of  the  Governor’s  Council 
on  Maternal  and  Infant  Health  for 
the  purpose  of  education  and  su- 
pervision of  maternal  and  infant 
healthcare  on  a local  level  to  be 
accomplished,  in  part,  by  creating 
a greater  awareness  for  the  general 
public  of  high  risk  circumstances, 
education  of  pregnant  women  of  the 
signs  and  symptoms  of  pre-term  la- 
bor, and  training  appropriately  su- 
pervised healthcare  workers  in  the 
prevention,  detection  and  treat- 
ment of  pre-term  labor;  and  be  it 
further 

Resolved,  that  this  agency  be  led 


by  a physician  who  would  also  wor 
toward  keeping  practicing  physi 
cians  up  to  date  on  current  tech 
niques  for  managing  high  risk  preg 
nant  women  to  reduce  the  risks  c 
pre-term  delivery;  and  be  it  furthe 
Resolved,  that  MAG  continue  t( 
seek  appropriate  funding  for  thi 
Council  on  Maternal  and  Infan 
Health  to  allow  it  to  accomplisl 
these  activities.” 

Laser  Surgery  (Resolution  40) 

Adopted  as  amended,  “that  MAC 
encourage  the  adoption  of  legisla, 
tion  and  regulations  that  laser  sur 
gery  and  therapy  should  be  perj 
formed  only  by  a licensed  physiciai 
who  meets  appropriate  profes 
sional  standards  as  evidenced  b;i 
training,  experience  and  creden 
tials;  and  be  it  further 

Resolved,  that  MAG  encouragi 
and  support  state  legislation  ancj 
rulemaking  by  state  medical  board: 
in  support  of  this  policy.” 

Pre-participation  Exam 
(Resolution  41) 

Adopted  as  amended,  “that  thf 
Medical  Association  of  Georgia  pe; 
tition  the  State  Senate  and  Stab 
House  of  Representatives  to  hole 
the  physician  not  liable  for  conse 
quences  that  derive  from  reliance 
on  the  screening  service  when  the 
service  is  provided  with  no  direc 
compensation  to  the  physician  anc, 
in  good  faith  to  the  student  athlete; 
at  the  request  of  the  school  systen 
and  required  by  the  State  of  Geor 
gia.” 


Reference  Committee  D 


Report  of  the  President 

Adopted  with  commendation 
Recommendation  4:  “That  the  Sci- 
entific Assembly,  the  Leadership 
Conference,  and  the  Legislative 
Seminar  all  be  considered  integral 
parts  of  the  total  program  of  the 
Medical  Association  of  Georgia. 


That  they  be  conducted  in  a manner 
consonant  with  past  years.  That  the 
Directors  of  these  programs,  i.e., 
Steve  Davis  and  Richard  Greene,  be 
commended  for  their  continued 
work  in  these  exemplary  pro- 
grams.” 

Adopted  with  commendation 


Recommendation  12:  “That  MAC 
form  an  Ad  Hoc  Committee  on  Vi: 
olent  Crime  in  our  state  with  par 
ticular  reference  as  to  the  effect  o 
violence  in  the  media,  televisioi 
and  movies  on  violent  crimes  ir 
Georgia,  the  extent  of  drugs  and  al 
cohol  abuse  on  violent  crime  ir 
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ueorgia,  the  extent  of  child  and 
l^pouse  abuse  and  how  these  all  re- 
late to  the  cost  of  medical  care  and 
jn  human  misery  and  human  lives; 
imd  that  the  Committee  recom- 
mend to  the  House  of  Delegates  a 
program  at  its  next  annual  meeting 
!or  a comprehensive  attack  on  vio- 
lence and  violent  crime  in  Georgia, 
!o  include  such  measures  as  in- 
j:reased  penalties  for  driving  under 
he  influence  of  drugs  or  alcohol, 
land  gun  control  measures,  man- 
datory publication  of  those  con- 
/icted  of  violent  crimes,  sex  crimes, 
spouse  and  child  abuse,  and  such 
Dther  measures  that  might  be  help- 
ul  in  combating  this  great  scourge 
jpon  our  state.” 

Emergency  Medical  Services 

Adopted  with  commendation 
■Recommendation  1 : “That  the  MAG 
oecome  the  organizing  structure  for 
acilitating  voluntary  disaster  med- 
cal  professional  services.” 
j Adopted  with  commendation 
Recommendation  2:  “The  Medical 
Association  of  Georgia  is  urged  to 
□romote  physician  education  for 
disaster  medicine  in  the  following 
vays:  a.  By  strongly  encouraging 
medical  schools  to  teach  their  stu- 
Idents  the  principles  of  triage,  chain 
!bf  command  teamwork,  protecting 
hemselves  from  becoming  victims, 
and  identifying  and  mobilizing  re- 
sources; b.  By  strongly  encouraging 
Georgia  residency  programs  to 
il.each  those  principles  of  disaster 
^medicine  to  their  residents;  c.  By 
Ijsncouraging  in  all  appropriate  ways 
j:  he  education  of  practicing  physi- 
cians in  the  principles  of  disaster 
Imedicine  which  could  include  con- 
. inuing  education  programs  and 
appropriate  meetings  of  MAG.  If 
Georgia  is  to  have  an  effective  dis- 
jaster  medical  response  there  must 
oe  a body  of  knowledgeable  phy- 
sicians who  can  respond.” 

Adopted  with  commendation 
Recommendation  3:  “That  MAG  en- 
courage education  to  prepare 
emergency  responders  for  appro- 
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priate  decontamination  process  in 
the  event  of  hazardous,  or  toxic  ma- 
terials emergency.” 

Adopted  with  commendation 
Recommendation  4:  “As  a part  of 
the  development  of  a medical  re- 
sponse plan  for  disasters  in  the  State 
of  Georgia,  the  Medical  Association 
of  Georgia,  recognizing  the  need  for 
mobile,  ready  teams  of  trained  phy- 
sicians, shall  encourage  and  assist 
in  the  preservation  of  already  ex- 
isting teams  and  in  the  develop- 
ment of  new  teams  throughout  the 
state  wherever  appropriate  and  uti- 
lizing available  resource.  MAG  shall 
encourage  the  four  state  medical 
schools  to  participate  in  develop- 
ing teams  of  faculty  and  in  helping 
with  the  training  of  non-school 
based  teams.” 

Public  Health 

Adopted  as  amended  Recom- 
mendation 6:  “That  MAG  provide 
the  membership  with  educational 
articles  on  the  present  OSHA  guide- 
lines regarding  occupational  ex- 
posure to  Hepatitis  B virus  and  Hu- 
man Immunodeficiency  Virus  and 
any  other  pertinent  infection  con- 
trol matters.” 

Senior  Citizens  Advocacy 

Adopted  with  commendation 
Recommendation  1 : “That  the  MAG 
Senior  Citizens  Advocacy  Commit- 
tee work  with  all  appropriate  agen- 
cies to  develop  and  implement  rec- 
ommendations to  improve  long 
term  care  in  Georgia.” 

Adopted  as  amended  Recom- 
mendation 2:  “That  MAG  convey 
through  its  Journal  and  Newsletter 
information  about  the  living  will  and 
durable  power  of  attorney  to  all  MAG 
members,  including  text  of  the  doc- 
uments, and  emphasizing  the  effi- 
cacy of  the  durable  power  of  attor- 
ney.” 

Recycling  at  Annual  MAG 

House  of  Delegates  Meeting 
(Resolution  1) 

Adopted  as  amended  the  first  Re- 


solved portion:  “That  the  MAG  in- 
vestigate the  greater  use  of  recycla- 
ble white  paper  at  annual  meetings, 
and  the  feasibility  of  recycling  white 
paper,  which  would  otherwise  be 
discarded,  by  providing  special 
containers  for  this  paper  at  annual 
meetings.” 

Adopted  as  amended  the  second 
Resolved  portion:  “That  if  such  a 
program  is  found  to  be  feasible,  the 
MAG  charge  its  Medical  Student 
Section  with  the  responsibility  of 
implementing  a recycling  program 
and  other  conservation  measures  at 
future  annual  meetings  as  early  as 
1992.” 

Conservation  at  the  MAG 
Offices  (Resolution  2) 

Adopted  the  following  Resolved 
portion  with  commendation:  “That 
the  MAG  instruct  its  officers  and 
personnel  to  use  environmental 
sound  corporate  practices  when- 
ever feasible,  including  but  not  lim- 
ited to  conservation  of  electricity 
and  recycling  white  paper.” 

Regarding  Recycling  and 

Conservation  (Resolution  8) 

Adopted  the  following  Resolves 
with  commendation:  “That  the 
Medical  Association  of  Georgia  en- 
courages all  Component  Medical 
Societies  to  immediately  imple- 
ment recycling  programs  in  their  of- 
fices. 

“That  the  Executive  Committee 
of  MAG  communicate  to  each  and 
every  physician  and  hospital  in  the 
State  of  Georgia  the  importance  of 
implementing  recycling  programs 
within  each  facility.” 

General  AIDS  Policy 
(Resolution  II) 

Adopted  first  Resolved  portion: 
“That  every  physician  coming  in 
contact  with  patients  infected  with 
the  AIDS  virus  should  treat  them 
with  the  utmost  compassion  as  fel- 
low human  beings  and  with  the 
same  professionalism  as  any  other 
patient.” 
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Adopted  the  second  Resolved 
portion  with  commendation:  “That 
MAG  support  the  AMA’s  effort  at  the 
state  level  in  urging  classification 
of  HIV  infections  as  a communi- 
cable, sexually  transmitted  disease 
which  ‘implicitly  supports  HIV  re- 
porting and  contact  tracing.’  ’’ 

The  AIDS  Epidemic  & Specific 
Suggestions  for  Containment 
(Resolution  12) 

Adopted  the  first  Resolved  por- 
tion: “That  every  physician  treating 
and  caring  for  AIDS  patients  should 
remember  compassion  and  profes- 
sionalism in  their  treatment  of  these 
unfortunate  human  beings.” 

Adopted  the  second  Resolved  as 
amended:  “That  MAG  exert  its  in- 
fluence in  the  state  and  federal  leg- 
islature to:  (1)  encourage  investi- 
gation of  all  possible  methods  of 
HIV  transmission;  (2)  encourage  the 
formation  of  specialized  AIDS  treat- 
ment centers;  (3)  encourage  more 
HIV  testing  and  consider  quarantin- 
ing those  who  have  proved  a danger 
to  the  public  (i.e.,  criminals  and  re- 
peat sexual  offenders  afflicted  with 
AIDS);  (4)  promote  confidentiality 
of  those  infected,  but  not  to  the  ex- 
tent it  supersedes  the  rights  of  the 
public;  and  (5)  support  AMA’s  de- 
cision to  re-examine  current  poli- 
cies about  exposure  to  the  HIV  vi- 
rus.” 

Report 

Establishing  a Goal  for  Non-dues 
Income  (Resolution  31) 

Adopted  as  amended:  “RE- 
SOLVED that  the  Medical  Associa- 
tion of  Georgia  House  of  Delegates 
support  efforts  to  increase  non-dues 
income.  All  endorsement  endeav- 
ors are  to  be  approved  by  the  Ex- 
ecutive Committee.” 

“RESOLVED,  that  the  MAG  staff 
continue  its  investigation  into  the 
pursuit  of  sources  of  non-dues  in- 
come, with  a goal  of  raising  at  least 
$50,000  by  May  31,  1992.” 


CMS*s  Evaluating  Utilization 
Review  Studies  (Resolution  16) 

Adopted  Resolved  with  com- 
mendation: “That  the  Medical  As- 
sociation of  Georgia  assist  local 
medical  societies  in  properly  eval- 
uating health  care  utilization  stud- 
ies.” 

Annual  Community  Project 
(Resolution  20) 

Adopted  first  Resolved  as 
amended:  “That  each  local  medical 
society  be  encouraged  to  consider 
an  annual  community  project  that 
the  local  medical  society  with  the 
assistance  of  MAG  could  partici- 
pate in,  for  the  betterment  of  its 
community.” 

Adopted  the  second  Resolved 
with  commendation:  “That  each  lo- 
cal medical  society  should  further 
encourage  its  physician  community 
and  their  spouses  to  participate  in 
other  community  activities.” 

Agenda  For  Health  Care 
(Resolution  29) 

Adopted  first  Resolved  as 
amended:  “That  MAG  begin  to  im- 
plement ‘Health  Access  Georgia’  by 
presenting  it  and  other  appropriate 
health  care  programs  to  the  Georgia 
General  Assembly  in  a positive  and 
constructive  manner.” 

Adopted  the  second  Resolved  as 
amended:  “That  MAG  members 

of  Reference  Comn 

Building  and  Land 

Adopted  recommendation  1 “that 
we  do  not  solicit  purchasers  of  our 
property,  but  consider  offers  when 
approached  by  prospective  buyers 
as  there  apparently  is  no  current 
interest  in  selling  our  property.” 

Chairman  of  the  Board  — 
Budget 

After  much  discussion  from  nu- 
merous members  concerning  var- 
ious programs,  no  areas  were  found 
in  which  the  expenditures  could  be 


work  more  vigorously  between  le 
islative  sessions  to  educate  tf 
public  and  legislators  regardir 
these  positive  and  constructs 
health  care  agenda  items.” 

Long-term  Practice  Coverage 
(Resolution  30) 

Adopted:  “That  the  MAG  inve 
tigate  various  services  able  to  assi 
physicians  with  long-term  practic 
coverage  {e.g.,  locum  tenens)  in  o 
der  to  serve  as  a clearinghouse  ^ 
the  future  for  members  inquiring  q 
to  such  services.” 

Standard  Sports  History  Form, 
for  Student  Athletes 
(Resolution  42) 

Adopted:  “That  the  Medical  A 
sociation  of  Georgia  design  a stam 
ard  sports  history  and  physical  fori 
and  forward  to  the  Georgia  HigI 
School  Association  for  their  coi 
sideration  and  adoption.” 

Emergency  Middle  East  Health 
Care  (Resolution  43) 

Adopted  with  commendatior 
“That  the  Medical  Association  q 
Georgia  beseech  the  America 
Medical  Association  to  take  the  lea 
in  coming  forward  with  an  apprd 
priate,  active  program  to  deal  wit 
the  emergency  health  care  needs  ( 
our  unfortunate  neighbors  in  th 
Middle  East.” 

:tee  F 

reduced  enough  to  balance  th 
budget.  Therefore,  the  consensu 
of  the  House  was  that  a dues  ir 
crease  must  be  approved  if  th 
membership  was  unwilling  to  ci 
programs  or  services.  Some  of  th 
key  accomplishments  of  the  legi.'j; 
lative  activities  during  the  past  yec 
are  as  follows: 

• Non-renewal  of  Healthcare  Con 

pare’s  contract  with  HCFA  i 

Georgia 

• $2.1  Million  Recoupment  fc 

overpriced  procedures 
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EXHIBIT  I 

Key  Recommendations: 

I.  Recommended  dues  and  subscription  fees  are  as  follows: 


Membership  Type/Bili  Class  FY92 

Active  Members 

Full  Dues  $450 

New  in  Practice,  2/3  off  $150 

New  in  Practice,  1/3  off  $300 

Intern  or  Resident-Subscription  Fee  $25 

Subscription  Fee 

Associate  $100 

Student,  single  year  $20 

Student,  4 year  subscription  $67 


The  increased  dues  and  subscription  fees  as  listed  above  will  change  the  dues 
revenue  line  to  $2,372,264. 

II.  Twelve  issues  of  the  Journal  should  be  published  in  FY  1992.  The  budget 
amount  for  the  Journal  should  be  $150,000.  The  full  proceedings  of  the  1991 
Flouse  of  Delegates  should  not  be  published  in  the  Journal  but  sent  to  delegates 
and  alternate  delegates,  and  other  members  upon  request.  Abstracts  of  trans- 
actions of  the  House  of  Delegates  shall  be  published  in  the  Journal  as  required 
by  the  by-laws. 

III.  For  the  next  two  years,  the  names  and  addresses  of  new  members,  officers, 
and  address  changes  (as  submitted  by  members)  should  be  published  in  the 
Journal. 

IV.  Capital  budget  requests  for  building  improvements  be  referred  to  the  Board  of 
Directors. 

V.  That  the  budgeted  amount  for  the  impaired  physician  committee  should  be 
$55,000.  In  addition,  a voluntary  contribution  for  the  impaired  physician  com- 
mittee in  the  amount  of  $50  should  be  placed  on  the  dues  statement.  All 
members  are  encouraged  to  contribute  to  this  worthwhile  measure. 


Successful  defense  of  Savannah 
Obstetricians  for  potential  anti- 
trust violations 

Defeat  of  Senate  Bill  292  (PPO 
expansion  — setting  PPO  rates 
at  50%  of  UCR) 

Defeat  of  proposed  $1.5  Million 
Medicaid  Copayment  require- 
ment in  state  ’92  budget 
$1.5  Million  Medicaid  Rate  In- 
crease 

Adopted  by  substitution  Exhibit  1 
11  of  the  Budget: 

ong  Range  Planning  Committee 

Accepted  with  commendation  the 
)llowing  recommendations: 

MAG’s  By-Laws  should  be  ex- 
amined and,  if  necessary,  mod- 
I ified  to  permit  the  effective  im- 
plementation of  the  Long  Range 
Plan. 

The  Association’s  current  pro- 
i gram  and  service  efforts  should 
i be  assessed  in  terms  of  the  Plan’s 
' recommended  objectives,  strat- 
I egies,  and  activity  areas. 

The  preceding  analyses  should 
: be  used  as  input  to  define  short- 
I and  long-term  priority  areas  for 
i implementation  through:  (a)  en- 
j hancement  or  reductions  in  cur- 
rent activities  or  efforts;  and  (b) 
initiation  of  new  activities  or  ef- 
forts. 

Short-term  priority  areas  for  ex- 
isting or  new  programs  identi- 
fied in  the  preceding  tasks 
should  be  used  as  a framework 
for  the  development  of  MAG’s 
budget  for  the  next  fiscal  year. 
Results  of  the  implementation  of 
the  two  preceding  tasks  should 
be  assessed  by  the  Association’s 
I Executive  Committee  and  Board 
* of  Directors;  and  presented  to  the 
I House  of  Delegates. 

Pending  approval  of  the  Plan  and 
related  implementation  strate- 
gies, MAG’s  Committees  and  staff 


should  be  charged  with  respon- 
sibility to  implement  this  Long 
Range  Plan  in  a timely  and  ef- 
fective fashion. 

7.  This  Long  Range  Plan  should  be 
updated  on  an  annual  basis  to 
ensure  it  is  responsive  to  chang- 
ing conditions  in  the  profession 
of  medicine;  and  members’  ex- 
pectations for  MAG  benefits, 
services,  and  programs.” 

Report  of  the  President  — 
Recommendation  5 

Adopted  as  amended  Recom- 
mendation 5 “That  membership  re- 
cmitment  become  an  important  part 


of  the  annual  meeting.  That  the 
Membership  Chairman,  Dr.  Roy 
Vandiver,  be  given  time  and  mon- 
etary wherewithal  to  provide  a 
membership  recruitment  program 
that  will  continue  to  take  us  where 
we  need  to  be  at  MAG  and  AMA 
membership  levels  for  our  state. 
Specific  goals  should  be  set  for  each 
year  for  each  organization  and  every 
effort  be  made  to  reach  these  goals. 
We  encourage  the  committee  to  in- 
clude in  the  recruitment  efforts  the 
information  concerning  the  legis- 
lative activities  affecting  physicians 
income.” 
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Constitution  and  Bylaws  Committee 

Committee  on  Constitution  and 

cieties  may  choose  to  elect  a sue- 

Voted  to  amend  the  Bylaws  to  de 

Bylaws 

cessor  to  an  alternate  director,  who 

lete,  from  the  standards  for  count 

is  unable  to  continue  to  serve,  or 

societies,  the  requirement  of  a min 

CHAPTER  V.  BOARD  OF  DIREC- 

utilize  the  order 

of  succession 

imum  of  four  meetings  a year;  ant 

TORS,  SECTION  2.  ELECTION  OF 

specified  in  the  Bylaws. 

that  officers  and  delegates  b< 

DIRECTORS  AND  ALTERNATE  DI- 

CHAPTER  VIII. 

COMPONENT 

elected  at  an  annual  meeting  befon 

RECTORS. 

COUNTY  SOCITIES  SECTION  7.  DU- 

February  1 

Voted  to  amend  the  Bylaws  to 

TIES  AND  SECTION  10.  ANNUAL 

provide  that  County  or  District  So- 

MEETING 

EXHIBIT  II 

MEDICAL  ASSOCIATION  OF  GEORGIA 

BUDGET  SUMMARY 

Fav  (Unfav) 

Fav  (Unfav) 

FY91  Budget 

FY92  Budget 

Proposer 

Projected 

vs.  FY  1991 

vs. 

FY  1992 

Revenue 

FY91 

FY91  Proj 

Budget 

FY91  Budget 

Budget 

Dues  Revenue 

$2,136,088 

($205,171) 

$2,341,259 

$31,005 

$2,372,26- 

Advertising  Revenue 

Journal-Local  Advertising 

43,828 

Journal-National  Advertising 

29,679 

Directory  Advertising 

15,813 

Total  Advertising 

89,320 

(45,680) 

135,000 

(55,000) 

80,00 

MAG  Mutual  Agreements 

182,500 

0 

182,500 

10,000 

192,50 

Scientific  Assembly 

62,990 

20,490 

42,500 

(42,500) 

Leadership  Conference 

22,570 

3,570 

19,000 

0 

19,00 

Journal  Subscriptions 

9,000 

3,000 

6,000 

1,500 

7,50 

AMA  Refund 

17,200 

(2,800) 

20,000 

(5,000) 

15,00 

Data  Processing 

7,500 

2,500 

5,000 

(15,000) 

6,50 

Interest  Income 

90,000 

(5,000) 

95,000 

(7,000) 

88,00 

Rental  Income 

30,000 

4,000 

26,000 

17,500 

43,50 

Miscellaneous  Income 

50,000 

20,000 

30,000 

53,235 

83,23 

Exhibitor  fees  & sponsorships 

12,000 

12,000 

12,000 

12,00 

Impaired  Physicians 

3,500 

3,500 

0 

TOTAL  REVENUE  FROM  OPERATIONS  $2,712,668 

($189,591) 

$2,902,259 

$17,240 

$2,919,49 

EXPENDITURE  SUMMARY 

Administration 

$1,542,999 

$152,060 

$1,695,059 

($70,772) 

$1,765,83, 

Membership  Services 

343,516 

(80,786) 

262,730 

1,630 

261,10 

Building 

97,987 

31,853 

129,840 

840 

129,00 

Journal 

189,658 

(458) 

189,200 

39,200 

150,00 

Depreciation 

120,248 

(10,248) 

110,000 

37,915 

72,08 

Board  Contingent 

15,000 

5,000 

20,000 

0 

20,00 

Committees 

515,216 

(19,786) 

495,430 

42,980 

452,45 

EXPENDITURES  REGULAR  OPERATIONS  $2,824,624 

$77,635 

$2,902,259 

$51,793 

$2,850,46 

REVENUE  OVER  EXPENSE 

($111,956) 

($111,956) 

$0 

$69,033 

$69,03 

REGULAR  OPERATIONS 
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EXHIBIT  11 

MEDICAL  ASSOCIATION  OF  GEORGIA 
BUDGET  SUMMARY 


Projected 

FY91 

Fav  (Unfav) 
FY91  Budget 
vs. 

FY91  Proj 

FY  1991 
Budget 

Fav  (Unfav) 
FY92  Budget 
vs. 

FY91  Budget 

Proposed 
FY  1992 
Budget 

VDMINISTRATION 

ialaries 

$1,016,125 

$105,093 

$1,121,218 

($12,821) 

$1,134,039 

'ort  Reform  Allocation 

(30,000) 

0 

(30,000) 

(30,000) 

0 

Total  Salaries 

986,125 

105,093 

1,091,218 

(42,821) 

1,134,039 

lealth  Insurance 

92,303 

9,144 

101,447 

(46,537) 

147,984 

lisability  Insurance 

3,774 

665 

4,439 

92 

4,347 

'ICA  Tax 

65,290 

4,204 

69,494 

302 

69,192 

Jnemployment-State 

139 

0 

139 

0 

139 

Jnemployment-Federal 

1,511 

15 

1,526 

0 

1,526 

retirement 

69,052 

9,844 

78,896 

(808) 

79,704 

,egal  Fees 

26,000 

(1,000) 

25,000 

(5,000) 

30,000 

elephone  & Telephone  Equip. 

42,000 

3,000 

45,000 

3,000 

42,000 

'ostage 

14,000 

31,000 

45,000 

25,000 

20,000 

■taff  Travel 

50,000 

2,000 

52,000 

(1,500) 

53,500 

Minting 

2,000 

8,000 

10,000 

5,000 

5,000 

l)ues  & Subscriptions 

7,000 

10,000 

17,000 

7,000 

10,000 

ludit,  Tax  & Payroll 

32,000 

(2,000) 

30,000 

(3,000) 

33,000 

i quip.  Maintenance  & Xerox 

18,000 

(4,500) 

13,500 

(4,500) 

18,000 

i'ension  Administration 

10,000 

(7,500) 

2,500 

(2,500) 

5,000 

j'onsulting  & Temporary  Help 

6,246 

(246) 

6,000 

0 

6,000 

)ffice  Supplies  & Other 

25,000 

6,000 

31,000 

5,000 

26,000 

icome  Taxes 

24,000 

(24,000) 

(18,000) 

18,000 

isurance 

13,363 

10,529 

10,800 

(4,700) 

15,500 

>P  Equipment  Maintenance 

10,809 

1,191 

12,000 

8,000 

4,000 

)P  Supplies 

8,000 

(2,000) 

6,000 

(2,000) 

8,000 

)P  Consulting  Fees 

3,000 

2,000 

5,000 

0 

5,000 

)P  Office  Operations 

5,462 

(162) 

5,300 

(600) 

5,900 

resident  Provisional  Fund 

24,000 

0 

24,000 

0 

24,000 

ranklinAVoody  Benefits 

3,925 

3,875 

7,800 

7,800 

0 

OTAL  ADMINISTRATION 

$1,542,999 

$165,152 

$1,695,059 

($70,772) 

$1,765,831 

lUILDING 

uilding  Maintenance 

$14,706 

$10,294 

$25,000 

$7,000 

$18,000 

anitorial  Service 

17,418 

1,582 

19,000 

0 

19,000 

isurance 

5,515 

2,485 

8,000 

2,000 

6,000 

itilities 

37,545 

5,295 

42,840 

1,840 

41,000 

d Valorem  Tax 

22,803 

12,197 

35,000 

(10,000) 

45,000 

jOTAL  BUILDING 

$97,987 

$31,853 

$129,840 

$840 

$129,000 

Committee  on  Constitution 
and  Bylaws 

CHAPTER  II.  MEMBERSHIP. 

Voted  to  amend  the  Bylaws  by 
eleting  the  requirement  that  can- 
idates  for  affiliate  membership 
lust  be  approved  by  the  House  of 
'elegates. 


Committee  on  Constitution 
and  Bylaws 

CHAPTER  V.  BOARD  OF  DIREC- 
TORS, SECTION  4.  EXECUTIVE 
COMMITTEE. 

Voted  to  amend  the  Bylaws  by 
adding  the  Vice  Chairman  of  the 


Board  to  the  Executive  Committee 
as  a voting  member. 


Committee  on  Constitution 
and  Bylaws 

CHAPTER  V.  BOARD  OF  DIREC- 
TORS, SECTION  2.  ELECTION  OF 
DIRECTORS  AND  ALTERNATIVE  DI- 
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EXHIBIT  11 

MEDICAL  ASSOCIATION  OF  GEORGIA 
BUDGET  SUMMARY 


Projected 

FY91 

Fav  (Unfav) 
FY91  Budget 
vs. 

FY91  Proj 

FY  1991 
Budget 

Fav  (Unfav) 
FY92  Budget 
vs. 

FY91  Budget 

Proposed 
FY  1992 
Budget 

MEMBERSHIP 

Annual  Session 

$68,000 

($18,000) 

$50,000 

($20,000) 

$70,00(1 

Travel-President 

15,000 

3,000 

18,000 

3,000 

15,00(1 

Travel-President  Elect 

7,000 

(1,000) 

6,000 

(2,000) 

8,00(i 

Travel-Past  President 

4,800 

1,200 

6,000 

0 

6,00( 

Travel-AMA  Delegates 

40,000 

6,000 

46,000 

2,000 

44,000 

Caucus  Expenses 

19,715 

(5,715) 

14,000 

(6,000) 

20,00(1 

Executive  Committee  Provisional 

16,000 

(8,500) 

7,500 

2,500 

5,ooq 

Executive  Committee  Travel 

21,500 

(3,000) 

18,500 

(3,500) 

22,00(; 

Board  Meetings 

22,000 

(7,000) 

15,000 

(7,000) 

22,000 

President  Executive  Fund 

14,000 

0 

14,000 

0 

14,000 

Medical  Student  Section 

8,780 

4,220 

13,000 

0 

13,000 

Resident  Physician  Section 

4,122 

908 

5,030 

990 

4,04(1 

Young  Physician  Section 

6,000 

1,700 

7,700 

(5,360) 

13,06(1 

Membership 

4,000 

6,000 

10,000 

5,000 

5,00( 

Directory 

92,599 

(60,599) 

32,000 

32,000 

q 

TOTAL  MEMBERSHIP 

$343,516 

($80,786) 

$262,730 

$1,630 

$261,100 

JOURNAL 

Printing 

$144,000 

$1,000 

$145,000 

$22,697 

$122,303 

Photo  Processing 

1,000 

500 

1,500 

900 

600 

Advertising  Promotion 

2,400 

100 

2,500 

1,400 

1,100 

Postage 

19,500 

(500) 

19,000 

9,250 

9,750 

Clipping  Service 

660 

(360) 

300 

(360) 

660 

Dues  & Subscriptions 

200 

200 

400 

100 

30(1 

Consulting  Services 

10,000 

0 

10,000 

0 

10,00(1 

Artwork 

6,875 

(75) 

6,800 

4,300 

2,5001 

Travel 

2,790 

(90) 

2,700 

1,300 

1,40G 

Editorial  Board  Meeting 

692 

(692) 

0 

(387) 

387 

Office  Operations 
Bad  Debt  Expense 

1,541 

(541) 

1,000 

0 

1,000' 

TOTAL  JOURNAL 

$189,658 

($458) 

$189,200 

$39,200 

$150,000 

RECTORS. 

Voted  to  amend  the  Bylaws  by 
clarifying  original  intent  to  author- 
ize county  societies  to  conduct 
elections  by  mail  ballot. 


Specialty  Society  Representation 
(Resolution  39) 


ARTICLE  V.  HOUSE  OF  DELE- 
GATES, SECTION  1.  COMPOSI- 
TION. 

Voted  to  receive  Resolution  that 


embodied  a constitutional  amend- 
ment which  must  lay  on  the  table 
for  a year  before  it  can  be  voted  on 
by  the  House.  Resolution:  if 
adopted,  would  authorize  a Dele- 
gate and  Alternate  Delegate  to  rep- 
resent, in  the  House  of  Delegates, 
each  specialty  society  on  the  Inter- 
specialty  Council. 


County  Society  Delegate 
Election  (Resolution  45) 

CHAPTER  IV.  HOUSE  OF  DELE- 


GATES, SECTION  2.  COMPOSI 
TION. 

Voted  to  refer  this  Resolution  tc 
the  Committee  on  Constitution  anc 
Bylaws  for  review  and  presentatior 
to  the  House  in  1992.  The  resolu 
tion,  if  adopted,  would  delete  fron 
the  Bylaws  the  requirement  tha 
Delegates  and  Alternates  shall  have 
been  members  of  MAG  for  the  three 
years  immediately  preceding  the 
year  elected. 
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EXHIBIT  11 

MEDICAL  ASSOCIATION  OF  GEORGIA 
BUDGET  SUMMARY 

Fav  (Unfav)  Fav  (Unfav) 

FY91  Budget  FY92  Budget 

Projected  vs.  FY  1991  vs. 

FY91  FY91  Proj  Budget  FY91  Budget 

Proposed 
FY  1992 
Budget 

DEPRECIATION 

)epreciation-Building 

$35,000 

($3,000) 

$32,000 

$18,000 

$14,000 

)epreciation-Equipment 

22,000 

10,000 

32,000 

14,000 

18,000 

\,mortization-Phone 

11,085 

(11,085) 

(11,085) 

11,085 

)epreciation/Amortization 

52,163 

(6,163) 

46,000 

17,000 

29,000 

rOTAL  DEPRECIATION 

$120,248 

($10,248) 

$110,000 

$37,915 

$72,085 

:OMMITTEES 

\ccess  to  Health  Care 

$2,605 

($405) 

$2,200 

$500 

$1,700 

'‘.uxiliary 

44,310 

0 

44,310 

21,810 

22,500 

)octor-of-Day 

8,000 

2,000 

10,000 

0 

10,000 

-lospital  Medical  Staff 

3,500 

6,500 

10,000 

0 

10,000 

mpaired  Physicians 

46,090 

11,310 

57,400 

2,400 

55,000 

vux.-Teen  hlth  & OPALS  Forums 

14,200 

800 

15,000 

15,000 

0 

.eadership  Conference 

31,811 

(12,811) 

19,000 

0 

19,000 

legislation 

125,000 

(5,000) 

120,000 

(20,000) 

140,000 

.egislative  Bulletin 

49,962 

(9,962) 

40,000 

0 

40,000 

ort  Reform  Alloc,  to  Legis. 

(45,000) 

0 

(45,000) 

(45,000) 

0 

.ong  Range  Planning 

15,220 

(8,220) 

7,000 

7,000 

0 

/ledical  Aspects  of  Sports 

1,135 

1,065 

2,200 

0 

2,200 

/ledical  Practice 

835 

(335) 

500 

(200) 

700 

/ledical  Schools 

947 

53 

1,000 

0 

1,000 

'lewsletter 

46,000 

(1,000) 

45,000 

4,000 

41,000 

’hysician  Involvement  Program 

5,359 

(1,859) 

3,500 

2,500 

1,000 

’hysician-Lawyer  Liaison 

0 

0 

0 

’ublic  Health 

424 

576 

1,000 

(1,500) 

2,500 

’ublic  Relations 

108,670 

0 

108,670 

18,470 

90,200 

icientific  Assembly  & CME* 

47,148 

(8,498) 

38,650 

35,000 

3,650 

’bird  Party  Relations 

9,000 

6,000 

15,000 

3,000 

12,000 

fOTAL-COMMITTEES 

$515,216 

($19,786) 

$495,430 

$42,980 

$452,450 

• Continuing  Education  Committee  merged  with  Scientific  Assembly  Committee  by  House  Action  4/90. 

' ^Legislation,  Bulletin,  & Allocation  from  Tort  Reform  were  combined  on  last  year’s  budget  as  $115,000. 

} Gratuitous  Recommendation  of 

rectors  a recommendation  that  a 

Reference  Committee  on 

committee  of  the  Board  undertake 

1 Constitution  and  bylaws 

a total  revision  of  the  Constitution 

j Voted  to  refer  to  the  Board  of  Di- 

!■ 

1 

i 

and  Bylaws. 

t 
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Georgia’s  New  “No  Code’’ Law 


Cynthia  Haney 


Much  concern  has  been  ex- 
pressed in  recent  weeks  by 
hospitals  and  physicians  alike  re- 
garding proper  implementation  of 
Georgia’s  new  “Do  Not  Resusci- 
tate” law,  which  went  into  effect  on 
April  24  of  this  year.  Georgia  is  only 
the  second  state  in  the  union  to  im- 
plement such  legislation  regarding 
“do  not  resuscitate”  orders  (New 
York  being  the  first),  although  sev- 
eral other  states  are  currently  con- 
sidering this  step  forward  in  rec- 
ognizing the  need  for  such 
legislation.  Georgia  finds  itself  on 
this  cutting  edge  largely  due  to  the 
opinion  of  the  Georgia  Supreme 
Court  in  the  case  of  Larry  McAfee, 
the  ventilator-dependent  quadri- 
plegic who  fought  the  state  to  win 
the  right  to  determine  his  medical 
destiny.  There,  the  Court  asked  for 
the  General  Assembly’s  guidance  in 
establishing  a statutory  basis  for  ad- 
ministering “no  code”  orders  with- 
out incurring  liability.  This  law  at- 
tempts to  do  just  that. 

What  It  Does  Not  Do 

Before  discussing  what  the  law 
does,  let  us  spend  a moment  dis- 
cussing those  things  it  does  not  do. 
It  does  not  demand  that  all  “no 
code”  orders  require  a concurring 
physician;  and  when  it  does  require 
a concurring  physician,  that  person 
does  not  need  to  be  a disinterested 
physician.  The  law  does  not  over- 
ride the  Living  Will  or  Durable  Power 
of  Attorney  for  Health  Care  but  rather 
supplements  them.  It  does  not  pre- 
sume that  CPR  should  be  admin- 


istered to  everyone,  regardless  of 
the  physician’s  judgment.  It  pre- 
sumes that  all  adults  consent  to 
CPR,  barring  an  advance  directive 
to  the  contrary;  it  does  not  presume 
that  all  adults  want  CPR.  This  is  a 
subtle,  but  important,  nuance  crit- 
ical to  understanding  the  new  law. 
The  law  unfortunately  does  not  fill 
in  all  the  blanks  in  Georgia’s  “death 
with  dignity”  law  — a task  that  may 
be  impossible,  due  to  the  unending 
variety  of  circumstances  in  which 
patients  and  physicians  find  them- 
selves. 

What  It  Does  Do 

What  the  new  law  does  do  is  to 
induce  physicians  to  sit  down  with 
patients  and  discuss  the  unsettling 
reality  of  death.  Physicians  may 
have  hesitated  in  the  past  to  discuss 
“do  not  resuscitate”  (DNR)  orders 
with  patients  because  of  the  diffi- 
culty that  many  patients  under- 
standably have  in  facing  the  inev- 
itability of  their  eventual  death, 
because  the  patient’s  youth  or  con- 
dition do  not  seem  to  warrant  such 
discussion,  or  because  of  the  dif- 
ficulty some  physicians  have  in  fac- 
ing the  fact  that  some  patients  can- 
not be  made  well . . . that  medicine 
can  fail  us. 

The  American  Medical  Associa- 
tion’s guidelines  suggest  discuss- 
ing DNR  orders  only  with  patients 
who  are  at  risk  for  cardiopulmonary 
arrest.*  Other  sources  suggest  that 
physicians  routinely  discuss  CPR 


Ms,  Haney  is  MAG’s  Assistant  Legal  Counsel, 


with  all  adults  who  are  admitted  foi 
medical  and  surgical  care.^  Indeed 
the  federal  Omnibus  Budget  Rec, 
onciliation  Act  of  1990  (OBRA)  re! 
quires  that  hospitals  have  writter 
policies  and  procedures  for  provid 
ing  adult  admissions  with  writter. 
information  regarding  state  laws  or 
accepting  and  refusing  medical  anc; 
surgical  treatment.*  In  addition,  thn 
written  information  must  also  spel 
out  for  the  patient  his  or  her  righ, 
to  set  out  advance  directives  anc 
must  explain  the  hospital’s  polic}! 
regarding  the  implementation  o 
such  rights.  These  federal  require 
ments  are  effective  starting  Decern 
ber  1 of  this  year. 

Hospitals  will  also  be  required  tc 
have  written  policies  and  proce 
dures  for  documenting  advance  di 
rectives,  whether  from  the  patien 
or  a surrogate,  in  the  medical  rec 
ord.  Therefore,  it  is  important  fo: 
physicians  to  become  involved  or 
the  hospital  medical  staff  level  ir 
the  development  of  these,  as  wel 
as  all  other  DNR  order-related,  pol 
ides  and  procedures.  The  goal  o 
this  article  is  to  initiate  you  as  tc 
the  broad  brush  implications  of  thc.l 
new  law.  The  Medical  Associatior 
of  Georgia  has  been  working  witf 


* As  a political  footnote,  it  was  only  through  th({ 
intervention  of  MAG’s  Executive  Director,  Paul 
Shanor,  and  General  Counsel,  Richard  Greene,  iij 
the  final-hour  negotiations  of  OBRA  in  Washingtofj 
that  kept  physicians  from  coming  under  a simila. 
federal  requirement  to  provide  all  patients  witli 
living  wills  and  durable  powers  of  attorney  for  health 
care.  Understand  that  this  is  not  because  we  don' 
think  such  foresight  is  desirable,  but  because  NL‘^C| 
policy  opposes  governmental  entities  interposim- 
themselves  in  the  patient-physician  relationship. 


404 


Journal  of  M. 


LEGAL 


[the  Georgia  Hospital  Association  in 
jdeveloping  model  guidelines  for 
ihospitals  to  use  as  a starting  point 
iin  developing  policies  and  proce- 
jdures  particular  to  their  own  insti- 
jtution.  As  you  read  this,  these  model 
iguidelines  have  already  been  dis- 
tributed throughout  the  state  to  hos- 
pitals and  chiefs  of  medical  staffs 
for  their  use.  If  you  would  like  your 
own  copy,  please  contact  your  hos- 
pital or  MAG. 

An  Overview  of  the  Statute 

\ 

\ Georgia’s  new  DNR  law  has,  at 
-its  foundation,  the  respect  for  the 
individual  patient’s  wishes  regard- 
ing his  or  her  medical  care.  The 
General  Assembly  recognized  that, 
‘in  the  interest  of  protecting  per- 
sonal autonomy,  cardiopulmonary 
resuscitation  in  some  circum- 
stances may  cause  loss  of  patient 
dignity  and  unnecessary  pain  and 
[suffering.”^  It  therefore  set  up  a sys- 
i-em  for  patients  to  be  assured  of 
ii:his  autonomy.  The  patient’s  wishes, 
|jif  they  are  known  ahead  of  time  and 
llmade  while  the  patient  has  “deci- 
jSion-making  capacity,”  are  para- 
mount and  should  guide  the  phy- 
Mcian  in  that  patient’s  care. 
1‘Decision-making  capacity”  is  an 
important  term  in  the  law  because 
It  determines  if  a patient  can  speak 
^or  himself  or  not.  It  is  defined  as 
‘the  ability  to  understand  and  ap- 
preciate the  nature  and  conse- 
quences of  an  order  not  to  resus- 
jcitate,  including  the  benefits  and 
disadvantages  of  such  an  order,  and 
|:o  reach  an  informed  decision  re- 

1 

li 


garding  the  order.”'’ 

All  patients  are  presumed  by  the 
law  to  have  ‘‘decision-making  ca- 
pacity” unless  there  is  a determi- 
nation otherwise  documented  in  the 
patient’s  medical  records  or  by  a 
court  order. ^ Where  a patient  has 
knowingly  and  informedly  made  the 
decision  for  a DNR  order,  the  phy- 
sician’s opinion  is  irrelevant  (thus 
also  obviating  the  need  for  a con- 
curring physician,  of  course).  This 
decision  may  be  documented  in  an 
advance  directive,  such  as  the  Liv- 
ing Will  or  Durable  Power  of  Attor- 
ney for  Health  Care,  or  it  may  be 
the  result  of  the  patient’s  commu- 
nications with  the  physician  or  other 
hospital  staff  members  — as  long 
as  it  is  properly  documented  in  the 
medical  records. 

Surrogate  Decision-Makers 

If  the  patient  lacks  ‘‘decision- 
making capacity,”  then  another  set 
of  more  demanding  rules  come  into 
play.  The  physician  must  first  es- 
tablish if  the  patient  is  a ‘‘candidate 
for  nonresuscitation.”  This  is  an- 
other important  term  defined  by  the 
General  Assembly  to  mean: 
a patient  who,  based  on  a deter- 
mination to  a reasonable  degree 
of  medical  certainty  by  an  at- 
tending physician  with  the  con- 
currence of  another  physician: 

(A)  has  a medical  condition 
which  can  reasonably  be  ex- 
pected to  result  in  the  imminent 
death  of  the  patient; 

(B)  is  in  a noncognitive  state  with 
no  reasonable  possibility  of  re- 


gaining cognitive  functions;  or 

(C)  is  a person  for  whom  cardio- 
pulmonary resuscitation  would 
be  medically  futile  in  that  such 
resuscitation  will  likely  be  un- 
successful in  restoring  cardiac 
and  respiratory  function  or  will 
only  restore  cardiac  and  respi- 
ratory function  for  a brief  period 
of  time  so  that  the  patient  will 
likely  experience  repeated  need 
for  cardiopulmonary  resuscia- 
tion  over  a short  period  of  time.® 

Two  points  bear  emphasizing:  first, 
that  the  attending  physician  must 
consult  another  physician  in  deter- 
mining that  the  patient  fits  one  of 
the  three  categories  listed  above. 
Second,  that  establishing  the  pa- 
tient as  a ‘‘candidate  for  nonresus- 
citation” is  a threshold  for  further 
decisions;  it  does  not  automatically 
mean  that  a DNR  order  will  be  on 
the  patient’s  charts. 

Passing  this  threshold,  the  phy- 
sician must  then  confirm  whether 
an  authorized  surrogate  decision- 
maker is  available.  The  statute  pro- 
vides a list,  in  descending  order  of 
priority,  as  to  whom  should  be  con- 
sulted to  represent  the  patient’s 
wishes: 

(1)  any  agent  appointed  by  a du- 
rable power  of  attorney  for  health 
care 

(2)  a spouse 

(3)  a guardian  over  the  person 
appointed  pursuant  to  Georgia 
law 

(4)  a son  or  daughter  aged  18 
years  or  older 
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(5)  a parent  (custodial,  in  the  case 
of  a minor) 

(6)  a brother  or  sister  aged  18  or 
older/ 

While  the  first  three  listings  are 
clear  enough,  some  confusion  may 
result  in  the  last  three  in  which  more 
than  one  person  can  fit  the  category 
of  “authorized  person”  at  any  given 
time.  A patient  may  have  more  than 
one  son  or  daughter,  more  than  one 
living  parent,  or  several  brothers  or 
sisters.  The  statute  is  silent  as  to 
whom  among  those  equally  au- 
thorized is  to  have  the  final  deci- 
sion. Physicians  are  all  too  familiar 
with  the  “distant  child”  syndrome: 
the  children  who  have  kept  in  touch 
with  their  dying  parent  are  com- 
fortable with  the  decision  to  not  re- 
suscitate, however  the  child  who 
hasn’t  called  his  parent  in  years 
guiltily  demands  that  “everything  be 
done  to  save”  the  parent.  In  such  a 
situation,  it  is  generally  best  for  the 
physician  to  insist  that  the  family 
sort  out  its  differences  before  is- 
suing a DNR  order. 

Physician-Initiated  DNR  Orders 

What  if  a surrogate  decision- 
maker is  unavailable?  The  physi- 
cian may  issue  a DNR  order,  pro- 
vided that; 

(1)  the  physician  determines,  in 
writing  in  the  patient’s  medical 
record,  that  the  patient  is  a “can- 
didate for  nonresuscitation,”  after 
obtaining  concurrence  from  an- 
other physician;  and 

(2)  an  ethics  committee,  or  some 
similar  panel  designated  by  the 
hospital  or  facility,  agrees  with 
the  determination  of  the  attend- 
ing and  concurring  physicians.® 
The  statute  is  flexible  in  its  de- 
termination of  what  committee  or 
panel  is  appropriate  to  make  such 
a concurrence.  MAG  and  GHA  are 
suggesting  that,  as  a back-up  to  its 
regular  ethics  committee,  the  hos- 
pital appoint  a small  panel  com- 
posed of  the  hospital  CEO,  the  chief 


of  the  medical  staff  or  their  desig- 
nees, and  perhaps  a few  others  as 
long  as  the  members  of  the  panel 
agree  to  stay  in  telephone  contact 
with  the  facility,  most  probably 
through  a pager  system. 

Living  Wills  and  Durable  Powers  of 
Attorney  for  Health  Care 

The  statute  specifically  ad- 
dresses the  possibility  that  a patient 
may  have  already  executed  a Living 
Will  or  Durable  Power  of  Attorney 
for  Health  Care  that  sets  out  the  pa- 
tient’s wishes  regarding  DNR  or- 
ders. The  Durable  Power  of  Attor- 
ney for  Health  Care  authorizes  the 
patient  to  appoint  a surrogate  or 
“agent”  to  make  decisions  on  the 
patient’s  behalf  if  that  patient  loses 
decision-making  capacity.  If  the  pa- 
tient has  executed  a Durable  Power 
of  Attorney  for  Health  Care,  that 
agent  is  the  “authorized  person” 
physicians  should  turn  to  first  if  the 
patient  lacks  the  capacity  to  make 
decisions  regarding  DNR  orders. 

A Living  Will  directly  authorizes 
the  physician  to  withhold  “life-sus- 
taining procedures”  (which  in- 
cludes CPR)  if  the  patient  has  a “ter- 
minal condition,”  defined  as  “an 
incurable  condition  caused  by  dis- 
ease, illness  or  injury  which,  re- 
gardless of  the  application  of  life- 
sustaining  procedures,  would  pro- 
duce death.”  The  procedure  for  es- 
tablishing a “terminal  condition”  is 
as  follows:  two  physicians,  after 
personally  examining  the  patient, 
shall  certify  in  writing  based  upon 
conditions  found  during  the  course 
of  their  examination  that: 

(a)  there  is  no  reasonable  ex- 
pectation for  improvement  in  the 
condition  of  the  patient; 

and 

(b)  death  of  the  patient  from  these 
conditions  is  imminent. 

Clearly,  the  conditions  to  be  met 

to  authorize  a “no  code”  order  on 
a patient  with  a Living  Will  can  be 
more  stringent  than  those  author- 


ized by  the  DNR  statute.  If  a patier 
has  both  a Living  Will  and  has  me 
the  qualifications  for  a “no  code 
order  under  the  DNR  statute,  th 
rights  therein  are  cumulative  rathe 
than  superseding. 

Revocation  and  Immunities 

The  statute  provides  for  the  re^ 
ocation  of  a DNR  order  on  the  chart! 
by  the  patient  him  or  herself,  th* 
surrogate  or  by  the  physician,  am 
such  revocation  can  be  instigate!; 
by  either  changed  circumstances  c| 
the  patient  or  simply  a change  c{ 
mind. 

The  genesis  for  the  law’s  passag.- 
was  in  providing  physicians  anl 
hospitals  a “safe  harbor”  in  effect; 
tuating  DNR  orders  in  good  faitjl 
without  fear  of  legal  reprisals.  Thi 
DNR  law  provides  for  immunity  frorj  i 
both  criminal  and  civil  liability  fcji 
any  health  care  provider  when  thcl 
person  or  entity  is  carrying  out  ' 
DNR  order  in  good  faith.  The  fli^ 
side  is  also  true:  a provider  cannej ; 
be  liable  for  administering  CPR  ti! 
a patient  who  has  a DNR  order  o! 
his  or  her  chart,  as  long  as  the  prd 
vider  reasonably  believes  in  goo; 
faith  that  the  order  did  not  exist  c! 
that  it  had  been  revoked  or  car 
celed. 

Physician  Decisions  under  the 
New  Law 

The  American  Medical  Associij 
tion’s  Council  on  Ethical  and  Ji 
dicial  Affairs,  in  conjunction  wit| 
many  noted,  published  medical  ai! 
thorities,  has  established  that  tvs'! 
exceptions  are  recognized  to  th 
presumption  favoring  CPR  admir, 
istration.®  The  first  is  if  a patient  hq 
expressed  in  advance  his  or  he; 
preference  that  CPR  be  withheld,  d 
a surrogate  decision  maker  me 
make  the  decision  to  forego  CP 
on  the  patient  if  that  patient  lacf 
decision  making  capacih’.  This  so 
nario  is  addressed  by  Georgia’s  “n 
code”  statute. 
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The  second  exception  to  the  pre- 
sumption favoring  CPR  is  when,  in 
the  judgment  of  the  treating  physi- 
cian, an  attempt  to  resuscitate  the 
patient  would  be  futile.  The  statute 
addresses  this  judgment  factor  in 
describing  the  process  for  declar- 
ing a patient  a “candidate  for  non- 
resuscitation.” However,  this  is  the 
type  of  determination  to  be  made 
before  an  emergency  suggesting  the 
possibility  of  using  CPR  arises. 
Then,  the  physician  is  able  to  ob- 
tain another  physician’s  concur- 
rence and  that  of  an  ethics  com- 
mittee. 

But  what  happens  in  emergency 
situations  — both  on  the  ward  and 
in  the  emergency  room?  Time  does 
not  always  allow  for  concurrences 
when  a patient  is  being  wheeled 
into  the  E.R.  having  a major  stroke. 
Does  the  statute  demand  that  the 
patient  be  resuscitated  no  matter 
what  condition  that  patient  is  in  or 
what  the  E.R.  physician  judges  to 
be  the  futility  of  the  patient’s  situ- 
ation? The  vast  majority  of  pub- 
lished authorities  on  this  subject 
agree:  No,  the  patient  need  not  be 
automatically  resuscitated  no  mat- 
ter what  his  condition.  However,  the 
statute’s  immunity  provisions  will 
lot  attach  in  these  emergency  cir- 
cumstances which  call  for  proce- 
idures  outside  those  delineated  by 
' he  statute. 

, Authorities  generally  agree  that  a 
ahysician  is  not  ethically  obligated 
p make  a specific  diagnostic  or 
merapeutic  procedure  available  to 
i patient,  even  on  specific  request, 
f the  use  of  such  procedure  would 
oe  futile.  The  significant  qualifier 
lere  is  in  how  “futility”  is  judged, 
in  the  strictest  sense,  treatment  is 
‘futile”  when  it  offers  no  benefit  to 
'he  patient.  But  judgments  of  futility 
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involve  value  choices  as  well  as  sci- 
entific evaluations.  Some  patients 
may  want  the  choice  of  living  a few 
extra  hours  or  days  — even  if  they 
won’t  leave  the  hospital  alive  — 
whereas  others  simply  want  their 
misery  to  end.  The  ultimate  guide- 
line suggested  by  both  the  Ameri- 
can Medical  Association  and  Geor- 
gia caselaw  is  to  respect  the 
patient’s  autonomy;  therefore,  “fu- 
tility” must  be  judged  according  to 
the  patient’s  goals. 

It  would  be  simplistic  to  expect 
this  context  of  the  patient’s  goals 
to  answer  all  our  questions  about 
whether  to  initiate  CPR  on  a patient. 
Physicians  must  not  consider  only 
the  relative  harms  and  benefits  to 
the  single  patient,  but  must  also 
consider  the  impact  of  his  or  her 
decision  on  the  limited  resources 
of  the  hospital,  often  using  a “triage” 
mentality.  There  are  a limited  num- 
ber of  ventilators,  intensive  care 
beds,  nurses,  and  physicians  avail- 
able in  any  given  facility.  Should  a 
patient  who  is  certain  to  die  the  mo- 
ment he  or  she  is  removed  from  a 
ventilator  deny  its  use  to  someone 
who  might  have  a better  chance  of 
surviving  off  the  ventilator  once  re- 
suscitated? 

Although  the  statute  does  not 
directly  address  these  ques- 
tions of  humanity  and  hospital  pol- 
icy, its  intent,  stated  in  its  pream- 
ble, supports  such  an  interpretation. 
It  could  not  have  been  the  Georgia 
General  Assembly’s  intention  to 
usurp  utterly  a physician’s  judg- 
ment in  all  cases  where  CPR  might 
be  performed.  Taken  literally,  euery 
patient  who  dies  experiences  car- 
diac arrest;  could  that  then  mean 
that  CPR  must  be  used  on  every  pa- 
tient who  is  dying  unless  they  have 


specifically  requested  a “no  code” 
order?  Probably  not.  The  statute 
does  not  presume  that  everyone 
lacking  an  advance  directive  re- 
garding DNR  orders  wants  to  be  re- 
suscitated. Rather,  it  presumes  that 
all  adults  consent  to  the  adminis- 
tration of  CPR  unless  they  have  an 
advance  directive  or  other  author- 
ization stating  otherwise.  There  is 
still  some  room  for  the  physician 
to  exercise  professional  judgment. 

As  your  hospital(s)  work  with  the 
medical  staff  to  establish  the  pre- 
cise policies  and  procedures  it  will 
follow  in  implementing  the  stat- 
ute’s requirements,  you  are  urged 
to  keep  these  comments  and  guide- 
lines in  mind.  Although  seemingly 
complex,  the  requirements  will  have 
the  benefit  of  letting  patients  and 
hospital  staff  alike  understand  what 
is  required  of  them.  Hospitals  and 
physicians  benefit  through  lower 
legal  risks  and  an  enhanced  com- 
munity reputation  for  respecting 
patient  autonomy.  Hospital  poli- 
cies are  not  carved  in  marble.  As 
experience  teaches  us,  we  can 
modify  our  hospital  documents  to 
best  reflect  the  particular  circum- 
stances of  each  institution  and  its 
medical  staff. 


Notes 
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A portion  of  the  triptych,  Dr.  Graver  and  Team,  from  The  Heart  series  of  paintings  by 
Georgia  artist  Lamar  Dood. 

This  art  is  reproduced  with  permission  of  the  owner.  The  Georgia  Heart  Clinic,  in  LaGrange. 
Design  by  Hank  Richardson,  Richardson  Design,  Atlanta. 
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It’s  Time 

for  Your 

Annual  Check-Up. 

SMA's  85fh  Annual  Scientific  Assembly 
November  16-19,  1991 
Georgia  World  Congress  Center 
Atlanta,  Georgia 


• Specialty  and  Multispecialty 
Continuing  Medical  Education 

• Postgraduate  Courses 

• Round  Table  Luncheon  Sessions 

• Clinical  and  Scientific  Symposia 


• President's  Symposium 

• Social  Events 

• Technical  and  Scientific  Ex- 
hibits and  Posters 

• Atlanta  Tours 


• Much,  much  more 


Stay  on  the  leading  edge  by  attending  Southern  Medical  Associ- 
ation's 85th  Annual  Scientific  Assembly.  There  you  will  find  the  na- 
tion's largest  multi-specialty  medical  meeting,  featuring  the  most 
current  information  on  a variety  of  clinical,  scienfific,  and  technical  ' 
subjects.  Make  your  appointment  today  to  attend  the  SMA  meet- 
ing, or  call  ta  examine  our  brochure.  This  check-up  may  be  too  im- 
portant to  miss! 


In  Conjunction 
with 

MEDICAL 
ASSOCIATION 
of  GEORGIA 


Birmingham,  Alabama  35219-0088 
(205)  945-1840  • 1-800-422-4992 

SMA691ANM006 
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Legislative  Activities  of  MAG 


Cyler  Gamer,  M.D. 


Mag  monitors  government  ac- 
I tivities  and  is  forging  alli- 
inces  that  will  make  us  stronger 
vhen  we  speak.  Lobbying  has  be- 
I’.ome  a field  where  the  best  re- 
■earch  on  issues  facing  legislators 
s vitally  important.  To  do  that,  we 
lave  added  staff  who  know  where 
0 find  data,  how  to  interpret  it,  and 
low  to  present  it.  We  are  fortunate 
hat  we’ve  found  quality  people  to 
ill  this  need  — and  we’ve  done  it 
sarlier  than  many  organizations 
jiave  been  able  to  do.  And  this  is 
inly  a small  fraction  of  what  we  do. 

In  this  state,  the  MAG  legislative 
earn  last  year  was  able  to: 

• Get  $100,000  to  start  funding  uti- 
lization review.  This  was  done  in 
an  extremely  tight  budget  year 
and  was  considered  impossible 
I by  most  people  who  knew  the 

: situation. 

1 

* Positively  reform  the  language  of 
I the  legislation  that  would  have 
I expanded  CON  to  all  physicians’ 
offices.  The  changes  substan- 
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tially  diminished  future  incur- 
sion of  CON  regulation  into  out- 
patient surgery. 

• Stop  the  bill  that  would  have  re- 
moved the  floor  for  reimburse- 
ment differentials  in  PPOs.  And, 
as  a reminder,  MAG  was  able  to 
get  the  floor  at  70  percent  in  the 
beginning. 

• Stop  the  bill  that  would  have  al- 
lowed psychologists  to  admit, 
treat,  and  discharge  involuntary 
patients  while  a psychiatrist,  who 
would  have  had  no  oversight  op- 
portunity, would  have  had  the  le- 
gal responsibility  for  their  ac- 
tions. 

• Got  more  than  a $1.5  million  in- 
crease in  Medicaid  reimburse- 
ments for  anesthesiologists,  the 
first  raise  for  that  specialty  in 
more  than  5 years. 

• Secured  a $2.1  million  recoup- 
ment from  Medicaire  after  HCFA 
and  the  carrier  decided  physi- 
cians had  “overcharged.” 


Your  leadership  provides  excel- 
lent stewardship  of  your  or- 
ganization. We  watch  how  your  dol- 
lars are  spent  with  a care  that  would 
do  accountants  proud.  1 think  that 
the  fact  that  the  House  of  Delegates, 
when  offered  the  same  dues  for  re- 
duced services  or  an  increase  to 
retain  the  same  services,  made  the 
decision  to  increase  dues,  is  a vote 
of  confidence. 

Some  of  you  could  do  more, 
however.  Have  you  asked  a col- 
league to  join  lately?  Ask  again. 
Every  physician  who  is  not  a mem- 
ber is  getting  a free  ride  off  your 
dues  dollars  because  we  are  work- 
ing for  all  patients’  care. 


POETRY  CORNER 


THE  PERFECT  FRUSTRATION 

If  everything  were  perfect 
Man  still  would  have  his  doubt, 

For  he  would  have  to  worry 
About  nothing  to  worry  about. 

LION  TAMER 

The  chair,  the  whip,  the  snarl,  the  roar. 

The  thrashing  tails,  the  angry  eyes. 

Saliva  dripping  to  the  floor 

From  hungry  mouths,  as  tempers  rise. 

A lightning  flash,  the  current  gone  — 

Now  lights  again  in  the  arena  — 

A chair,  a whip,  each  all  alone. 

Complacent  cats  lick  forepaws  cleaner. 

OPEN  CITY 

Any  city  is  open  to  howitzer  shells! 

No  window,  nor  door  that  opens  toward  the 
stars 

Can  ever  be  closed  to  bombs!  No  roof,  no 
bars. 

Hold  off  a ton  of  T.N.  T!  Man  quells 
The  sound,  but  never  the  force,  the  fire  that 
beckons 

A weight  of  woe  spiraling  from  the  sky! 

No  need  to  call  it  “open";  it’s  clear  to  the  eye 
That  closure  is  for  minds,  for  the  mind  reckons 
That  a city  “open”  is  thereby  safe,  sprawling 
In  a hushed  but  lively  happiness,  relieved 
At  the  terror  turned  away,  the  stars  brightening. 
But  the  heart  has  a sadness  extending  beyond 
its  calling. 

And  the  mind  a terror  that  mind  itself  con- 
ceived. 

As  heart  and  mind  await  the  final  lightening! 

JOHN  RANSOM  LEWIS,  M.D. 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia's  Poet  Laureate. 


Georgia  Hospitals  Incur 
I $100  Million  Loss  For 

Uncompensated  Indigent 
Care 

Georgia  hospitals  incurred  losses 
jexceeding  $97.5  million  in  1989  to 
provide  care  to  the  medically  in- 
digent, according  to  a just  pub- 
lished report  on  the  state’s  indigent 
health  care. 

j Commissioned  by  the  Georgia 
Hospital  Association  (GHA)  and  the 
[Georgia  Alliance  of  Not-For-Profit 
iHospitals,  the  report  disclosed  hos- 
ipital  costs  for  indigent  Georgians 
lamounted  to  $220  million  in  1989. 
County  reimbursement  for  indigent 
residents  amounted  to  $122  million 
— Fulton  and  DeKalb  Counties 
contributing  $90.1  million  of  the 
$122  million  — with  hospitals  ab- 
;sorbing  44  percent  of  indigent  care 
costs. 

Compiled  from  the  most  recent 
information  available  through  the 
IState  Health  Planning  Agency  and 
county  tax  departments,  the  report 
showed  that  county  spending  for 
Ipospital  care  increased  from  $94.8 
million  in  1986  to  $122  million  in 
1989.  Additionally,  only  one-third, 
or  59,  of  Georgia’s  159  counties 
reimbursed  hospitals  for  the  actual 
cost  to  provide  indigent  medical 
care. 

i Indigent  care  is  defined  as  care 
Provided  to  patients  whose  in- 
comes fall  below  125  percent  of  the 
i ederal  poverty  standard  and  who 
are  not  eligible  or  enrolled  in  the 
ederal/state  Medicaid  program. 

Hospital  costs  for  charity  care 
and  bad  debt  — including 
osses  from  Medicaid  and  Medicare 


HOSPITAL 


reimbursement  — are  not  included 
in  the  report.  The  report  also  does 
not  account  for  county  spending  on 
medical  care  provided  to  the  indi- 
gent by  public  health  departments 
or  other  services. 

“Uncompensated  care  is  putting 
many  hospitals  at  serious  risk  of 
closure  or  drastic  reduction  in  serv- 
ices,” Georgia  Hospital  Association 
President  Joseph  A.  Parker  said. 

“If  we  are  to  ensure  the  viability 
of  those  hospitals  that  serve  a dis- 
proportionate share  of  the  medi- 
cally indigent,  community  financial 
support  must  be  increased  to  pay 
for  health  care  services,”  Parker 
said.  “Otherwise  the  availability  of 
quality  health  care  for  all  Georgians 
will  be  threatened.” 

The  Georgia  Hospital  Associa- 
tion and  the  Association  County 
Commissioners  of  Georgia  backed 
efforts  during  the  1991  legislative 
session  of  the  Georgia  General  As- 
sembly to  pass  legislation  requiring 
all  counties  to  contribute  to  the  cost 
of  providing  medical  services  to  in- 
digent residents,  including  hospital 
care. 

In  addition  to  the  “indigent  ob- 
ligation” bill,  Parker  said  both  as- 
sociations were  in  support  of  leg- 
islation to  allow  counties  an 
alternate  funding  source  to  pay  for 
indigent  care. 

“Before  being  required  to  take  on 
new  indigent  health  care  obliga- 
tions, counties  should  have  the  op- 
tion of  a broad  based  revenue 
source  other  than  property  tax,” 
Parker  said.  “Unfortunately,  efforts 
during  the  1991  session  to  pass  a 
county  obligation  bill  and  to  find  a 
new  revenue  source  to  pay  for  in- 
digent care  made  little  progress.” 


NEWS 


Counties  that  provided  the  high- 
est rate  of  hospital  support  for 
indigent  residents  in  1989  were: 
Fulton  County,  $69.8  million; 
DeKalb  County,  $2 1 .3  million;  Rich- 
mond, $4.4  million;  Muscogee,  $4.3 
million;  Chatham,  $4.1  million; 
Bibb,  $4.0  million;  Cobb,  $2.8  mil- 
lion; and,  Gwinnett,  $2.0  million. 

The  indigent  care  report  also 
showed  that  hospital  costs  for  in- 
digent Georgians  averaged  $45  per 
capita,  however  Georgians  average 
spending  amounted  to  $19  in  reim- 
bursement to  hospitals  for  medical 
care. 

County  spending  per  capita  var- 
ied widely  with  only  1 1 counties 
spending  more  than  $12.  Fulton 
County  residents  contributed  the 
most  per  capita  at  $105.28  while  86 
counties  (54%  of  Georgia  counties) 
spent  no  monies  to  support  indi- 
gent care  provided  by  hospitals. 


[NOTE:  At  the  time  this  report  was 
compiled,  the  State  Health  Plan- 
ning Agency  did  not  have  data  on 
14  counties.  Threfore,  the  Draffin  & 
Tucker  summary  and  illustrations 
reflect  $0  of  hospital  support  from 
those  counties.  Counties  not  in- 
cluded in  the  study  are:  Douglas; 
Jenkins;  Meriwether;  Greene;  Mur- 
ray; Gilmer;  Pickens;  Towns;  Cof- 
fee; Ben  Hill;  Irwin;  Jasper;  Peach; 
and  Washington.] 

(Reported  by  the  Georgia  Hos- 
pital Association.) 
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About  the  Cover  Artist: 

Lamar  Dodd 


i i ¥ 1 E SEES  SO  much”  is  an  ac- 
¥ ¥ curate  description  of  the 
staggering  breadth  of  this  artist’s 
endeavors,  interests  and  sympa- 
thies. In  his  life  and  in  his  work, 
Georgia’s  Lamar  Dodd  exemplifies 
the  sacred  Zen  concept  of  mind- 
fulness. Or,  as  Gertrude  Stein  said 
of  the  creative  life:  “Everything  must 
come  into  your  scheme,  otherwise 
you  cannot  achieve  real  simplic- 
ity.” Mr.  Dodd  achieves  his  “real 
simplicity”  by  cutting  through  ob- 
stacles as  though  they  were  butter. 

Right  from  the  beginning,  he 
seems  to  have  led  a charmed  life. 
He  had  his  first  one-man  exhibition 
at  the  High  Museum  of  Art  in  At- 
lanta when  he  was  only  twenty-two 
years  old;  and  that  same  year,  1931, 
he  had  his  first  one-man  show  in 
New  York  City  at  a time  when  it  was 
practically  impossible  for  an  Amer- 
ican artist  to  have  a 57th  Street  gal- 
lery. Through  the  years,  Mr.  Dodd 
continued  to  have  exhibitions  in 
New  York  and  throughout  the  coun- 
try, receiving  a great  deal  of  enthu- 
siastic attention  in  the  press,  in- 
cluding a feature  story  in  Life.  His 
name  and  his  work  are  well-known 
in  the  art  community  coast  to  coast. 
And  so  is  Lamar  Dodd  in  person. 
In  fact,  it  sometimes  seems  as 
though  every  artist  over  the  age  of 
forty  (and  a good  many  under)  has, 
at  some  time  or  other,  met  him  per- 
sonally. Mr.  Dodd  is  remarkably 
ubiquitous. 

For  one  thing,  Mr.  Dodd’s  influ- 
ence as  a teacher  has  been  exten- 
sive. Here,  as  in  his  painting  career, 
he  was  successful  from  an  early  age. 
When  he  was  twenty-eight  years  old, 
he  was  appointed  to  the  faculty  of 
The  University  of  Georgia.  The  fol- 
lowing year,  he  was  made  head  of 
the  Art  Department,  and  then,  with 
his  amazing  ability  to  cut  through 
bureaucratic  red  tape,  he  pro- 
ceeded to  amplify  and  transform 
that  department  from  a faculty  of 
three  to  its  present  size,  now  ap- 
proximately 60  members,  making 
it,  along  the  way,  one  of  the  better 
art  departments  in  the  country. 


Official  recognition  also  came 
as  Mr.  Dodd  began  to  win  all 
sorts  of  prizes,  purchase  awards, 
grants  and  government  assign- 
ments. A grant  of  $10,000  from  the 
General  Education  Board  of  the 
Rockefeller  Foundation  in  1953 
(when  a dollar  was  still  a dollar) 
enabled  him  to  make  his  first  trip 
to  Europe  where  he  spent  one  year 
covering  some  ten  nations,  seeing 
first-hand  the  art  and  architecture 
he  knew  by  heart  from  his  studies. 
Haunting  museums  and  cathedrals 
tirelessly,  he  was  never  without  his 
notebook  and  camera. 

Mr.  Dodd’s  ability  to  fascinate  and 
his  gracious  manner  have  made  him 
an  ideal  “cultural  ambassador”  at 
home  and  abroad.  He  has  thrown 
himself  into  this  role  with  zest,  lec- 
turing throughout  Europe  and  the 
USSR  (exhibiting  his  work  as  he 
traveled  from  city  to  city).  In  this 


country,  he  has  served  on  commi’ 
tees  for  the  Ford  Foundation,  tf, 
National  Council  of  the  Arts  ar 
Government,  the  International  Ci 
tural  Exchange,  the  U.S.  Adviso(| 
Committee  on  the  Arts  as  well  U 
many  others. 

Commenting  on  the  Heart  seriiM 
from  which  the  cover  art  of  this  i)i 
sue  derives,  Dr.  Joseph  M.  Crav.i 
wrote,  “Nowhere  else  is  there 
artistic  study  on  the  subject  of  me: 
icine  which  approaches  the  deptf! 
accuracy  or  enlightened  vision  ? 
this  work  by  Lamar  Dodd.  . ; 
Whether  presenting  the  serenity  [ 
the  intensive  care  patient,  or  tl'^ 
spiritual  aura  of  the  open-heart  o; 
eration,  or  the  symbolism  in  tl 
sculptures  surrounding  the  canva’ 
Lamar  Dodd  has  contributed  a ma‘ 
ter  study  and  lasting  treasure  for  i; 
all.” 
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EDITOR'S  CORNER 


Of  Vacations  and  of  Leisure  — A Continuum 


Charles  R.  Underwood,  M.D. 


There  is  nothing  worse  for  mortals 
ian  a wandering  life.  ” 

homer:  Odyssey,  xv,  c.soo  b.c. 

If  an  ass  goes  traveling  he’ll  not 
ome  home  a horse.  ” 

THOMAS  fuller:  Gnomologia,  1732 

Traveling  makes  men  wiser,  but 
?ss  happy.  When  men  of  sober  age 
mel,  they  gather  knowledge  which 
iey  may  apply  usefully  for  their 
ountry;  but  they  are  subject  ever 
fter  to  recollections  mixed  with  re- 
ret;  their  affections  are  weakened 
y being  extended  over  more  ob- 
?cts;  and  they  learn  new  habits 
hhich  cannot  be  gratified  when  they 
^?turn  hom,e.  ” 

! THOMAS  JEFFERSON: 

I LETTER  TO  PETER  CARR,  1787 

I ! should  like  to  spend  the  whole 
V f my  life  traveling,  if  I could  any- 
where borrow  another  life  to  spend 
It  home.” 

I'  WILLIAM  hazlitt:  Table  Talk,  1874 
I 

, 

E TOOK  LEAVE  of  this  Editor’s 
Corner  in  the  July  issue  of 
nis  Journal  as  your  Editor  and  his 
liaveling  companion  made  prepa- 
^jations  for  a float  trip,  an  adventure 
own  the  Snake  River  through  Hell’s 
I'anyon,  that  stretch  of  northwestern 
American  water.  Perhaps  continuity 
hll  be  gained  by  referring  to  the  last 
' iree  paragraphs  of  the  Editor’s  Cor- 
ner in  that  issue.  There  one  finds  the 
following: 

^1- 


‘‘Yet,  we  persevered.  No  snakes, 
no  Sambos  would  deter  us  now.  We 
were  prepared  for  the  Great  Amer- 
ican Outdoor  Adventure.  The  po- 
larlite  outer  garments  and  their  ac- 
companying outer-space-tested 
undergarments  lie  now  along  with 
the  rain  suits,  the  head  gear,  the 
waterproof  camera  container  in  or- 
derly array  upon  the  living  room 
floor,  awaiting  proper  placement  in 
the  weather  repellent  duffle  bags. 
The  occupants  of  such  attire,  yet 
unaccustomed  to  such  finery,  sit 
contemplatively  in  the  library.  1 
thought  again  of  a cartoon  from 
years  past  in  the  New  Yorker.  It  de- 
picted a young  couple  who  had  with 
gratuitous  beneficence  and  gener- 
osity been  given  tickets  to  the 
championship  football  game  sit- 
ting huddled  in  a driving  snow- 
storm. One  said  to  the  other  in  the 
caption  below,  ‘‘Poor  John  and 
Linda.  Sitting  at  home  before  a 
warm  fire  drinking  mulled  wine.  ” 

‘‘Would  it  not  be  more  practical, 
more  reasonable  and  reliable  to  our 
age,  ” my  anxious  and  contempla- 
tive floating  companion  asked,  ‘‘if 
we  just  suggested  that  we  both  suf- 
fer from  seasickness  and  would  be 
most  appreciative  of  an  invitation 
to  the  slide  viewing  party  if  they  all 
return  safely?" 

We  leave,  take  our  departure  from 
this  civilized  world,  on  the  morrow. 
Our  throughts  once  again  rebound 
from  the  concern  over  damage  to 
a part  of  this  organization  which  1 
see  as  a valuable  and  cohesive  ve- 


hicle, that  is  the  Journal  of  the  MAG, 
rebound  from  this  to  trembling  an- 
ticipation of  mauling  from  bears 
and  bites  from  marmots.  But  we 
must  be  on  our  way  and  hastily. 
The  water  is  rising  on  the  Snake, 
and  the  rapids  yet  vent  their  fury 
upon  the  boulders.  We  shall  surely 
return.  It  says  such  in  the  travel 
folder.  And  so  for  now  must  await 
the  obituary  to  be  published  here 
next  month.  ‘‘Ah,  sweet  summed” 


And  so  it  was  that  early  of  a 
Monday  morning  we  placed 
our  duffle  bags,  our  survival  gear, 
in  the  car  and  made  our  way  to  the 
airport,  there  to  unite  with  our  other 
white-water  companions. 

It  was  a varied  group  which  gath- 
ered there  in  the  airport  terminal: 
the  organizing  Felder  family,  of 
course;  a Medical  School  Dean  and 
his  lawyer  wife;  a hospital  risk  con- 
trol expert,  a lady  at  that;  a retired 
75-year-old  internist  and  his  pedia- 
trician wife;  an  internist  from  a 
“name  clinic”  and  his  emergency 
room  physician  son;  a retired  sur- 
geon with  his  wife;  the  CEO  of  a 
major  third  party  payor,  he  of  the 
infamous  letter;  the  two  of  us;  and 
the  gregarious  Sambo  and  his  phy- 
sician wife  with  two  of  their  grand- 
children, boys  of  that  adventure- 
some and  magical  age  just  ahead 
of  puberty  striking  the  fires  of  de- 
sire. 

It  was  then  westward  to  Salt  Lake 
and  then  to  Boise  and  then  by  bus. 
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a Bluebird,  manufactured  in  Perry, 
Georgia,  to  our  resting  spot  for  the 
night  in  Cambridge,  Idaho.  Here  we 
found  a real  Main  Street  town,  the 
Frontier  Motel,  and  yet  another  ar- 
rangement of  pink  carnations  for  the 
highly  placed  CEO  now  bearing  the 
affectionate  note  which  even  to  one 
accustomed  to  crises  brought  shiv- 
ers of  anxiety,  “Still  missing  you. 
Love,  Bruce.” 

A night’s  sleep  in  the  little  motel, 
another  75-mile  bus  ride  on  the 
Bluebird,  and  we  found  ourselves 
deep  in  the  upper  reaches  of  the 
Rocky  Mountains  and  at  the  top  of 
Hell’s  Canyon  on  the  Snake  River. 
The  next  4 days  and  5 nights  passed 
quickly  as  the  large  rafts  took  us 
down  the  river  between  massive 
canyon  walls  and  through  swirling 
rapids.  Evenings  brought  an  hour 
or  so  of  convivial  appetizing,  lis- 
tening to  the  master  storyteller,  and 
occasionally  trying  to  compete  with 
him.  Then  supper,  darkness,  and 
the  tents. 

Such  days  become  as  perhaps 
days  were  meant  to  be.  Up  at 
first  light  and  to  bed  when  light 
fades.  So  it  was  as  we  floated  be- 
tween mountains  and  through  rap- 
ids, caught  sight  of  bighorn  sheep 
and  eagles  and  otters,  bounced  from 
rafts  into  swirling  rapids  only  to  float 
through  and  be  pulled  to  safety, 
talked  endlessly  of  experiences  and 
opinions  provided  by  such  a con- 
gery  of  individuals  while  competing 
over  drinks  for  best-teller-of-tall- 
tales. 

We  came  at  the  terminus  of  our 
floating  adventure  to  Lewiston, 
Washington,  and  Clarkston,  Idaho, 
towns  located  across  the  river  from 


each  other  reminding  us  all  of  those 
earlier  and  hardier  souls  who  had 
run  these  rivers  with  a bit  less  of  a 
support  team  than  had  we.  Dirty  and 
odorous,  some  of  us,  for  who  cares 
to  bathe  in  60°  water,  but  a bit  more 
relaxed  and  surely  happier.  One  fi- 
nal arrangement  of  pink  carnations 
awaited  the  anxious  CEO  at  this  our 
last  overnight  motel  for  the  trip.  The 
accompanying  card  now  read, 
“Thank  God  you  are  safe.  Love, 
Bruce.”  He  called  home  quickly  ad- 
vising the  wife  of  the  potential  for 
one  final  reminder  that  the  master 
of  all  practical  jokes  remained  in 
control. 

And  so  it  is  that  the  adventure 
ends  and  with  it  concludes 
another  summer.  Fall  lies  ahead  of 
us  and  beyond  that  the  winter.  Time 
rushes  by  us  all  as  we  pass  from 
season  to  season  in  a frantic  effort 
to  extract  from  our  given  days  those 
pleasures  which  at  the  moment  ap- 
pear most  seductive.  Not  so  in  years 
past  when  the  travails  of  travel  lent 
more  allure  to  one’s  homeplace.  I 
have  in  my  acquaintance  a nurse 
whose  world  is  confined  by  her 
home  and  who  is  blessed  by  the 
driving  compulsion  and  passion  to 
spend  yet  one  more  night,  weekend 
and  vacation  time  in  the  confines 
of  that  geographically  limited 
Heaven  of  garden  and  home  and 
family.  I know  of  yet  another  whose 
love  of  travel  pulls  her  ever  away 
from  security  of  home.  We  are  yet 
the  products  of  all  that  has  gone 
before.  Of  the  genetical  milieu  over 
which  we  had  no  control  nor  were 
given  any  choice,  of  parents  who 
took  that  mixture  of  ancestors  and 
molded  it,  of  we  ourselves  who 


given  some  degree  of  freedom,  c 
self  will,  must  bear  the  respons 
bility  of  the  culmination  of  all  thes 
various  formative  forces. 

“How  shall  we  spend  our  vaa 
tion  this  year?”,  we  say  to  eac 
other.  “Shall  it  be  Paris  in  the  sprini^, 
London  in  the  fog,  Spain  for  th 
bullfights?”  Was  the  Snake  a 4-nigf 
stand  interesting  but  fmitless  or  we 
it  that  type  of  vacation  whic! 
brought  with  it  not  only  simpl 
pleasure  and  relaxation  but  the  e 
fervescent  and  energizing  realigr 
ment  of  one’s  life?  Vacations,  a I 
should  investments,  must  preser 
to  us  a guaranteed  return  of  som(* 
thing. 

There  is  a magic  in  our  personcT 
lives,  or  so  it  seems  to  mei 
unique  to  each  of  us  which  dd 
mands  that  should  we  find  ou 
selves  whole,  complete,  happy.  W 
seek  out  that  balance  between  wor 
and  play,  between  vacation  at  hom^ 
and  vacation  at  a distance,  use  4 
time.  We  must  not  be  driven,  pe 
haps  not  even  influenced,  by  th 
travel  brochures  and  surely  not  t 
what  the  neighbors  did  or  wher 
they  went.  Our  vacation  time,  oi 
leisure  time,  is  far  too  precious  t* 
be  left  to  such  impractical  unprr 
dictables.  These  are  things  whic 
must  be  studied  and  analyzed.  Thd 
must  possess  purpose  and  that  pu’ 
pose  for  us  all  differs. 

“Shall  we  do  the  Salmon  River  (| 
the  Grand  Canyon  next  year?”  I sai 
to  my  yet  drying  out  and  hip  soi 
tent  mate.  “Check  with  me  ne: 
week,”  she  said. 
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Vae  Victis 

John  E.  Skandalakis,  M.D.,  Ph.D.,  F.A.C.S. 


ITH  THE  FORMATION  of  the 
American  Association  of 
'linical  Anatomists  (AACA),  a solid 
'.nd  much  needed  organization,  the 
eacher  of  gross  human  anatomy 
ound  a home  no  longer  sur- 
ounded  by  a gray  mist,  but  by  the 
,ippearance  of  the  old  anatomical 
unshine  full  of  light  and  hope.  We 
re  few  now  on  the  roster  of  the 
jvACA,  but  we  definitely  form  a Wel- 
ington  “thin  red  line”  which  can- 
lot  be  broken  and  which  will  help 
pe  queen  of  basic  sciences,  gross 
jUman  anatomy,  not  to  be  a scur- 
png  figure  nor  a disappearing  dot 
jin  the  road  in  the  distance. 

I This  is  the  road  that  led  the  way 
or  the  modern  curriculum  by  the 
lodern  anatomist,  to  paraphrase 
'aul  1.  Wellman.  Flogging  and  cruel 
I'eatment  of  the  gross  anatomist  by 
pe  cell  biologist  is  one  of  the  rea- 
|Ons  for  the  formation  of  the  AACA. 

; ut,  the  real  reason  is  the  education 
[f  the  student,  the  physician  of  to- 
morrow, who,  for  the  name  of  God, 
pust  know  some  anatomy. 

I,  1 would  like  to  address  this  edi- 
)rial  as  an  open  invitation  to  all 
leads  of  clinical  departments,  to 
esponsible  people  who  are  in 
'harge  of  the  training  of  future  spe- 
jialists,  but  who  participate  little  or 
ot  at  all  in  the  formation  of  the 
'Lirriculum  for  the  basic  sciences. 

' If  you  read  “The  Report  of  the 
merican  Association  of  Anato- 
mists to  Revitalize  Anatomy,”  you 
I’ill  be  amazed  with  the  philosophy 
iTid  attitude  of  this  once  excellent 


1 would  like  to 
address  this  editorial  as 
an  open  invitation  to  all 
heads  of  clinical 
departments,  to 
responsible  people  who 
are  in  charge  of  the 
training  of  future 
specialists,  but  who 
participate  little  or  not 
at  all  in  the  formation 
of  the  curriculum  for 
the  basic  sciences.  ^ 

organization.  As  1 stated  in  previous 
editorials,'®  there  is  no  self-criti- 
cism in  the  report,  only  academic 
self-righteousness.  For  all  practical 
purposes,  the  authors  of  the  report 
think  that  gross  human  anatomy  is 
dead,  a rotten  science.  The  time  has 
come  for  me  to  borrow  from  Ran- 
dolph of  Roanoke’s  comments 
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about  Henry  Clay:  Anatomy  is  not 
a rotten  mackeral  which  shines  and 
stinks  by  the  moonlight. 

After  this  emotional  prologue,  1 
want  to  present  the  deca- 
logue, a practical  decalogue,  to  save 
anatomy  and  at  the  same  time  to 
educate  medical  students  in  such 
a way  that  the  great  beneficiary  will 
be  the  patient.  After  all,  the  duty 
and  responsibility  of  a medical 
school  is  to  educate  students  to  be 
good  doctors  and,  of  course,  to  per- 
form research,  but  not  to  do  only 
the  second  without  the  first. 

These  are  my  assertions: 

1 . Gross  human  anatomy  should 
have  a major  role  in  the  basic  sci- 
ence education  of  the  medical  stu- 
dent. 

2.  The  PhD  candidate  in  anat- 
omy must  have  a good  course  in 
gross  anatomy  and  embryology. 

3.  The  PhD  teacher  of  gross  anat- 
omy should  be  clinically  oriented. 

4.  Gross  human  anatomy  should 
be  taught  twice  a week  for  at  least 
6 months  or  four  to  five  times  a 
week  for  3 months. 

5.  The  format  of  teaching  should 
be  1 hour  of  formal  lecture,  2'/2 
hours  of  laboratory  dissection,  and 
30  minutes  of  audiovisual  appli- 
cations. 

6.  Embryogenesis  and  embryol- 
ogy of  the  abnormal  should  be  part 
of  teaching  anatomy. 

7.  Clinical  applications  for  both 
gross  human  anatomy  and  em- 
bryology is  a must. 
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8.  Practicing  physicians  (sur- 
geons, radiologists,  etc.)  should 
participate  in  teaching  anatomy. 
Clinicians  must  be  the  masters  of 
the  curriculum  that  is  designed  to 
make  clinicians. 

9.  Without  research  we  cannot 
survive.  Both  gross  human  anato- 
mists and  cell  biologists  should 
walk  together  with  equal  under- 
standing and  respect. 

10.  If  peaceful  coexistence  is  im- 
possible, perhaps  the  best  solution 
is  the  separation  of  gross  human 
anatomy  from  today’s  department 
of  anatomy  and  cell  biology.  The 
chairperson  of  such  a department 
should  be  a clinically  oriented  MD 
or  PhD. 

And,  it  is  time  that  the  heads  of 
the  clinical  departments  who 
support  the  study  of  anatomy  with 
words  to  support  it  with  actions. 
Perspectives  are  changing  as  the 
pendulum  slowly  swings  back  to 
center,  but  we  must  act  now  to  pre- 
serve the  study  of  gross  human 
anatomy.  We  cannot  survive  with 
the  philosophical  combination  of 
Scarlett  O’Hara  and  Annie.  Scarlett 
stated,  “I’ll  think  about  it  tomor- 
row,” and  Annie  said,  “Tomorrow 
is  always  a day  away.” 


Last  year  1 had  the  honor  and 
privilege  to  review  for  JAMA  the  new 
edition  of  Gray’s  Anatomy  which 
presents  in  toto  both  organs  and 
cells.  A peaceful  coexistence  with 
the  cell  biologist  is  necessary,  but 
if  the  cell  biologist  continues  to 
dominate  gross  human  anatomy 
and  its  teacher  in  this  way  and  to 
treat  him  or  her  as  a second-class 
citizen,  then  separation  may  be  the 
only  way  out. 

Anatomy  is  not  yet  ship- 
wrecked. Anatomy  will 
weather  the  storm.  After  all,  we  of 
the  “thin  red  line”  believe  in  what 
Oliver  Wendell  Holmes  said: 

/ find  the  great  thing  in  this  world 
is  not  so  much  where  we  stand 
as  in  what  direction  we  are  mov- 
ing. To  reach  the  port  of  Heaven 
we  must  sail,  sometimes  with  the 
wind  and  sometimes  against  it, 
but  we  must  sail,  not  drift,  not  lie 
at  anchor. 

Vae  Victis?  Oh,  no.  There  will  be 
no  woe  to  the  vanquished,  because 
there  will  be  neither  victors  nor  vic- 
tims — only  the  scientist  with  one 
dream  and  one  ideal,  to  help  hu- 
mankind understand  this  magnifi- 
cent frame  that  our  good  Lord  has 
wonderfully  built. 


We  are  few  now  on 
the  roster  of  the 
AACA,  but  we 
definitely  form  a 
Wellington  “thin  red 
line’’  which  cannot  be 
broken  and  which  will 
help  the  queen  of  basi 
sciences,  gross  humar 
anatomy,  not  to  be  a 
scurrying  figure  nor  a 
disappearing  dot  on  tf; 
road  in  the  distance.  ^ 
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Abstract 

This  study  examines  the  incidence  of  the  posterior  gastric 
artery  in  a series  of  75  adult  cadavers.  We  clearly  identified 
the  posterior  gastric  artery  in  36  (48%)  cadavers  as  a 1-  to 
2-mm  vessel  arising  from  the  cranial  border  of  the  splenic 
artery  within  3 cm  of  the  celiac  trunk  and  coursing  dorsally 
to  the  posterior  parietal  peritoneum  where  it  forms  a fold 
before  supplying  the  upper  part  of  the  posterior  gastric  wall, 
identifying  this  vessel  is  difficult  during  surgery  that  com- 
promises vascular  tributaries  of  the  stomach,  and  the  ob- 
scure course  zmd  high  incidence  of  this  vessel  necessitates 
awareness  that,  in  a 75-85%  gastrectomy,  the  short  gastric 
artery  or  branches  of  the  left  gastric  artery  should  be  pre- 
served since  the  posterior  gastric  artery  will  be  sacrificed  in 
13%  of  these  cases. 


I 

I: 

t Introduction 

\K  LTHOUGH  THE 
|r\  POSTERIOR  gas- 
jric  artery  was  first 
bentified  by  Wal- 
]rier’  in  1729,  named 
>y  Haller^  in  1745, 
md  described  by 
jnany  other  Euro- 
'>ean  investigators, 
lescription  of  this 
essel  was  rela- 
ively  absent  from 
he  English  litera- 
are  until  Suzuki  et 
.1.^  in  1978andDiDioetal.'*in  1980. 
'hese  ininvestigators  were  instru- 
nental  in  the  naming  of  the  pos- 
isrior  gastric  artery  in  the  Nomina 
natomica  and  in  the  recognition 
4 its  significance  to  the  abdominal 
urgeon. 

Since  then,  Wald  and  Polk^  have 
tressed  the  importance  and  fre- 
1 uency  (88%)  of  the  posterior  gas- 
!'ic  artery  during  operations  for  re- 
ux  esophagitis.  Yu  and  Whang® 
dentified  the  artery  in  84%  of  their 
j'opulation  undergoing  subtotal 
astrectomy  for  distal  gastric  can- 
|er.  These  authors  emphasized  its 
lignificance  because  of  its  “fre- 
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quency,  obscure  or- 
igin from  the 

splenic  artery,  and 
deep  course  in  the 
retroperitoneum,” 
and  they  also 

stressed  the  impor- 
tance of  resecting 
the  lymphatics  that 
surround  this  ves- 
sel during  a resec- 
tion for  proximal 
gastric  cancer. 

The  incidence  of 
the  posterior  gastric 
artery  in  the  literature  ranges  from 
4%  to  99%  (Table  1).  These  dis- 
parate findings  are  probably  a re- 
flection of  the  different  methods  of 
detection,  the  varying  criteria  that 
each  study  used  to  classify  a vessel 
as  the  posterior  gastric  artery,  as 
well  as  the  anatomical  diversity  of 
the  vessel  being  studied.  In  the  first 
29  cadavers  of  our  own  study,  we 
found  no  posterior  gastric  artery  and 
could  have  concluded,  at  that  point, 
that  its  existence  was  a myth.  In  36 
of  the  remaining  46  cases  the  artery 
was  found.  (Perhaps  our  dissec- 
tions were  not  perfect,  but  since  the 
purpose  of  this  paper  is  to  remind 
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Fig.  I.  Some  arbitrary  landmarks  for  a 75%  resection  and  50%  resection  of  the 
stomach.  Possible  entrance  location  of  the  posterior  gastric  artery  in  10%  of  cases. 


surgeons  only  of  the  possible  pres- 
ence of  the  posterior  gastric  artery, 
we  are  not  concerned  that  the  initial 
dissections  did  not  reveal  the  ves- 
sel.) 

Some  discrepancy  also  exists 
about  the  organs  and  regions  sup- 
plied by  the  posterior  gastric  artery. 
DiDio  et  ah'*  described  the  posterior 
gastric  artery  as  supplying  the  su- 
perior portion  of  the  stomach  and 
the  posterior  wall  of  the  esophagus, 
but  not  the  spleen.  In  contrast,  Tru- 
bel  et  al.^  emphasized  the  predom- 
inance of  a “gastrosplenic  artery” 
(45.2%)  versus  a posterior  gastric 
artery  (27.7%).  These  authors  fur- 
ther divided  the  gastrosplenic  ar- 
tery into  three  categories  based  on 
whether  the  gastric  branch  was 
larger  (10.3%),  smaller  (28.6%),  or 
equal  to  (6.3%)  the  splenic  branch. 
In  another  study,  Trubel  et  al.®  found 
that  “the  PGA  supplied  a constant 
area  in  the  posterior  gastric  body 
near  the  cardia  and  posterior  fun- 
dus . . . [but  that]  ...  the  abdomi- 
nal esophagus  was  never  supplied 
by  the  PGA,”  which  is  antipodal  to 
DiDio’s  description  above.  Yu  and 
Whang,®  utilizing  methylene  blue 
injections,  found  that  both  the  pos- 
terior and  anterior  walls  of  the  gas- 
tric walls  were  supplied,  suggesting 
that  the  posterior  gastric  artery  has 
connections  with  the  whole  intra- 
mural arterial  network  of  the  stom- 


The  course  of  the 
posterior  gastric  artery 
is  an  oblique  one  from 
the  splenic  artery 
dorsally  to  the  parietal 
peritoneum  of  the 
omental  bursa,  where  it 
raises  a fold  before 
supplying  the  posterior 
upper  gastric  wall. 


ach,  a finding  that  was  much 
broader  than  suggested  by  other  au- 
thors. 

The  course  of  the  posterior  gas- 
tric artery  is  an  oblique  one  from 
the  splenic  artery  dorsally  to  the  pa- 
rietal peritoneum  of  the  omental 
bursa,  where  it  raises  a fold  before 
supplying  the  posterior  upper  gas- 
tric wall.  We  agree,  therefore,  with 
the  description  of  Suzuki  et  al.®  We 
included  only  those  vessels  that 
coursed  to  the  posterior  wall,  and 
our  findings  do  not  include  any  ves- 
sels that  had  tributaries  to  the 
spleen. 

Materials  and  Methods 

We  studied  75  formalin-pre- 
served adult  cadavers  at  the  Emory 
University  School  of  Medicine. 


Those  cadavers  that  had  undergor  ' 
abdominal  operations  that  wou 
have  altered  the  results  were  e 
eluded.  Steps  of  the  procedure  were  i 

1 . Removal  of  sternum  and  anted  I 
chest  wall. 

2.  Identification  of  celiac  axis. 

3.  Careful,  slow  dissection  of  tf 
splenic  artery. 

4.  Exploration  of  the  splen  i 
branches,  using  a small  curve  . 
hemostat. 

5.  Identification  of  all  the  branche ! 
of  the  splenic  artery. 

6.  Isolation,  study,  and  protectic 
of  any  branch  reaching  the  ui; 
per  posterior  gastric  wall.  All  tf 
branches  of  the  splenic  arte 
were  systematically  traced,  ar 
only  those  vessels  that  could  t 
designated  unequivocally  as  tf 
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TABLE  1 — Reported  Incidence  of 
Posterior  Gastric  Artery. 


YEAR 

AUTHORS 

INCIDENCE 

BREAKDOWN 

1729 

Walther  [1] 

N/A 

N/A 

1745 

Haller  [2] 

N/A 

Origin-Midportion 

1796 

Sommerring  [20] 

“Sometimes” 

N/A 

1873 

Hyrtl  [21] 

“Inconsistent” 

N/A 

1901 

Haberer  [22] 

“In  Most  Cases” 

N/A 

1904 

Rossi  and 
Cova  [19] 

65.8% 

2.5  cm  from 
celiac 

1907 

Leriche  and 
Villemin  [14] 

12.7% 

Origin— Distal 

1910 

Piquand  [15] 

99.0% 

Origin— Distal 

1912 

Rio-Branco  [11] 

50.0% 

Origin— Proximal 

1915 

Helm  [12] 

16.0% 

Origin— Proximal 

1928 

Adachi  [23] 

21.6% 

3-5  cm  from 
celiac 

1931 

Testut  and 
Letaijet  [13] 

N/A 

N/A 

1932 

Versari  [17] 

66.0% 

N/A 

1952 

Franchi  and 
Stuart  [24] 

N/A 

N/A 

1955 

Michels  [25] 

N/A 

N/A 

1957 

Weisz  and 
Bianco  [10] 

48.0% 

N/A 

1959 

Chiarugi  [18] 

66.0% 

2.5  cm  from 
celiac 

1962 

Aboltin  [26] 

77.1% 

N/A 

1963 

Tanigawa  [16] 

Adults  36.0% 
Fetuses  67.8% 

2.2-13.1  cm  from 
celiac  axis 

1963 

Coinaud  [27] 

N/A 

N/A 

1967 

Delteil  et  al.  [28] 

64.3% 

N/A 

1967 

Kupic  et  al.  [29] 

36.8% 

N/A 

1968 

Levasseur  & 
Coinaud  [9] 

50.0% 

N/A 

1972 

Laude  et  al.  [30] 

4.0% 

N/A 

1977 

Ruzicka  and 
Rankin  [31] 

N/A 

N/A 

1978 

Suzuki  et  al.  [3] 

62.3% 

18.4%  Proximal 
Third 

47.8%  Middle 
Third 
34.2%  Distal 
Third 

1980 

DiDio  et  al.  [4] 

46.0% 

N/A 

1983 

Wald  and 
Polk  [5] 

88.0% 

N/A 

1985 

Trubel  et  al.  [8] 

37.5% 

33%  had  splenic 
branch 

1986 

Vandamme  and 
Bonte  [32-33] 

36% 

N/A 

1988 

Trubel  et  al.  [7] 

72.9% 

PGA  only  27.7% 
GSA  45.2% 

1990 

Yu  et  al.  [6] 

84.0% 

13%  Proximal 
Third 

78%  Middle 
Third 
9%  Distal 
Third 

1990 

Kaneko [34] 

Fetuses— 16.0% 

N/A 

1991 

Berens 

48% 

Proximal  Third 
(3  cm) 

posterior  gastric  artery  were 
counted  as  such. 
Topographicoanatomically,  the 
posterior  gastric  artery  always 
reached  the  upper  posterior  wall  of 
the  stomach  within  the  vicinity  of 
the  proximal  gastric  unit.  With  a 
50%  gastrectomy,  the  artery  is 
saved.  With  a 75%  gastrectomy,  only 
10  cases  (13%)  were  found  distal 
to  the  arbitrary  line  (Figure  1). 
Therefore,  in  this  situation,  the  short 
gastrics  and  perhaps  branches  of 
the  left  gastric  or  the  left  gastric  it- 
self should  be  preserved. 

Results 

The  posterior  gastric  artery  was 
identified  in  36  of  the  75  cadavers 
(48%).  In  all  of  these  cases,  the 
posterior  gastric  artery  arose  within 
3 cm  of  the  celiac  axis,  coursed 
obliquely  and  dorsally  to  the  left 
and  raised  a fold  of  the  posterior 
peritoneum  before  joining  the  pos- 
terior gastric  wall  near  the  cardia 
and  the  fundus.  In  39  of  the  cases 
(52%),  we  were  unable  to  classify 
unequivocally  a vessel  as  the  pos- 
terior gastric  artery. 

Discussion 

The  incidence  of  the  posterior 
gastric  artery  has  varied  in  the  lit- 
erature, as  discussed  previously. 
The  results  of  our  study  show  the 
incidence  to  be  48%,  which  coin- 
cides most  closely  with  Didio  et  al.,"* 
Levasseur  and  Coinaud,®  Weisz  and 
Bianco,'®  and  Rio-Branco."  Since 
we  were  conservative  in  our  clas- 
sification of  a vessel  as  the  poste- 
rior gastric  artery,  our  findings  dem- 
onstrate that  this  vessel  is  present 
in  at  least  48%  of  individuals. 

Several  authors  include  a break- 
down of  the  origin  of  the  posterior 
gastric  artery,  designating  it  as 
proximal,'®'^  midportion,^  or  dis- 
tal.''^ Our  study  demonstrates  that 
the  posterior  gastric  artery  origi- 
nated from  the  proximal  splenic  ar- 
tery as  suggested  by  Helm,'^  Rio- 
Branco,"  Testut  et  al.,'^  Tanigawa,'® 
Versari,"’  Chiarugi,'®  and  Rossi  and 
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Cova.'®  Chiarugi  and  Rossi  and  Cova 
measured  the  distance  to  be  within 
2.5  cm,  very  close  to  our  measure- 
ment of  3 cm. 

Summary 

The  high  incidence  and  obscure 
course  of  the  posterior  gastric  ar- 
tery necessitate  its  recognition  dur- 
ing abdominal  surgery.  Even  though 
it  is  a small  vessel,  inadvertent  tran- 
section during  a gastrectomy,  a 
pancreaticoduodenectomy,  trans- 
abdominal surgery  for  reflux  esoph- 
agitis, or  a parietal  cell  vagotomy 
may  result  in  iatrogenic  hemor- 
rhage or  necrosis  of  the  stump. 
Furthermore,  the  lymphatics  that 
surround  this  vessel  should  be 
identified  during  resection  for  gas- 
tric cancer. 
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Examination  of  Collateral  Flow  and 
Anomalies  of  the  Left  Renal  \fein 
with  Clinical  Conelations 


Frank  V.  Aluisio,  M.D.,  Andrew  S.  Berens,  M.D.,  Gene  L.  Colborn,  Ph.D., 
William  M.  Scaljon,  M.D.,  John  E.  Skandalakis,  M.D.,  Ph.D.,  F.A.C.S. 


Abstract 

The  anatomy  of  the  left  renal  vein,  especially  knowledge  of  collateral  flow,  is  extremely  important  to 
the  modem  surgeon,  since  division  of  the  left  renal  vein  is  common  to  many  procedures.  This  study 
examines  the  left  renal  venous  drainage  system  in  20  human  cadavers  for  evidence  of  collateral  flow 
and  anomalies.  Ten  cadavers  underwent  dissection  of  the  tissues  surrounding  the  left  renal  vein,  except 
for  the  left  suprarenal  and  left  gonadal  veins,  and  10  did  not.  Water  and  methylene  blue  were  injected 
into  the  left  renal  vein  to  check  for  extravasation,  and  the  veins  were  subsequently  divided.  There  was 
no  evidence  of  additional  tributaries  off  the  left  renal  vein  as  no  extravasation  occurred,  and  opening 
of  the  left  gonadal  and  left  suprarenal  veins  did  not  reveal  any  direct  connections  to  the  inferior  vena 
cava.  Thus,  this  experiment  did  not  demonstrate  evidence  of  a systemic  collateral  flow  system  draining 
the  left  kidney  once  the  left  renal  vein  was  divided. 

Anomalies  of  the  left  renal  venous  drainage  system  occurred  in  six  of  20  (30%)  of  cadavers,  with 
one  anomaly  of  the  left  renal  vein  itself  (5%)  manifested  as  a supernumerary  left  renal  vein.  The  other 
anomalies  included  bifurcation  of  the  gonadal  vein,  bifurcation  of  the  suprarenal  vein,  the  inferior  phrenic 
vein  draining  into  the  left  renal  vein  distal  to  the  superior  mesenteric  artery,  and  the  presence  of  a 
lumbar  vein  draining  into  the  left  renal  vein  in  two  cadavers.  The  lumbar  veins  may  perhaps  represent 
' a normal  variant. 


Introduction 

rHE  LEFT  RENAL  VEIN  represents  an 
important  anatomic  structure 
1 many  operations,  especially  those 
ivolving  retroperitoneal  tumor  re- 
loval,  splenorenal  shunts,  ne- 
hrectomy,  and  abdominal  aortic 
jrgery.  The  anatomy  of  this  vein, 
j'ith  respect  to  its  tributaries  and 
Anomalies,  remains  unclear  de- 
pite  numerous  studies  attempting 
) describe  it.  The  surgeon  must 
nderstand  this  anatomy  in  order 
) avoid  untoward  complications 
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from  injuring  this  vessel. 

The  most  common  tributaries  of 
the  left  renal  vein  include  the  left 
suprarenal  (adrenal)  vein  on  the  su- 
perior surface  and  the  left  gonadal 
vein  on  the  inferior  surface.  The  in- 
ferior phrenic  vein  commonly  drains 
into  the  left  suprarenal  vein.  These 
tributaries  are  believed  to  serve  as 
collaterals  to  drain  the  left  kidney 
in  instances  where  the  left  renal  vein 
is  surgically  obliterated.  Other  trib- 
utaries described  include  a renal- 
lumbar-hemiazygous  system  and 
lumbar  veins.' 
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Dividing  the  left  renal 
vein  does  represent  a 
clinical  dilemma,  since 
collateral  flow  has  not 
been  definitely  proven. 


Monkhouse  and  Khalique'  dis- 
sected 57  cadavers  and  found  that 
42  had  connections  between  the 
posterior  surface  of  the  left  renal 
vein  and  lumbar  veins  leading  to 
the  hemiazygos  vein  or  direct  con- 
nections of  the  left  renal  vein  to  the 
hemiazygos  vein  itself.  This  present 
study  will  attempt  to  demonstrate 
the  existence  of  all  tributaries  about 
the  left  renal  vein  in  20  cadavers  to 
help  discover  more  about  collateral 
flow. 

In  addition  to  examining  tribu- 
taries, this  study  will  also  attempt 
to  uncover  anomalies  of  the  left 
renal  vein.  The  most  commonly  de- 
scribed anomalies  of  the  left  renal 
vein  are  a circumaortic  venous  ring 
and  a retroaortic  left  renal  vein.  In 
120  cadaver  dissections,  Srinivasan^ 
discovered  an  anomalous  left  renal 
vein  in  11.6%,  with  a circumaortic 
venous  ring  present  in  8.3%  of  the 
cases,  retroaortic  left  renal  vein  in 
2.5%,  and  double  inferior  vena  cava 
in  0.8%.  Baldridge  and  Canos^  re- 
ported an  incidence  of  persistent 
cirumaortic  venous  ring  ranging 
from  1.5%  to  8.7%  and  of  retroaor- 
tic left  renal  vein  in  approximately 
2%  of  clinical  and  anatomic  stud- 
ies. Other  anomalies  encountered 
in  anatomical  reviews  include  ac- 
cessory left  renal  veins.'  If  not  rec- 
ognized, these  anomalies  can  cause 
serious  complications  in  opera- 
tions involving  the  left  renal  vein. 

Besides  avoiding  complications, 
knowledge  of  anatomy  of  the  left 
renal  vein  plays  a clinically  signif- 
icant role  in  operations  requiring 
division  of  the  vein.  In  order  to  pre- 
vent renal  complications,  proof  of 
collateral  flow,  usually  performed 


by  measuring  left  renal  vein  stump 
pressure,  is  essential  before  divid- 
ing the  left  renal  vein.  Numerous 
studies  have  examined  division  of 
the  left  renal  vein  and  subsequent 
outcome  in  relation  to  kidney  func- 
tion, with  data  both  supporting  and 
opposing  this  procedure. 

Studies  performed  by  Bearing  et 
al.,'*  Calligaro  et  al.,^  and  Neal 
and  Shearburn®  on  patients  who 
underwent  division  of  the  left  renal 
vein  in  abdominal  aortic  surgery  did 
not  reveal  any  statistically  signifi- 
cant impairments  of  renal  function 
as  a result  of  this  procedure.  In  these 
studies,  the  left  renal  vein  was  di- 
vided close  to  its  attachment  with 
the  inferior  vena  cava.  These  stud- 
ies suggest  proof  of  collateral  flow 
draining  the  left  kidney  after  divi- 
sion of  the  left  renal  vein. 

Studies  performed  by  Rastad  et 
al.^  and  Huber  et  al.®  on  similar  pa- 
tients undergoing  left  renal  vein  di- 
vision in  abdominal  aortic  surgery, 
found  statistically  significant  in- 
creases in  serum  creatinine  in  these 
patients  compared  to  those  who  did 
not  undergo  left  renal  vein  division. 
These  results  were  significant  both 
immediately  postoperatively  and 
sustained,  and  for  both  elective  and 
emergency  abdominal  aortic  aneu- 
rysm repair.  While  Huber  et  al.®  did 
not  report  an  increase  in  renal  fail- 
ure in  left  renal  vein  divided  pa- 
tients compared  to  left  renal  vein 
intact  patients,  Rastad  et  al.'’  re- 
ported an  increase  in  permanent 
renal  damage  (failure,  nephrec- 
tomy, infarction)  in  their  experi- 
mental group  compared  to  con- 
trols. These  two  studies  suggest  that 
collateral  flow  may  not  be  sufficient 
after  the  left  renal  vein  is  ligated. 

Materials  and  Methods 

Though  the  purpose  of  this  paper 
is  not  to  discuss  the  surgical  anat- 
omy of  the  inferior  vena  cava,  a brief 
presentation  is  warranted  since  the 
left  renal  vein  is  part  of  the  inferior 


vena  cava  system.  The  inferior  ven 
cava,  in  its  upward  course,  receive 
blood  from  three  sources:  the  lun 
bar  veins  from  the  body  wall,  th 
veins  of  the  three  paired  glands  (ge 
nads,  kidneys,  and  adrenals),  an 
the  hepatic  and  inferior  phreni 
veins. 

Twenty  cadavers,  divided  into  tw 
groups  of  10,  were  dissected  in  thi 
study.  In  Group  One,  the  left  rem 
vein  was  isolated  by  placing  a clam 
at  the  inferior  vena  cava  above  an 
below  the  renal  veins,  and  also  o 
the  right  renal  vein,  close  to  the  ir 
ferior  vena  cava  right  lateral  wal 
After  isolation,  all  tissues  surrounc 
ing  the  left  renal  vein  were  cut  ex 
cept  for  the  left  suprarenal  (adre 
nal)  vein  and  the  left  gonadal  vein 
Water  and  methylene  blue  were  thei 
injected  into  the  left  renal  vein  unti 
the  vein  became  tense  to  palpation  i 
At  that  point,  the  veins  were  checkec 
for  extravasation.  The  left  renal  vein 
left  suprarenal,  and  left  gonada: 
veins  were  subsequently  opened  vi. 
a longitudinal  slit  and  were  exam 
ined  further  for  tributaries. 

In  Group  Two,  the  left  renal  veir 
was  isolated  in  similar  fashion  a: 
in  Group  One;  however,  no  dissec 
tion  was  performed  around  the  lef 
renal  vein,  unlike  for  Group  One 
This  group  thus  served  as  a contro 
group,  since  any  small  tributaries 
cut  in  Group  One  cadavers  woulc 
be  present  and  spared  in  Group  Twc 
cadavers.  Injection  of  water  anc 
methylene  blue,  along  with  open 
ing  of  the  left  renal,  suprarenal,  anc 
gonadal  veins,  was  performed  ir 
similar  fashion  to  Group  One. 

All  20  cadavers  were  also  closeK 
examined  for  anomalies  of  the  left 
renal  venous  drainage  system  and 
the  left  renal  vein  itself. 

Results 

The  10  cadavers  in  Group  One. 
all  of  which  had  dissection  of  all 
the  tissues  surrounding  the  left  renal 
vein  except  for  the  left  suprarenal 
and  left  gonadal,  did  not  reveal  am 
extravasation  of  water  or  methylene 
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olue  after  injection  of  these  mate- 
ials,  indicating  that  no  tributaries 
l^^ere  cut  in  dissection  of  the  tissues 
surrounding  the  left  renal  vein. 
Ppening  the  veins  also  did  not  re- 
veal any  additional  tributaries  from 
he  inferior  vena  cava  to  the  left  su- 
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prarenal  or  left  gonadal  veins. 

The  10  cadavers  in  Group  Two, 
which  did  not  undergo  dissection 
of  the  tissues  surrounding  the  left 
renal  vein,  also  did  not  reveal  any 
extravasation  of  water  or  methylene 
blue  after  injection  of  these  mate- 


rials, as  expected.  In  three  cadav- 
ers, there  was  an  additional  tribu- 
tary which  filled  with  injection  of 
these  materials.  In  two  cases,  it 
arose  off  the  posterior  surface  of  the 
left  renal  vein,  most  likely  repre- 
senting a lumbar  vein,  and  in  the 


— — 180 


381 


• 180 
© 30 

® 381 


A.  Inferior  vena  cava 

B.  Unpaired/paired  lumbar  veins  (50%  each) 

C.  Variations  of  lumbar  veins 

D.  Number  of  lumbar  veins  (591 ) 


posterior  vie\w 


12  cm 

.1 


/ft. 


nnfrarenal  vena  cava 
iliofemoral  system 


431 


I 


third  it  arose  off  the  superior  sur- 
face and  appeared  to  mark  the  in- 
ferior phrenic  vein.  Except  for  those 
just  described,  opening  the  veins 
also  did  not  reveal  any  additional 
tributaries  from  the  left  renal  vein 
or  any  tributaries  from  the  inferior 
vena  cava  to  the  left  suprarenal  or 
gonadal  veins. 


If  the  presence  of 
lumbar  veins  connected 
to  the  left  renal  vein  is 
considered  a normal 
variant,  then  the 
incidence  of  anomalies 
is  20%. 


Anomalies  of  the  left  renal  ve- 
nous drainage  system  occurred  in 
six  of  20  (30%)  cadavers  with  only 
one  anomaly  of  the  left  renal  vein 
itself  (5%).  Dissection  of  the  left 
renal  vein  in  that  cadaver  revealed 
an  accessory  left  renal  vein.  A bi- 
furcation of  the  gonadal  vein  was 
found  in  two  cadavers.  In  one  case, 
the  inferior  phrenic  vein  entered  di- 
rectly into  the  left  renal  vein  distal 
to  the  superior  mesenteric  artery. 
The  presence  of  the  lumbar  veins 
in  two  cases  representing  anoma- 
lies 5 and  6,  may  perhaps  represent 
a normal  variant,  since  they  had  an 
incidence  of  10%  and  have  been 
described  elsewhere.’ 

Discussion 

Left  renal  vein  tributaries. 

Examination  of  the  left  renal  vein 
in  20  cadavers  revealed  additional 
tributaries,  besides  the  left  supra- 
renal and  left  gonadal  veins,  in  three 
cadavers  (15%).  There  was  no  dif- 
ference in  extravasation  of  fluids 
between  Group  One  (experimental 
group  dissected  around  the  vein) 
and  Group  Two  (control  group  not 
dissected  around  the  vein);  there- 


fore, there  were  no  small  tributaries 
destroyed  during  dissection  around 
the  left  renal  vein. 

Opening  of  the  veins  in  both 
groups  did  not  reveal  additional  trib- 
utaries from  the  left  renal  vein  ex- 
cept in  three  cases  (two  lumbar, 
one  inferior  phrenic).  Perhaps  more 
importantly,  no  connections  were 
discovered  between  the  inferior 
vena  cava  and  the  left  suprarenal 
or  gonadal  veins.  These  veins  must, 
therefore,  have  alternate  collateral 
pathways  draining  the  left  kidney 
once  the  left  renal  vein  is  divided 
from  the  inferior  vena  cava,  since 
collateral  flow  has  been  clinically 
implied.  The  two  cadavers  with 
lumbar  veins  draining  the  left  renal 
vein  would  have  systemic  collateral 
flow,  since  the  first  and  second 
lumbars  also  drain  into  the  hem- 
iazygos vein. 

This  experiment,  thus,  did  not 
demonstrate  collateral  flow  beyond 
the  left  gonadal  and  left  suprarenal 
veins  into  the  inferior  vena  cava. 
Clinical  studies,  however,  have  in- 
directly proven  collateral  flow  once 
the  left  renal  vein  is  divided,  since 
patients  undergoing  this  maneuver 
did  not  experience  renal  damage  or 
failure."’-'’  Perhaps  the  left  supra- 
renal and  gonadal  veins  drain  di- 
rectly or  indirectly  into  the  hemi- 
azygos or  drain  indirectly  into  the 
inferior  vena  cava  (besides  through 
the  left  renal  vein),  since  no  direct 
connections  to  the  inferior  vena 
cava  were  found.  This  experiment 
would  not  demonstrate  these  alter- 
nate collateral  channels,  since 
clamps  were  placed  above  and  be- 
low the  left  renal  vein,  thus  block- 
ing the  flow  of  water  and  methylene 
blue. 

Rastad  et  al.’'  and  Huber  et  al.® 
indirectly  demonstrated  that  left 
renal  vein  collateral  flow  is  often 
insufficient  after  division  of  the  vein, 
which  is  clinically  consistent  with 
the  data  found  in  this  experiment. 

Dividing  the  left  renal  vein  does 
represent  a clinical  dilemma,  since 
collateral  flow  has  not  been  defin- 


itively proven.  McCombs  and  De-  i 
Laurentis^  have  a clinically  relevant 
solution,  measuring  left  renal  vein 
stump  pressure  after  clamping  the 
left  renal  vein,  with  subsequent  di- 
vision of  the  left  renal  vein  in  all  \ 
cases  with  stump  pressure  less  than  j 
60  on  H2O.  They,  along  with  Calli-  I 
garo  et  al.,^  have  had  low  compli-  ( 
cation  rates  using  this  method.  | 
AbuRahma  et  al.’°  reported  that  lig-  i 
ation  of  the  left  renal  vein  increases  » 
the  risk  of  postoperative  renal  com-  ■ 
plications,  and  its  use  should  be  1 
selective. 

Left  renal  vein  anomalies.  j 

This  study  found  anomalies  in  six  i 
of  20  (30%)  cadavers,  with  only  one  i 
anomaly  of  the  left  renal  vein  proper  1 
(5%),  manifested  as  an  accessory  1 
left  renal  vein.  If  the  presence  of 
lumbar  veins  connected  to  the  left 
renal  vein  is  considered  a norm.al 
variant,  then  the  incidence  of 
anomalies  is  20%.  Srinivasan’^  found  ; 
an  11.6%  incidence  of  anomalies  ' 
in  the  left  renal  vein  itself,  thus 
slightly  higher  than  the  incidence 
found  in  the  series  (5%).  The  most 
common  anomalies,  circumaortic 
renal  collar  and  retroaortic  left  renal 
vein,  were  not  found  in  this  study. 
The  incidence  of  accessory  left  renal 
vein  (5%)  is  higher  than  that  found 
in  previous  studies  (1%).’ 

After  dissecting  132  cadavers. 
Gray  and  Skandalakis”  discovered 
congenital  anomalies  and  multiple  ' 
variations  as  follows;  a right  inferior 
phrenic  vein  entering  the  inferior 
vena  cava;  a left  inferior  vein  en- 
tering the  inferior  vena  cava,  the  left 
adrenal  vein,  or  both;  two  cases  of 
double  inferior  vena  cava  (all  lum- 
bar veins  drained  to  the  right  ves- 
sel) , and  one  case  of  left-sided  vena 
cava;  a right  gonadal  vein  entering 
the  inferior  vena  cava  approxi- 
mately 2 cm  below  the  insertion  of 
the  right  renal  vein;  all  lumbar  veins 
entering  the  inferior  vena  cava  pos- 
teriorly, never  laterally  or  anteriorly, 
in  all  cadavers.  In  50%  of  the  latter 
situation,  the  veins  are  paired;  50% 
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are  unpaired.  In  25%  of  these  cases, 
the  paired  lumbar  veins  form  a 
common  trunk  before  entering  the 
posterior  side  of  the  inferior  vena 
cava  (Figure  1).  The  number  of 
ilumbar  veins  and  areas  of  insertion 
iare  clearly  illustrated  by  part  D of 
Ipigure  1. 

According  to  Bergman  et  al.,’^  the 
left  renal  vein  may  be  multiple  (1%), 
may  have  one  or  two  accessors 
|(9%),  may  be  retroaortic  or  circum- 
(Jaortic  (2%),  or  may  anastomose 
pith  the  splenic  vein  and  receive 
jlumbar  veins.  They  also  report  that 

I the  suprarenal  vein  may  drain  into 
the  inferior  phrenic,  and  it  may  re- 
ceive a gonadal  vein.  The  gonadal 
vein  may  be  represented  by  several 
vessels  or  may  form  a plexus,  and 

I it  may  receive  a duodenal  or  a su- 
prarenal vein.  They  report  both 
spermatic  veins  draining  into  a left 
renal  vein,  and,  in  a case  of  dou- 
bled inferior  vena  cava,  a left  ovar- 
ian vein  drained  into  the  left  inferior 
vena  cava. 

As  previously  mentioned,  these 
venous  anomalies  play  a clinically 
important  role  in  that  their  recog- 
nition may  prevent  untoward  com- 
plications. A retroaortic  left  renal 
vein  is  perhaps  the  most  danger- 
ous. Brener  et  al.‘^  reported  severe 


Besides  avoiding 
complications, 
knowledge  of  anatomy 
of  the  left  renal  vein 
plays  a clinically 
significant  role  in 
operations  requiring 
division  of  the  vein. 


hemorrhage  in  10  of  22  patients  with 
a retroaortic  left  renal  vein,  two  re- 
quired nephrectomy,  and  two  died 
directly  from  the  bleeding.  A cir- 
cumaortic  venous  ring  is  danger- 
ous because  the  retroaortic  com- 
ponent may  not  be  visualized  and, 
thus,  may  be  easily  overlooked  and 
injured.  An  accessory  left  renal  vein 
can  pose  the  same  problem. 

Although  this  study  demon- 
strated a low  incidence  (5%) 
of  left  renal  vein  anomalies,  one 
must  be  aware  that  they  do  exist, 
and  even  with  an  incidence  of  5%, 
they  may  commonly  be  seen  in  busy 
surgical  centers.  Knowledge  of 
these  anomalies  may  help  prevent 
surgical  complications. 
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Abstract 

Primary  neoplasms  of  the  heart  are  rare  and  difficult  to 
diagnose  prior  to  surgery,  even  with  modern  imaging  tech- 
niques. Often,  the  tumors  are  diagnosed  only  at  autopsy. 
Angiosarcoma  is  the  most  common  malignant  neoplasm. 
This  disease  is  most  commonly  found  in  middle-aged  men, 
and  the  tumor  is  most  often  located  in  the  right  atrium.  It 
commonly  causes  blood  flow  abnormalities,  extensively  in- 
filtrates cardiac  structures,  and  may  extend  through  the  heart 
wall  to  involve  adjacent  structures.  Metastatic  spread  at  the 
time  of  diagnosis  is  common,  and  surgical  mortality  is  high. 

We  present  a case  of  primary  angiosarcoma  involving  the 
right  ventricle  of  the  heart.  This  tumor  developed  6 months 
after  the  patient  had  undergone  coronary  artery  bypass  sur- 
gery. The  patient  was  intially  thought  to  have  a massive 
thrombus  within  the  right  ventricle  but  at  surgery  was  found 
to  have  a malignant  neoplasm  invading  the  myocardium. 
Subsequently,  he  was  found  to  have  pulmonary  metastases. 
A debulking  procedure  was  performed,  and  the  patient  was 
steurted  on  chemotherapy.  Rather  prompt  improvement  oc- 
curred after  the  debulking  procedure,  but  subsequent  studies 
have  indicated  progression  of  the  pulmonary  metastases  de- 
spite ongoing  chemotherapy. 


Case  Report 

A44-YEAR-OLD 
white  man  ex- 
perienced a bout  of 
severe  angina  in 
May,  1990,  that  re- 
iquired  hospitaliza- 
tion. His  risk  factors 
for  coronary  artery 
disease  included 
hypertension  and  a 
positive  family  his- 
tory for  heart  dis- 
ease, as  his  mother 
I died  of  coronary  ar- 
I tery  disease.  On  ad- 
mission, neither 
EKG  abnormalities 
nor  a CK  elevation 
was  identified.  The 
patient  had  experi- 
llenced  a similar  ep- 
isode approximately  1 month  prior 
to  admission. 

The  patient  was  subsequently  ad- 
mitted to  Piedmont  Hospital  in  At- 
i lanta  for  emergency  coronary  artery 
catheterization.  He  was  hyperten- 
isive,  with  a blood  pressure  of  164/ 
j 1 1 0,  and  complained  of  chest  pain. 
'Serial  electrocardiograms  were 
normal.  CPK  isoenzymes  were  nor- 
mal. 

The  catheterization  procedure 
revealed  a totally  obstructed  mid 
‘ right  coronary  artery  with  a 75%  oc- 

i 
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elusion  of  the  diagonal  branch  of 
the  left  anterior  descending  artery. 
Following  the  catheterization,  acute 
inferior  segment  elevation  was 
noted  on  the  EKG.  Angioplasty  was 
unsuccessfully  attempted,  and  cor- 
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Hospital,  1968  Peachtree  Rd.,  Atlanta,  GA  30309. 


onary  bypass  sur- 
gery was  subse- 
quently performed. 
A hemorrhagic  in- 
farction of  the  left 
ventricle  was  noted 
during  surgery.  The 
patient  underwent 
two  bypass  grafts 
with  one  placed  into 
the  left  diagonal 
vessel  and  one  into 
the  right  coronary 
artery.  Postopera- 
tively,  he  did  well. 
He  was  discharged 
on  the  7th  postop- 
erative day. 


In  the  5 months 
between  bypass 
surgery  and  readmission  to  Pied- 
mont in  January,  1991,  the  patient 
made  slow  but  steady  progress  with 
improvement  in  his  exercise  toler- 
ance. Approximately  1 month  prior 
to  admission,  he  noticed  feelings 
of  bloating  after  eating,  and  shortly 
before  admission  he  complained  of 
pain  in  the  anterior  chest  with  ra- 
diation of  the  pain  to  his  back  and 
left  shoulder.  He  again  underwent 
left  heart  catheterization.  His  by- 
pass grafts  were  patent.  An  echo- 
cardiogram revealed  a large  intra- 
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Figure  I.  Two-dimensional  echocardiogram  showing  right  and  left  ventricles, 
interventricular  septum,  and  mass  within  the  right  ventricular  cavity. 


cardiac  mass  which  almost 
obliterated  the  right  ventricular  cav- 
ity (Figure  1).  Because  of  compro- 
mised hemodynamic  function,  it 
was  decided  the  mass  should  be 
removed. 

During  surgical  exploration,  the 
right  ventricular  cavity  was  discov- 
ered to  be  filled  with  a gray  friable 
neoplastic  mass.  A frozen  section 
of  the  mass  revealed  sarcoma.  The 
tumor  mass  was  partially  removed 
including  that  from  around  the  tri- 
cuspid valve  and  the  pulmonary 
outflow  tract.  The  patient  tolerated 
this  procedure  reasonably  well  and 
made  an  uneventful  recovery  ex- 
cept for  an  episode  of  severe  swell- 
ing and  pain  in  the  right  leg  be- 
lieved to  be  secondary  to  deep  vein 
thrombosis.  Postoperative  thoracic 
CT  scan  revealed  multiple  nodules 
in  the  lung.  He  was  discharged  14 
days  postoperatively. 

The  patient  was  initially  treated 
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with  doxorubicin  and  dacarbazine, 
but  restaging  workup  revealed  pro- 
gressive metastatic  disease  in  the 
lung,  and  echocardiogram  showed 
partial  regrowth  of  the  neoplasm 
within  the  heart.  He  was  subse- 
quently admitted  in  April  and  May 
of  1991  for  ifosfamide  therapy.  In 
May,  the  patient  was  found  to  have 
a large  left  pleural  effusion  which 
was  tapped  for  symptomatic  relief. 
A malignant  neoplasm  was  not 
identified  in  the  effusion. 

At  the  present  time,  the  neo- 
plasm continues  to  increase  in  size 
and  in  the  number  of  pulmonary 
metastases. 

Discussion 

Neoplasms  involving  the  heart  are 
fortunately  very  uncommon,  and 
primary  neoplasms  of  the  heart  are 
particularly  rare.  Recent  reviews  of 
this  neoplastic  problem  have  been 
published.'' 2 According  to  Mc- 


Allister,'^  primary  tumors  of  the  hec 
are  intracavitary,  are  benign  a;  I 
proximately  75%  of  the  time,  ar  | 
occur  with  a frequency  of  0.00  I 
0.28%.  The  most  common  ne(  | 
plastic  problems  are  those  involi 
ing  the  pericardium  and  epica 
dium  secondary  to  lung  or  brea 
carcinoma.  These  patients  expei' 
ence  pericardial  effusions  and,  c'  | 
occasion,  cardiac  tamponade  o| 
secondary  pericarditis.  High  grac'j 
neoplasms  also  occasionally  m' 
tastasize  directly  to  myocardiun 
particularly  in  immunosupresse' 
people.  If  medical  history  is  knowi' 
these  patients  usually  do  not  pre| 
ent  diagnostic  problems.  I 

Primary  neoplasms  of  the  hea 
are  rare  and  frequently  produc 
problems  in  diagnosis.  The  heart 
a very  complex  anatomical  an 
physiological  organ  that  contains 
variety  of  tissue  types.  Consf 
quently,  a large  variety  of  primai 
tumors,  both  benign  and  mali: 
nant,  may  occur. 

In  descending  order  of  frequenc 
the  following  benign  nec: 
plasms  may  occur:  myxoma,  1 
poma,  fibroelastoma,  rhabdom; 
oma,  fibroma,  hemangioma,  te 
atoma,  mesothelioma,  granular  cej 
tumor,  neurofibroma,  and  lynj 
phangioma.  The  best  known  is  th| 
myxoma  which  accounts  for  moil 
than  half  of  all  the  benign  prima? 
neoplasms  of  the  heart  and  for  aji 
proximately  one-fourth  of  all  ti 
mors  of  any  type.  The  fibroma  an 
fibroelastoma  are  primarily  ped 
atric  cardiology  problems,  wherec 
the  remainder  are  largely  seen  i 
adults.  Recently,  Rees  et  al.^  di 
cussed  intracardiac  masses  in  ii 
fants  and  children  presenting  s: 
cases  diagnosed  by  two-dimei 
sional  echocardiography. 

Most  of  these  benign  neoplasm 
have  their  malignant  neoplasti 
counterparts,  though  the  order  ( 
frequency  is  somewhat  different.  1 
descending  order  of  frequency 
possible  malignant  neoplasms  ar^ 
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jmgiosarcoma,  rhabdomyosarco- 
Ina,  mesothelioma,  fibrosarcoma, 
(nalignant  lymphoma,  extraskeletal 
i)Steosarcoma,  neurogenic  sar- 
coma, teratoma,  leiomyosarcoma, 
Iposarcoma,  and  synovial  sar- 
I oma.  Many  of  these  neoplasms  are 
lo  rare  that  they  are  represented 
>nly  by  individual  case  reports. 


This  case  of  angiosarcoma  of  the 
heart  largely  reflects  a pattern 
[well  documented  in  medical  liter- 
ature; however,  it  is  unusual  in  that 
previous  recent  surgery  preceded 
the  development  of  the  malignant 
tumor  by  only  a few  months.  While 
angiosarcoma  is  the  most  common 
of  the  malignant  primary  tumors  of 
|the  heart,  fewer  than  150  cases  have 
loeen  documented  in  the  world  lit- 
erature.^ 

Patients  with  angiosarcomas  of 
the  heart  usually  present  with  clin- 
ical findings  of  congestive  heart 
jfailure.  In  addition,  they  may  com- 
plain of  pleuritic  chest  pain,  dysp- 
|nea,  and  fever.  Other  findings  in- 
iclude  pericardial  effusions,  systolic 
murmurs,  anginal  type  chest  pain, 
Iweight  loss,  malaise,  cardiac  ar- 
rhythmias, unexplained  pulmonary 
mboli,  and  sudden  unexpected 
death.  These  patients  have  a mean 
age  of  40-45  years  with  a range  of 
10-76  years.  Males  outnumber  fe- 
males by  a ratio  of  3:1.  The  right 
ifside  of  the  heart  is  predominately 
involved,  with  the  right  atrium  being 
:he  predominant  chamber  involved 
in  approximately  three-fourths  of  the 
cases. 


! The  next  most  commonly  in- 
l/olved  chamber  is  the  right  ventri- 
litle,  involved  in  5-6%  of  cases.  Two- 
||;hirds  or  more  of  the  cases  have 
I Ijmetastatic  disease  at  the  time  of  di- 
ciagnosis,  with  the  lung  being  the 
* most  common  site  of  the  metas- 
liasis.  Other  sites  included  liver, 

(lymph  node,  bone,  central  nervous 
system,  and  spleen.  This  pattern 
argely  reflects  a hematogenous 
pattern  of  spread. 

Because  of  the  rarity  of  this  neo- 
l! 
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plasm,  diagnosis  prior  to  surgery 
was  almost  never  made  in  the  era 
antedating  imaging  studies.'’ ^ In 
one  study,'  a number  of  patients 
were  diagnosed  antemortem,  and 
operative  intervention  resulted  in 
one  patient  surviving  36  months. 

The  patient  was 
initially  treated  with 
doxorubicin  and 
dacarbazine,  but 
restaging  workup 
revealed  progressive 
metastatic  disease  in 
the  lung,  and 
echocardiogram 
showed  partial 
regrowth  of  the 
neoplasm  within  the 
heart. 


Despite  improvement  in  antemor- 
tem diagnosis  and  increasing  po- 
tential for  surgical  intervention, 
prognosis  for  this  lesion  is  dismal 
with  early  death  from  complica- 
tions of  the  primary  tumor  or  me- 
tastases. 

The  hemodynamic  status  of  the 
current  patient  was  improved  by  de- 
bulking  the  tumor  and  improving 
blood  flow.  A portion  of  this  tumor 
was  free-floating.  This  feature  was 
appreciated  on  the  echocardi- 
ogram with  definite  movement  of 
the  tumor  mass  with  some  tend- 
ency to  reflux  through  the  tricuspid 
valve.  Occasionally,  tumors  largely 
free  within  the  ventricular  or  atrial 
cavity  or  attached  to  the  wall  by  a 
fine  pedicle  have  been  reported.  In 
these  patients,  surgical  intervention 
should  prove  to  be  beneficial.  Most 
of  the  tumors,  however,  have  a dev- 
astatingly  infiltrative  growth  pat- 
tern, and  an  occasional  case  has 
produced  cardiac  wall  rupture  with 
hemopericardium  and  cardiac  tam- 
ponade.®'^ Many  of  the  angiosar- 


Figure  2.  CT  scan  of  chest  showing  bilateral  metastatic  tumor  nod- 
ules. 
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comas  are  initially  thought  to  be 
atrial  myxomas  with  the  true  nature 
of  the  neoplasms  only  being  estab- 
lished at  the  time  of  surgery.® 

Examined  grossly,  these  tumors 
are  gray  and  friable  with  a def- 
inite infiltrative  growth  pattern  into 
the  myocardial  musculature.  They 
are  virtually  impossible  to  remove 
totally,  and  surgery  is  largely  a de- 
bulking  procedure. 

Microscopically,  the  tumor  is 
comprised  of  interlacing  bundles  of 
malignant  spindle  cells.  The  appli- 
cation of  immunochemical  tech- 
niques permits  a more  precise  clas- 
sification of  these  neoplasms.  In  our 
case,  both  vimentin  and  factor  Vlll 
were  weakly  positive;  expected  re- 
actions with  this  neoplasms.  The 
leukocyte  common  antigen,  cyto- 
keratin,  and  desmin  reaction  were 
all  negative. 

Why  is  the  heart  so  rarely  a pri- 
mary or  a metastatic  site?  (A  similar 


Is  it  not  amazing  that 
an  organ  that  circulates 
so  much  blood  does 
not  acquire  cancerous 
cells  more  often? 


situation  exists  with  the  spleen®  and 
striated  and  unstriated  muscle 
masses.)  When  the  body  is  at  rest, 
the  heart  pumps  4-6  liters  of  blood 
each  minute,  and,  during  strenous 
exercise,  it  may  pump  four  to  seven 
times  as  much.'®  Knowing  this,  is 
it  not  amazing  that  an  organ  that 
circulates  so  much  blood  does  not 
acquire  cancerous  cells  more  often? 
Why  are  malignancies  of  the  he- 
patic parenchyma  and  lung  com- 
mon and  those  of  the  heart  so  rare? 
Answers  to  these  questions  only  lie 
in  future  research. 
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The  history  of  the  small  bowel 
focuses  on  treating  two  path- 
ologic processes:  intestinal  injury 
iis  a result  of  penetrating  abdomi- 
lal  trauma  and  intestinal  obstruc- 
ion.  Both  the  former,  commonly 
encountered  on  the  battlefield,  and 
he  latter,  possibly  caused  by  con- 
genital anomalies,  concretions,  for- 
jeign  bodies,  intussusception,  or 
lernia,  carried  a grave  prognosis, 
despite  even  the  most  heroic  cu- 
ative  attempts. 

The  Bowel  B.C.  and  A.D. 

Sushruta  (6th  century  BC)  of  In- 
lia  provides  the  oldest  known  de- 
scription of  bowel  surgery.  For  in- 
estinal  evisceration  as  a result  of 
)enetrating  abdominal  trauma,  he 
ecommended  that  the  bowel  “was 
0 be  examined  carefully,  washed 
ivith  milk,  lubricated  with  clarified 
)utter,  and  gently  replaced  in  its 
latural  position.”'  If  the  bowel  was 
)erforated,  whether  as  a result  of 
rauma  or  enterotomy  for  the  relief 
)f  obstruction,  Sushruta  advocated 
ipproximating  the  edges  of  the 
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In  the  16th  century, 
nature^s  extraordinary 
ability  to  repair  itself 
served  as  inspiration 
for  a particularly 
important  discovery  in 
terms  of  surgical 
technique. 


bowel  and  applying  black  ants  in 
such  a way  that  their  mandibles 
clamped  the  edges  of  the  wound 
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together.  The  bodies  of  the  ants 
were  then  snipped  off,  leaving  only 
the  heads  in  place  to  function  like 
staples. 2 

Hippocrates'^  (460-370  BC)  be- 
lieved that  intestinal  wounds  were 
uniformly  fatal,  and  he  preferred 
observation  and  nonsurgical  inter- 
vention for  the  treatment  of  abdom- 
inal diseases.  He  also  described  the 
Hippocratic  sound  — audible 
splashing  noise  with  a bouncing 
palpation  over  the  distended  ab- 
dominal area  secondary  to  intes- 
tinal obstruction."* 

Although  this  nonsurgical  view- 
point was  prevalent  among  the  an- 
cient Greeks,  there  were  some  who 
believed  that  a more  aggressive  ap- 
proach to  intestinal  disease  was 
warranted.  Praxagoras  (350  BC), 
one  of  Hippocrates’  students,  sug- 
gested the  following  algorithm  for 
the  relief  of  obstruction  secondary 
to  hernia.  First,  attempt  a closed 
reduction  of  the  hernia,  and,  if  un- 
successful, then  perform  either  an 
open  reduction  of  the  hernial  sac 
or  amputation  of  the  hernial  sac  and 
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its  contents.  The  latter  procedure 
often  resulted  in  an  intestinal  stoma. 
Adjuvant  therapies  included  mas- 
sage, purgatives,  enemas,  emetics, 
and  rectal  insufflation  with  air.  As 
a last  resort,  Praxagoras  recom- 
mended an  open  laparotomy,  re- 
moval of  the  obstructing  mechan- 
ism, and  subsequent  restoration  of 
bowel  continuity  by  suture.  How- 
ever, whether  Praxagoras  actually 
performed  such  operations  or 
merely  believed  them  to  be  possi- 
ble is  unknown.^ 

Aretaios  the  Cappadocian^  (50?- 
? AD)  described  in  detail  the 
ileus  secondary  to  incarcerated 
hernia,  but  he  thought  surgery  was 
not  necessary. 

Galen  (131-201  AD),  one  of  the 
fathers  of  pathology  and  medicine, 
was  interested  in  the  high  mortality 
rate  associated  with  jejunal  inju- 
ries. He  postulated  that  vessels  of 
the  small  intestines  are  “more  lia- 
ble to  injury  where  they  branch,  and 
so,  if  some  accident  due  to  violent 
motion  should  befall  any  of  these 
vessels,  it  would  be  their  points  of 
division  that  would  be  most  likely 
to  suffer.”®  As  physician  to  Roman 
gladiators,  he  had  extensive  expe- 
rience suturing  the  abdominal  wall 
and  intestines.  He  believed  “.  . . the 
reason  for  the  length  of  the  small 
intestine  was  to  let  its  owner  off 
having  to  eat  all  the  time  . . Abra- 
ham of  Santa  Clara  (1644-1709  AD) , 

The  intent  of  this  paper 
is  not  to  present  the 
complete  picture  of 
surgery  of  the  small 
bowel,  but  rather  to 
stimulate  other  authors 
to  explore  new  avenues 
and  horizons  in  the 
journey  of  medicine 
through  the  centuries. 


a Viennese  monk,  inspired  care  for 
the  sick  with  this  anagram:  “The 
most  famous  doctor  was  named 
Galenus.  If  one  juggles  the  letters, 
one  gets  Angelus,  meaning  an  an- 
gel — and  that  is  what  every  doctor 
ought  to  be.”® 

A.  Cornelius  Celsus  (1st  century 
AD),  the  celebrated  Roman  medi- 
cal encyclopedist,  stated  that  ex- 
ploratory laparotomies  should  never 
be  performed.  However,  he  did  be- 
lieve that  it  was  appropriate  to  treat 
the  external  manifestations  of  in- 
traabdominal pathology,  usually  by 
reduction  followed  by  closure.® 

The  Middle  Ages  and 

Renaissance:  From  Stasis  to 
Discovery 

Not  until  the  12th  century  was 
further  mention  of  intestinal  sur- 
gery made.  In  general,  the  Middle 
Ages  had  been  a time  of  stasis  for 
medicine.  In  this  period,  interven- 
tion during  the  throes  of  disease 
was  to  be  expected  from  God,  not 
humans.  Roger  of  Palermo,  an  im- 
portant progenitor  of  the  Salerno 
School,  stated  that  “if  a part  of  the 
tender  intestine  is  wounded,  it  is 
better  to  leave  the  treatment  to  God 
than  to  man,  since  Death  will  follow 
it  very  soon.”®  However,  Roger  of 
Palermo  did  not  in  all  instances 
simply  remain  idle.  In  cases  of  in- 
testinal evisceration,  he  suggested 
that,  once  sufficient  time  had 
elapsed  for  the  bowel  to  get  cold, 
the  abdomen  of  an  animal  (dog, 
cat,  or  goat)  should  be  opened  and 
placed  upon  the  extruded  bowel 
until  it  became  warm  and  soft.  Then 
the  bowel  should  first  be  cleaned 
with  a sponge  that  had  been  soaked 
in  hot  water  and  then  replaced 
within  the  abdominal  cavity.  The 
wound  should  be  left  open  until  the 
bowel  showed  signs  of  surviving, 
and  during  this  time  a drainage  tube 
should  be  inserted  and  dressings 
should  be  changed  every  day.  In  the 
event  of  intestinal  laceration,  a tube 
(usually  the  trachea  of  an  animal 
or  large  bird)  would  be  placed 


within  the  bowel  lumen  and  tl 
bowel  wall  sewn  over  it.® 

In  the  16th  century,  nature’s  e 
traordinary  ability  to  repair  itsu 
served  as  inspiration  for  a partic 
larly  important  discovery  in  tern 
of  surgical  technique.  Such  phyq 
cians  as  Paracelsus’®  (1491-154 
and  Fabricius  Hildanus®  (1560-162- 
noted  that  individuals  with  tran 
verse  wounds  of  the  intestine  o 
casionally  survived  and  recoverc: 
spontaneously  without  surgical  i 
tervention.  They  discovered  that  tf 
proximal  end  of  the  injured  bow 
became  attached  to  the  abdomin 
wall  at  the  site  of  the  penetratir 
injury  by  adhesions  and  with  spo; 
taneous  creation  of  an  external  i: 
testinal  fistula.  Based  on  this  olj 
servation,  they  recommended  th. 
the  surgeon  aid  nature  by  suturir 
the  proximal  end  of  the  bowel  )| 
the  abdominal  wall.  Jean  Riolaj 
(1577-1657)  described  arterial  aij 
astomoses  at  the  intestinal  me 
entery.  Later  on,  Lorenz  Heist(| 
(1683-1758),  in  discussion  of  tf 
above  procedure,  stated  that, 

For  by  this  Means  the  Patient  me 
not  only  be  saved  from  instai) 
Death,  but  there  have  been  7/1 
stances  where  the  wounded  7/i 
testine  has  been  so  far  healei^ 
that  the  Faeces  which  used  to  b' 
voided  per  Anum,  have  bee^ 
voided  in  a Tin  or  Silver  Pipe,  c| 
keeping  Cloths  constantly  upo\ 
the  Part  to  receive  the  Excremen) 
may  seem  to  be  very  troubhS 
some:  But  it  is  surely  far  bette 
to  part  with  one  of  the  Convef 
iences  of  Life,  than  to  part  wit' 
Life  itself P 

Responding  to  the  high  mortalilj 
still  associated  with  the  operatic 
creation  of  an  external  intestinal  fi;' 
tula,  Heister  stated,  “For  it  is  bettei 
to  tty  this  Method,  though  but  fe^ 
should  be  saved  by  it,  than  to  suffti 
all  to  perish,  as  Celsus  observes: 
is  wiser  to  attempt  a doubtful  Rerr 
edy,  than  to  absolutely  to  de 
spair.”” 
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n 1622,  Gasparo  Aselli  (1581- 
, 1626)  described  the  lacteal  ves- 
;ls.  He  believed  that  they  drained 
to  the  liver. However,  his  belief 
oved  incorrect  in  1651  when  Jean 
^cquet'^  (1622-1674)  discovered 
e thoracic  duct  and  cisterna  chyli 
nd  when  Olof  Rudbeck'"*  (1630- 
r02)  demonstrated  that  the  intes- 
lal  lymphatics  ultimately  emptied 
to  the  thoracic  duct.  Several  cases 
gallstone  perforation  into  the  in- 
stines  were  described  by  Thomas 
artholinus'5  (1616-1680)  in  1654. 
1670,  Theodorus  Kerckring’® 
640-1693)  described  the  intes- 
|ial  valvulae  conniventes.  And  fi- 
illy,  in  1677,  Johann  Conrad  Peyer, 
653-1712)  of  Switzerland,  dis- 
issed  the  existence  of  the  lym- 
jioid  follicles  in  the  small  intes- 
le.  Although  he  believed  that  these 
ands  secreted  enzymes,  it  would 
flter  be  shown  that  these  were  in- 
eed  the  conglobate  lymphatic 
ructures  that  were  associated  with 
phoid  fever. 

18th  Century:  Slow  Progress 

In  1730,  Ramdohr'®  proposed  an 
ternative  surgical  technique  for 
sating  transverse  wounds  of  the 
testines.  He  treated  a soldier  suc- 
!ssfully  by  invaginating  one  end 
the  intestine  into  the  other.  Ac- 
trding  to  Cope,'®  Albrecht  von 
alter  (1708-1777)  described  a case 
intussusception  that  was  treated 
' Velse  in  1751.  The  patient  was 
50-year-old  woman  who  was  left 
ichausted  by  her  symptoms.  A long 
[cision  was  made  in  her  abdomi- 
)1  wall  and  the  intussuscepted 
ction  of  the  bowel  was  found, 
peed  in  tepid  milk,  allowed  to  re- 
|rn  to  its  normal  condition,  and 
as  then  returned  to  its  place  within 
e abdominal  cavity.  The  patient 
covered  perfect  health. 

Duverger  of  France'^  reported  his 
ccessful  operation  on  a man  with 
strangulated  inguinal  hernia  in 
57.  He  resected  the  gangrenous 
)rtion  of  the  bowel,  inserted  the 
ichea  of  a dog  within  the  lumen. 
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and  sutured  the  intestine  together 
over  the  trachea.  The  patient  later 
passed  the  trachea  in  his  stool  and 
went  on  to  recover.  According  to 
Duverger,  this  procedure  had  ac- 
tually been  performed  by  Fabricius 
d’Aquapendente  in  the  12th  cen- 
tury. Johann  Freidrich  MeckeP® 
(1781-1833)  described  the  well- 
known  diverticulum  of  the  ileum  or 
Meckel’s  diverticulum.  Although  the 
above  cases  may  suggest  that  sur- 
gical outcomes  improved  during  the 
18th  century,  success  was  still  in- 
frequent, and  most  cases  resulted 
in  death. 

19th  Century:  Changing  Times 

The  19th  century  was  a period 
of  tremendous  change  for  med- 
icine and,  in  particular,  for  surgery. 
Specifically,  keen  interest  devel- 
oped in  the  most  efficacious  man- 
ner to  suture  the  bowel  wall  to- 
gether. In  1812,  Benjamin  Travers^' 
(1783-1858)  experimented  with  dif- 
ferent suturing  techniques  and 
found  that  those  which  passed 
through  all  layers  of  the  bowel  wall 
healed  well.  In  1826,  Antione 
LemberF  (1820-1851)  introduced  a 
suture  that  passed  through  all  lay- 
ers of  the  bowel  wall  except  the 
inner  mucous  membrane.  He 
stressed  the  importance  of  accurate 
approximation  and  union  of  the 
serous  surfaces. In  1881,  Theo- 
dore BillrotF®  (1829-1894)  created 
detours  treating  acute  or  chronic  in- 
testinal obstruction  by  anastomos- 
ing parts  of  the  small  bowel.  On 
January  15,  1885,  Billroth  per- 
formed his  Billroth  11  procedure,  and 
in  1897,  Schlatter®  performed  a total 
gastrectomy  for  cancer  of  the  stom- 
ach and  reconstructed  the  conti- 
nuity of  the  gastrointestinal  tract  by 
anastomosing  the  lower  esophagus 
to  the  upper  small  intestine.  The 
patient  survived  for  1 year.  Halsted^" 
(1887),  SenF  (1888),  Cushing^® 
(1889),  ConnelR®  (1892),  Abbe^® 
(1892),  and  others  also  made  val- 
uable contributions  in  bowel  an- 
astomosis and  suturing. 


The  ability  to  prevent 
sepsis  has  probably 
been  the  most 
important  reason  for  an 
improvement  in  the 
mortality  rate 
associated  with 
intestinal  obstruction 
over  the  past  50  years. 

Gut  motility  then  became  an  ac- 
tive research  subject.  In  1857, 
Pfluger^®  noted  that  splanchnic 
nerve  stimulation  inhibited  small 
intestinal  movements.  This  sug- 
gested that  the  small  intestine  was 
under  some  sort  of  autonomic  reg- 
ulation. Carl  Ludwig^^  (1861)  ob- 
served the  swaying  motions  made 
by  the  bowel  between  periods  of 
peristalsis  and  called  these  mo- 
tions “Pendelbewegungan.”  Auer- 
bach and  Meissner®®  described  the 
intrinsic  nerve  plexuses  of  the  small 
intestine  in  1862.  Franklin  P.  Mall®' 
demonstrated  in  1896  that  peristal- 
sis occurred  in  one  direction  only 
(aborally),  and  that  this  could  be 
attributed  to  an  intrinsic  structure 
within  the  bowel  wall.  His  experi- 
ment consisted  of  reversing  a short 
section  of  small  bowel,  thereby 
causing  a focus  of  obstruction.  And 
finally,  in  1899,  Bayliss  and  Starling®® 
stated  that  peristalsis  was  a reflex 
through  the  intrinsic  plexus. 

From  the  patient’s  viewpoint, 
probably  the  greatest  advance- 
ment in  bowel  surgery  was  the  in- 
troduction of  general  anesthesia. 
Crawford  W.  Long  (1842)  and  Wil- 
liam T.  G.  Morton  (1846)  demon- 
strated the  efficacy  of  ether  gas  as 
an  anesthetic  agent,  while  Sir  James 
Young  Simpson  (1847)  described 
the  important  anesthetic  properties 
of  chloroform.®  These  discoveries 
permitted  not  only  a pain-free  ex- 
perience for  the  patient  but  also  al- 
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lowed  the  surgeon  the  much  needed 
time  for  proper  exploration  of  ab- 
dominal pathology. 

With  longer  exploration  time, 
however,  came  an  increase  in  mor- 
tality from  sepsis.  The  concepts  of 
antisepsis  and  asepsis  began  with 
Adolph  Semmelweis  of  Vienna  dur- 
ing the  mid-19th  century  when  he 
determined  that  the  high  rate  of  in- 
fection among  postpartum  mothers 
at  the  Algemeine  Krankenhaus  was 
secondary  to  the  housestaff  not 
properly  scrubbing  before  deliv- 
ery.^ Unfortunately,  Semmelweis’ 
discovery  did  not  alter  the  practices 
of  many  surgeons  at  that  time.  Even 
Sir  Joseph  Lister  (1827-1912),  who 
described  in  1 867  the  proper  means 
by  which  the  surgical  instruments 
and  operating  arena  should  be 
cleaned,  met  tremendous  resist- 
ance from  the  surgical  establish- 
ment.^^  Not  until  the  period  be- 
tween 1870  and  1890,  when  Louis 
Pasteur  and  Robert  Koch  demon- 
strated the  bacteriological  princi- 
ples associated  with  wound  infec- 
tions, did  surgeons  begin  to  alter 
their  ways.  Von  Bergmann,  Billroth, 
and  von  Mikulicz  were  among  the 
first  to  adopt  the  aseptic  method, 
and,  as  a result,  they  achieved  un- 
precedented success  rates.®'* 

As  the  19th  century  came  to  an 
end,  there  was  still  considerable 
debate  concerning  whether  battle- 
field abdominal  injuries  should  be 
operated  on.  Because  of  the  100% 
mortality  rate  associated  with  un- 
treated gun  shot  wounds  to  the  ab- 
domen during  the  Franco-Prussian 
War,  James  Marion  Sims  advocated 
surgical  intervention.  Unfortu- 
nately, such  intervention  did  not 
improve  the  mortality  rate  signifi- 
cantly. In  other  military  campaigns, 
such  as  the  Boer  War,  surgical  out- 
comes were  so  poor  that  many  sig- 
nificant individuals  believed  that  the 
patient  with  an  abdominal  wound 
should  be  allowed  to  die  in  peace. 
In  civilian  life,  abdominal  emergen- 
cies met  with  more  favorable  re- 
sults. In  fact,  exploratory  opera- 


tions proved  more  efficacious  than 
surgical  abstention  for  the  first  time 
in  the  history  of  medicine.  It  was 
not  until  the  Russo-Japanese  War 
(1904-1905)  that  the  discrepancy 
between  civilian  and  military  out- 
comes was  clearly  demonstrated. 
Princess  Gedroitz  of  Russia  showed 
that  time  was  the  key  variable.  She 
equipped  a railcar  as  an  operating 
room  and  had  it  transported  to  the 
front  lines  where  she  received  the 
wounded  with  little  delay.  Her  re- 
sults were  phenomenal.  By  the  out- 
break of  World  War  I,  there  were 


Not  until  Louis  Pasteur 
and  Robert  Koch 
demonstrated  the 
bacteriological 
principles  associated 
with  wound  infections 
did  surgeons  begin  to 
alter  their  ways. 


very  few  abstentionists  remaining.®® 
Prompt  exploration  and  utilization 
of  aseptic  technique  became  the  or- 
der of  the  day. 

20th  Century:  Asepsis  and 
Antibiotics 

Medicine  has  made  tremendous 
technical  strides  during  the  20th 
century.  The  treatment  of  some  in- 
testinal diseases  and  injuries  has 
become  very  satisfactory,  in  terms 
of  both  risks  and  results.  Emphasis 
has  been  placed  on  discovering  the 
underlying  pathophysiology  of  dis- 
ease and  from  this  perspective  de- 
termining the  most  effective  treat- 
ment. This  point  has  been  well 
illustrated  in  the  study  of  intestinal 
obstruction.  In  1912,  Hartwell  and 
Hoguet®®  produced  bowel  obstruc- 
tion in  dogs  and  noted  that  large 
amounts  of  saline  injected  subcu- 
taneously prolonged  the  dogs’  lives. 
In  the  1920s,  Ryle  pioneered  meth- 


ods for  passing  tubes  into  the  ston 
ach  for  decompression.  In  19331 
Wangensteen  advocated  intestine 
decompression  in  cases  of  inte^ 
final  obstruction.  He  also  sue 
gested  the  liberal  use  of  saline  sc 
lution  infusion  in  the  event  of  a hig 
obstruction,  which  offset  the  fluij 
and  electrolytes  lost  due  to  vomiii 
ing,  but  he  also  recognized  that  sif 
line  introduction  was  of  little  valu ; 
in  the  patient  with  low  obstruction! 
In  1934,  Thomas  Grier  Miller  an;j 
William  Osier  Abbott  invented 
tube  that  was  to  be  passed  into  th 
intestine  for  decompression.®®  I| 
1949,  Nemir,  Jr.,  and  colleagues 
pointed  out  that  time  was  a key  va 
iable  in  the  prognosis  of  strange 
lated  obstmetion.  They  showed  the 
late  in  the  course  of  strangulatej;, 
obstruction,  the  bowel  wall  bt 
came  permeable  to  its  content'! 
thereby  allowing  intestinal  bacteriii 
to  escape  into  the  peritoneal  caviij 
and  to  establish  sepsis.  , 

The  ability  to  prevent  sepsis  hej, 
probably  been  the  most  importaij) 
reason  for  an  improvemenf  in  th  i 
mortality  rate  associated  with  iij 
testinal  obstruction  over  the  past  5| 
years.  Although  accurate  and  e) 
pedient  diagnosis,  alleviation  ( 
mechanical  factors  such  as  bowi{i 
distention,  and  prompt  surgical  ii  ' 
tervention  using  aseptic  techniqi 
have  played  significant  roles  in  th  | 
prevention  of  sepsis,  the  greate  j 
credit  can  probably  be  given  to  th  j 
use  of  antibiotics.  To  illustrate  th  i 
point,  Tendler  and  Cartwright®’  n ; 
ported  a 26%  mortality  rate  amor  i 
patients  with  intestinal  obstructic  i 
from  1933  to  1946.  Their  subS' . 
quent  death  rate  from  1947  to  195 
was  8.5%.  Turner®  showed  that  th  . 
mortality  rate  dropped  from  27%  f 
4%  among  patients  with  intestin. 
obstruction  in  1955  as  a result  (I 
introduction  of  antibiotics. 

This  partial  presentation  of  th 
history  of  the  small  bowel 
but  a small  part  of  the  rich  body  < 
the  history  of  surgeiy.  In  the  prefac 
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3 his  beautiful  book,  Haeger^  points 
|)ut  that  historical  medical  litera- 
Lire  is  in  short  supply,  and  he  is 
|ight.  The  intent  of  this  paper  is  not 
jo  present  the  complete  picture  of 
;urgery  of  the  small  bowel,  but 
jather  to  stimulate  other  authors  to 
jxplore  fully  new  avenues  and  ho- 
lizons  in  the  triumphant  journey  of 
,nedicine  through  the  centuries. 

I We  wish  every  medical  school, 
ispecially  our  own  Emory  Univer- 
jity,  would  have  a Department  of 
listory  of  Medicine. 
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of  John  Hunter 
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ugure  1.  Portrait  of  John  Hunter,  by  Sir  Joshua  Reynolds.  Reproduced  with  per- 
nission  of  the  President  and  Council  of  the  Royal  College  of  Surgeons  of  England. 


Introduction 

The  18th  century  marked  a gold- 
en era  of  surgery  and  medi- 
dne  in  England.  William  Smellie 
,1697-1763)  “brought  midwifery 
Vithin  the  orbit  of  medicine.”’  Wil- 
iam Cheselden  (1688-1752)  was 
ible  with  dexterity  and  anatomical 
perfection  to  save  50  cases  out  of 


53.  And  finally,  there  was  William 
Hunter  (1718-1799),  the  noted  anat- 
omist and  obstetrician.  (How  much 
we  owe  to  these  three  Williams!) 
We  do  not  want  to  forget  Percival 
Pott  (1714-1788)  and  Pott’s  disease. 
But  the  morning  and  evening  star 
of  this  era  was  John  Hunter  (1728- 
1793),  a giant  of  comparative  anat- 
omy, a giant  of  gross  human  anat- 


“7b  know  the  effects  of  disease  is 
to  know  very  little;  to  know  the 
cause  of  the  effects  is  the  important 
thing.  ” 

— John  Hunter  to  his  students 


omy,  and  the  father  of  experimental 
surgery. 

Hunter  was  a meticulous,  con- 
servative surgeon  who  scientifically 
explored  all  branches  of  surgery. 
His  spiritual  children  include:  John 
Abenerchy  (1764-1831),  the  aneu- 
rysm surgeon;  Astley  Cooper  (1768- 
1841),  the  brilliant  surgeon  and 
anatomist  (Cooper’s  ligament  is  the 
best  friend  of  the  surgeon  in  her- 
niorraphies);  and  Philip  Sung  Phys- 
ick  (1768-1837)  who  transplanted 
the  Hunterian  philosophy  to  Amer- 
ica. 

Early  Years 

John  Hunter  was  the  youngest  of 
10  children,  born  to  John  and 
Agnes  Hunter  near  the  village  of  East 
Kilbride  in  Scotland.  His  father  was 
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65  years  old  at  the  time  of  young 
John’s  birth.  When  he  was  13  years 
old,  his  father  died,  leaving  the 
young  man  in  the  custody  of  his 
mother.  There  is  no  evidence  to 
suggest  that  Mrs.  Hunter  pursued 
his  education  with  any  vigor  or  in- 
stilled in  the  young  boy  any  disci- 
pline or  good  working  habits.  The 
evidence  is  that  his  education  was 
wholly  neglected,  a fact  that  caused 
him  much  unhappiness  and  regret 
during  his  adult  life. 

After  trying  his  hand  at  cabinet- 
making with  a brother-in-law  in 
Glasgow,  he  decided  to  visit  his 
brother.  Dr.  William  Hunter,  who 
had  a successful  practice  in  Lon- 
don. William  accepted  his  younger 
brother  as  an  assistant  in  his  newly 
developed  anatomical  rooms,  and 
at  that  point  a dramatic  change 
came  over  young  Hunter.  Ambition, 
stimulated  by  the  wonderful  influ- 
ence of  his  older  brother,  wrought 
dramatic  changes  in  his  life.  He  be- 
came so  proficient  that  soon  he  was 
in  charge  of  preparing  the  anatom- 
ical specimens  that  his  brother  used 
in  lectures.  He  soon  acquired  a rep- 
utation among  his  peers  and  fellow 
students  as  an  excellent  anatomist. 


Hunter  was  a giant  of 
comparative  anatomy,  a 
giant  of  gross  human 
anatomy,  and  the  father 
of  experimental 
surgery. 


William  wanted  his  brother  to  at- 
tend medical  school  at  Oxford, 
since  medicine  was  deemed  to  be 
a higher  form  of  the  healing  arts 
than  surgery.  He  also  needed  at  least 
a working  knowledge  of  Greek  and 
Latin,  as  he  would  not  have  been 
considered  educated  without  it. 
Hunter  was  then  27  years  old  and 
had  an  excellent  working  knowl- 
edge of  anatomy  due  to  what  we 


would  today  call  “on-the-job  train- 
ing.” He  had  no  patience  with  the 
thought  of  being  shut  up  in  an  in- 
stitution learning  “dry,  dead  lan- 
guages” such  as  Greek  and  Latin. 
In  later  years,  his  medical  writing 
suffered  due  to  this  omission  in  his 
education,  and  one  cannot  but  think 
how  much  more  he  would  have 
benefitted  had  he  been  induced  to 
remain  at  Oxford. 

In  1756,  he  obtained  the  post  of 
House  Surgeon  at  St.  George’s 
Hospital,  where  he  had  been  a pu- 
pil. He  had  to  abandon  this  position 
later  due  to  failing  health  and  the 
fear  that  he  had  contracted  tuber- 
culosis. He  sought  a change  of  air, 
and  through  the  influence  of  his 
friends  he  obtained  the  position  of 
Staff  Surgeon  with  the  Army  on  an 
island  off  the  coast  of  France.  He 
obtained  an  excellent  knowledge  of 
gunshot  wounds  and  various  dis- 
eases and  accidents  that  afflicted 
the  army  in  those  days. 

Hunter,  his  health  restored,  re- 
turned to  London  in  1763  with  very 
little  monetary  resources  but  ex- 
tremely rich  in  medical  experience. 
To  his  dismay,  however,  he  found 
that  his  brother  had  filled  his  pre- 
vious position  with  a brilliant  young 
anatomist,  William  Hewson,  who 
was  later  to  become  famous  for  his 
discoveries  about  lymphatic  ves- 
sels and  coagulation  of  the  blood. 
The  appointment  of  Hewson  is  one 
of  the  many  controversies  sur- 
rounding the  history  of  John  Hunt- 
er’s life.  According  to  Garrison,^ 
John  Hunter  actually  left  Hewson 
in  charge  of  his  brother’s  dissecting 
room  when  he  went  abroad  with  the 
army. 

Hunter  subsequently  opened  a 
school  of  anatomy  and  took  on  a 
group  of  pupils  in  apprenticeship. 
His  private  pupils  were  given  room 
and  board  and  were  taught  anat- 
omy. One  of  his  pupils  was  Edward 
Jenner  (1749-1825)  with  whom  he 
maintained  a life-long  friendship 
and  correspondence.  When  Jenner 


discussed  with  him  the  possibilit 
of  preventing  smallpox  throug 
vaccination.  Hunter  said,  “Don 
think!  Be  patient  and  accurate  an 
try  it.”^  His  correspondence  wit 
Edward  Jenner  was  legendary,  an 
it  is  fascinating  to  read  of  his  dr 
mands  for  specimens  from  Jenne 
and  his  observations  concerning  th 
colors  in  nature.  An  excellent  put 
lication  is  the  compiled  letters  fror 
John  Hunter  to  Edward  Jenner  er 
titled  Letters  from  the  Past,^  whic 
can  be  obtained  from  the  Royal  Co 
lege  of  Surgeons  of  England. 

Hunter  did  not  acquire  a hospitc 
appointment  until  he  was  40  year 
old,  despite  his  growing  reputatio: 
as  an  eminent  anatomist  and  suf 
geon.  In  1768,  he  was  appointed  t<f 
St.  George’s  Hospital  through  th 
influence  of  his  brother.  This  ap 
pointment  appears  to  have  been 
turning  point  in  his  life.  This  pos; 
tion  assured  him  a lucrative  prac 
tice,  and  he  no  longer  lacked  fo 
patients. 

One  of  Hunter’s  less  dramatic  bu 
important  contributions  to  medi 
cine  was  his  Treatise  on  the  Nature' 
History  and  Diseases  of  the  Teeth. 
During  that  time,  dentistry  con 
sisted  mostly  of  simply  extractin.( 
teeth  or  filling  them  in.  Hunter  ex 
perimented  with  tooth  transplan 
tation  but  finally  abandoned  thi 
operation  because  of  the  poor  re 
suits  from  sepsis.  The  field  of  den 
tistry  regards  him  as  one  of  the  fa 
thers  of  orthodontia. 

Hunter’s  Person^J  Life 

In  1764,  his  economic  outlool' 
was  much  improved,  and  he  wa: 
able  to  buy  land  about  2 miles  ou 
of  London  on  a site  called  Earl'; 
Court.  He  built  a large  residence  Ui! 
house  his  large  collection  of  ana  i 
tomical  specimens.  Hunter  lovech 
and  was  facinated  by  animals,  anc' 
he  collected  a number  of  mam 
mals,  birds,  and  reptiles.  He  wouk'^t 
arise  early  in  the  morning  to  stud;  i 
these  specimens  and  the  natura  ' 
history  curiosities  he  collected.  It  i;! 
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aradoxical  to  read  about  the  cruel 
^ad  barbarous  experiments  that  he 
erformed  on  various  animals  in  his 
|Liest  for  knowledge.®  In  1773, 
jUnter  studied  animal  electricity  in 
jie  torpedo.2  Nineteen  years  later 
alvani^  built  on  these  experiments 
) arrive  at  his  ground-breaking 
ork  in  the  field. 

I From  a personal  perspective, 
unter  was  hampered  socially  by  a 
ick  of  gentility;  his  manners  were, 
best,  abmpt  and,  at  worse,  coarse 
ad  repulsive.  He  was  seriously 
eking  in  the  social  graces  that  are 
snerally  regarded  as  important, 
specially  on  first  impressions.  He 
as  extremely  conscious  of  his  su- 
erior  mentality  and,  therefore,  was 
iclined  to  view  others  with  a meas- 
re  of  contempt.  His  energy  and 
ep  belief  in  himself  helped  him 
/ercome,  to  some  extent,  his  se- 
ous  social  handicaps. 
i(  ' Hunter  married  Miss  Ann  Home 
1771  at  the  age  of  43.  Interest- 
igly,  his  engagement  to  her  lasted 
years,  presumably  because  his  re- 
)urces  were  so  meager.  As  soon 
) he  obtained  his  hospital  appoint- 
iient  and  his  finances  improved, 
ley  married. 

Mrs.  Hunter  seems  to  have  been 
lady  of  considerable  refinement 
ith  elegant  manners  and  an  im- 
■essive  knowledge  of  music.  She 
as  an  accomplished  hostess  and 
itertained  frequently  with  excel- 
int  taste.  Hunter,  a complex  hu- 
an  being  given  to  unseemly  dis- 
lays  of  anger,  did  not  suffer  fools 
jith  any  degree  of  patience.  This 
ide  and  unpleasant  behavior 
ould  often  manifest  itself  when 
iirs.  Hunter  was  entertaining.  On 
ae  such  occasion,  Mrs.  Hunter  was 
fDstessing  a large  group  of  ladies 
‘id  gentlemen  when  Hunter  dis- 
ayed  a considerable  rudeness  by 
inouncing  that  he  had  come  home 
study  and  asked  the  guests  to 
rave.®  Hunter  simply  had  no  taste 
inclination  toward  “polite”  so- 
ety.  However,  despite  these  rude 
splays  of  temper  and  the  diversity 
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of  their  upbringing,  the  Hunters  en- 
joyed a very  successful  marriage 
based  on  mutual  love  and  respect. 
The  marriage  produced  four  chil- 
dren, only  two  of  whom  survived 
their  father. 

In  spite  of  his  temper  tantrums. 
Hunter  loved  social  contact,  espe- 
cially with  his  pupils,  friends,  and 
children.  He  was  also  extremely 
fond  of  his  animals  and  would 
spend  many  hours  playing  with 
them.  One  extreme  example  was  a 
wrestling  match  between  him  and 
a pet  bull  that  had  been  given  to 
him  by  the  Queen.  Hunter  was 
nearly  killed  when  the  animal  be- 
came enraged,  and  he  narrowly  es- 
caped death  due  to  the  intervention 
of  a nearby  servant.  This  incident 
apparently  did  not  moderate  his 
propensity  for  mingling  with  wild 
animals.®  On  another  occasion,  a 
pair  of  pet  leopards  escaped  from 
their  pens,  and  Hunter  rushed  out 
after  hearing  the  screams  of  the 
neighbors.  He  grabbed  the  animals 
by  the  neck  and  dragged  them  back 
to  their  kennels.  At  one  time  he  was 
contemplating  the  establishment  of 
a zoological  garden  but  abandoned 
the  idea  when  Edward  Jenner  de- 
clined to  join  him. 


Considering  his  love  of 
animals,  it  is 
paradoxical  to  read 
about  the  cruel  and 
barbarous  experiments 
that  he  performed  on 
various  animals  in  his 
quest  for  knowledge. 


Hunter’s  greatest  strength  was 
his  lively  curiosity  and  his 
willingness  to  experiment.  His  in- 
tense curiosity  and  lively  intelli- 
gence can  be  noted  in  the  portrait 
painted  by  Sir  Joshua  Reynolds 


which  can  be  seen  in  the  Royal  Col- 
lege of  Surgeons  (Figure  1). 

Life  Amongst  His  Peers 

Despite  the  fact  that  Hunter  was 
treated  with  contempt  and  indiffer- 
ence by  his  medical  contemporar- 
ies, he  was  given  many  honors  and 
testimonials  from  many  societies 
throughout  Europe.  It  seems  that 
nothing  came  easily  to  Hunter.  He 
noted,  “The  few  good  things  1 have 
been  able  to  do  have  been  accom- 
plished with  the  greatest  difficulty, 
and  encountered  the  greatest  op- 
position.”® Hunter  was  considered 
to  be  arrogant,  but  he  readily  ad- 
mitted his  mistakes  and  failures 
while  performing  experiments  or 
operating  on  his  patients.  One  is 
startled  to  read  in  his  medical  pa- 
pers concerning  one  case,  “When- 
ever 1 have  seen  the  dura  mater 
opened,  . . . the  patients  have 
died  ....  he  died,  and  I think  it  is 
probable  1 killed  him,  by  opening 
the  dura  mater.”® 

Hunter’s  system  of  recording  his 
works  was  completely  unorthodox. 
He  would  scribble  his  thoughts  or 
observations  on  scraps  of  paper  and 
envelopes,  leaving  his  assistants  to 
copy  them  in  an  orderly  fashion.  He 
apparently  had  no  interest  in  pre- 
serving his  handwriting  for  poster- 
ity, and  the  scraps  of  paper  usually 
were  folded  up  by  Hunter  and  found 
their  way  to  his  mantelpiece  where 
he  used  them  to  light  his  candles. 

Hunter’s  Medical  and  Scientific 
Legacies 

John  Hunter’s  contributions  to  the 
worlds  of  science  and  medicine  are 
many.  Of  Hunter’s  contribution  to 
surgery,  Mather  asserts,  “He  found 
surgery  a mere  mechanical 
art . . . he  left  it  a beautiful  sci- 
ence.”^ In  the  field  of  vascular  sur- 
gery, he  developed  the  practice  of 
ligation  of  brachial  artery  aneu- 
rysms. Did  he  know  the  work  of  Ae- 
tius  of  Amida,  Guillemeau,  or  Anel? 
Did  he  disregard  the  work  of  his 
predecessors?  We  don’t  know.^ 
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In  studying  cardiac  functions, 
Hunter  reported  patients  with  con- 
genital defects  of  the  heart,  peri- 
carditis, endocarditis,  megalocar- 
dia,  diseases  of  the  valves, 
arrhythmia,  and  ischemic  heart  dis- 
ease. Proudfit'°  published  a sum- 
mary of  Hunter’s  work  in  this  area. 
Jenner,  expanding  on  the  work  of 
Hunter,  was  the  first  to  recognize 
the  association  of  coronary  artery 
disease  and  angina  pectoris." 

As  an  anatomist.  Hunter  ex- 
plored the  splenic  and  renal  arter- 
ies and  concluded  that  they  did  not 
anastomose.  As  an  extension  of  this 
work,  the  segmental  anatomy  of 
these  organs  was  described  more 
than  100  years  later.  The  Hunterian 
Museum  of  the  Royal  College  of 
Surgeons  and  the  specimens  of  his 
anatomical  preparation  which  now 
are  in  the  anatomy  department  of 
the  University  of  Glasgow  are  con- 
crete evidence  of  the  anatomical 
genius  of  John  Hunter. 

Hunter  studied  congenital  anom- 
alies and  considered  abnormalities 
as  an  expression  of  “arrested  de- 
velopment.Hunter  discovered 
loose  particles  in  the  joint  that  he 
termed  “joint  mice.”'^  As  a pathol- 
ogist, Hunter  believed  that  disease 
is  an  alteration  of  vital  properties 
or  principles.  He  also  believed  that 
structure  follows  function.  In  the 
arena  of  biology.  Garrison^  places 
him  with  Haller  and  Muller. 

During  his  life.  Hunter’s  own 
health  remained  marginal.  Early  in 
life  he  suffered  from  lung  inflam- 
mations which  he  seems  to  have 
overcome  since  he  went  into  active 
duty  in  the  Army.  He  also  suffered 
from  angina  pectoris  and  various 
other  symptoms  which  were  prob- 
ably due  to  an  aneurysm.  His  stand- 
ard remedy  was  to  pause  from  his 
work  to  spend  a few  weeks  taking 
the  waters  at  Bath. 

Hunter’s  Demise 

According  to  Kligfield,"  Hunter’s 
death  was  caused  by  his  “ire”  in 


Despite  the  fact  that 
Hunter  was  treated 
with  contempt 
and  indifference  by 
his  medical 

contemporaries,  he  was 
given  honors  and 
testimonials  from  many 
societies  throughout 
Europe. 


association  with  the  underlying  pa- 
thology of  his  coronary  artery  dis- 
ease. On  October  16,  1793,  Hunter 
attended  a board  meeting  at  St. 
George’s.  It  is  generally  believed  that 
a statement  made  by  Hunter  was 
disputed  vehemently  by  one  of  the 
other  attendants  at  the  meeting 
whereupon  Hunter’s  infamous  tem- 
per took  over.  He  flew  into  a rage, 
ran  choking  with  anger  from  the 
room,  and  died  in  the  hands  of  one 
of  the  attendant  physicians. 

The  autopsy,  performed  by  his 
brother-in-law  Everard  Home,  re- 
vealed atherosclerosis  with  calci- 
fication in  the  coronary  arteries  and 
ossified  internal  carotid  and  verte- 
bral arteries.  The  general  consen- 
sus is  that  Hunter’s  illness  was  a 
nonspecific  atherosclerosis  which 
resulted  in  his  death. ^ Some 
reports"  state  that  Jenner  was  aware 
of  Hunter’s  angina  but  never  dis- 
cussed it  publicly.  It  has  been  al- 
leged that  Hunter  suffered  from  ve- 
nereal disease  which  he  inflicted 
upon  himself.’^  As  a matter  of  rec- 
ord and  supported  by  his  autopsy, 
however,  there  was  no  such  evi- 
dence. 

John  Hunter  was  buried  on  Oc- 
tober 22,  1793,  in  the  crypt  of  the 
Church  of  St.  Martin-in-the-Fields 
with  only  a few  friends  and  asso- 
ciates attending.  In  1859,  because 


of  the  imperishable  splendor  of  h; 
work,  his  body  was  reinterred  i 
Westminster  Abbey,  taking  hi. 
rightful  place  in  history  with  Em; 
land’s  great  men  and  women.  Joh 
Hunter  burned  with  the  flames  c ; 
comparative  anatomy,  gross  hi  ^ 
man  anatomy,  experimental  su 
gery,  surgical  anatomy  and  tecf 
nique,  and,  last  but  not  leas'  i 
surgical  education,  a process  whic  i 
produced  the  Hunterian  surgeonq  1 
all  his  beloved  students.  j 

Note 

Garet  Rogers  wrote:  “Exegi  mon, 
umentum  aere  perennius,  Williar.  i 
Hunter  liked  to  say.  And  so  he  hac  i 
for  it  was  he  who  placed  a lance  i 
in  John  Hunter’s  hand.”'^  We  ded 
icate  this  article  to  Dr.  Nicholas  E •! 
Skandalakis,  who  placed  the  lance  « 
in  the  hands  of  his  brother  (JES).i  i 

: .1 
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Parliamentary  Q’s  and  A’s 


Editor’s  Note:  PARLIAMEN- 
TARY Q’s  and  A’s  by  Peachtree 
Parliamentarians  will  be  printed 
from  time  to  time  in  the  Journal. 
Mary  Lou  Stephens  and  Julia 
uonHaam  are  Professional  Regis- 
tered Parliamentarians  certified  by 
the  National  Association  of  Parlia- 
mentarians. Both  are  members  of 
the  MAG  Auxiliary.  Physicians  are 
invited  to  submit  questions  or  prob- 
lems of  general  interest  in  the  area 
of  meeting  procedure. 

[Q.  There  is  one  physician  at  our 
j hospital  staff  meetings  that  always 
j dominates  discussions  to  the  point 
that  people  don ’t  want  to  attend  the 
meetings  and  listen  to  his  incessant 
opinions.  Is  there  any  way  to  keep 
someone  from  dominating  meet- 
ings? 

• A.  This  is  one  of  the  most  frequent 
I!  complaints  that  we  hear.  The  es- 
tablished rules  of  debate  are  in- 
tended to  prevent  just  this  kind  of 
situation.  However,  the  presiding 
chairman  or  officer  needs  to  know 
the  rules  of  debate  before  he  can 
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enforce  them.  Two  important  rules 
are  these: 

1.  No  member  can  speak  more 
than  twice  on  the  same  issue  at  a 
meeting. 


Mrs,  Stephens  and  Mrs.  vonHaam  are  consultants 
in  parliamentary  law  and  procedure.  Send  reprint 
requests  to  Mrs.  vonHaam,  3888  Fairfax  Court,  At- 
lanta, GA  30339. 


2.  No  member  can  speak  the 
second  time  on  the  same  issue  until 
everyone  wishing  to  speak  on  that 
question  has  had  his  opportunity. 

When  Dr.  X begins  to  speak  the 
third  time  on  an  issue  the  chairman 
should  say,  “The  member  has  ex- 
hausted his  right  to  debate”  and 
recognize  someone  else;  or  an- 
other member  can  raise  the  point 
of  order  that  Dr.  X has  already  spo- 
ken twice. 

You  may  not  stifle  the  remarks  of 
an  opinionated  member:  he  has  the 
same  fundamental  rights  of  debate 
as  any  other  member.  But  if  you 
keep  him  from  going  beyond  his 
rights,  you  will  most  likely  keep  the 
other  members  satisfied  with  the 
conduct  of  your  meetings. 

Q.  The  bylaws  of  our  county  med- 
ical association  say  that  the  past- 
president  is  a member  of  the  Board 
of  Directors.  Our  immediate  past- 
president  has  moved  out  of  the 
state.  Should  we  appoint  the  pres- 
ident before  him  to  the  Board? 

A.  In  a situation  where  the  bylaws 
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are  unclear,  the  organization  has 
the  right  to  interpret  their  meaning. 

It  should  then  amend  the  bylaw  to 
clearly  express  the  majority  deci- 
sion. Our  opinion  would  be  that  the 
Board  should  not  appoint  a past- 
president  to  fill  the  vacancy  of  the 
immediate  past-president.  It  is  rea- 
sonable to  assume  that  the  inten- 
tion of  this  organization  was  to  have 
the  immediate  past-president  on  the 
Board  of  Directors  as  an  advisor  to 
ensure  continuity. 

Q.  / am  on  a special  committee  of 
five  that  is  to  make  a recommen- 
dation about  whether  or  not  to  re- 
voke staff  privileges  of  a doctor  on 
our  staff  I do  not  agree  with  the 
other  physicians  on  the  committee. 
Is  there  any  way  that  / can  object 
to  their  recommendation? 

A.  A committee  such  as  the  one 
you  are  serving  on  should  present 
a written  report  with  the  recom- 
mendations that  have  been  agreed 
to  by  a majority  of  the  committee. 
This  report  is  signed  by  the  con- 
curring members.  You  are  within 
your  rights  to  submit  a minority  re- 
port. Sometimes  a committee  mem- 
ber agrees  with  a report  except  for 
one  or  two  particulars.  In  such  a 
case,  the  member  may  add  a state- 
ment to  the  report  saying  that  he 
concurs  with  the  report  except  the 
part  that  he  specifies. 

Q.  Can  a member  of  our  medical 
society  serve  as  treasurer  for  an  un- 
limited number  of  terms? 

A.  This  is  the  kind  of  question  that 
should  be  determined  by  what  is  in 
your  bylaws  since  the  object  of  by- 
laws is  to  determine  the  basic  struc- 


ture of  an  organization.  There  is  no 
specific  prohibition  for  multiple 
terms  in  Robert’s  Rules  of  Order 
Newly  Revised.  Therefore,  if  you  find 
that  your  bylaws  are  silent  on  this 
matter,  multiple  terms  would  be  al- 
lowable. 

Q.  Someone  at  our  surgical  staff 
meetings  always  moves  to  dis- 
pense with  the  reading  of  the  min- 
utes. Is  this  proper? 

A.  By  majority  vote  the  reading  of 
the  minutes  can  be  “dispensed 
with”  which  means  not  carried  out 
at  the  regular  time.  However,  using 
this  motion  they  must  be  read  either 
later  in  the  same  meeting  or  at  the 
beginning  of  the  following  meeting. 
It  is  possible  to  suspend  the  rules 
and  have  the  minutes  approved 
without  having  them  read.  You  are 
cautioned  to  take  care  in  the  ac- 
curacy of  minutes  since  they  be- 
come the  legal  record  of  actions  by 
the  committee  or  organization. 

Q.  A motion  was  adopted  with  15 
“ayes,”  0 “noes,"  and  2 absten- 
tions. There  is  disagreement  about 
whether  to  call  this  a unanimous 
vote. 

A.  The  vote  was  unanimous  in  fa- 
vor of  the  motion.  Abstentions  are 
not  counted  in  determining  the  out- 
come of  a vote. 

Q.  We  were  discussing  an  issue  at 
our  last  staff  meeting  and  someone 
moved  to  table  the  motion  to  the 
next  meeting.  Does  that  kill  the  is- 
sue? 

A.  It  sounds  to  us  that  incorrect 
terminology  has  been  used  and  that 


the  member  intended  to  postpon 
further  discussion  until  the  nej< 
meeting.  If  so,  the  motion  woufi 
automatically  be  taken  up  again  e 
the  next  meeting  after  reports  c 
committees  under  “unfinishei 
business.”  Whenever  a motion  i 
tabled,  any  member  can  move  late 
in  a meeting  that  it  be  taken  fror 
the  table.  Strictly  speaking,  a me 
tion  to  table  should  be  used  onl 
to  lay  a question  aside  temporarih 
in  order  to  deal  with  something  c 
immediate  urgency. 

Q.  There  has  been  a lot  of  grumi 
bling  about  how  long  our  Boar'e 
meetings  have  been  lasting.  Whd 
can  we  do  to  make  them  shorter  A 

A.  Any  member  can  make  a ma 
tion  to  adjourn  regardless  o 
whether  all  the  business  on  th'i 
agenda  has  been  disposed  of.  If  < 
majority  vote  to  adjourn  the  meet 
ing  is  over.  There  is  also  the  option  > 
to  provide  for  a continuation  of  thii 
meeting  on  another  day  which  i 
called  an  adjourned  meeting. 

Q.  Our  county  can  elect  three  dei 
egates  to  the  MAG  Convention 
There  were  five  candidates.  The  tw(.\ 
top  vote-getters  received  over  a ma 
jority  of  the  votes,  the  next  two  del 
with  10  votes  each,  and  the  fifth  go. 
only  2 votes.  Should  there  be  a run 
off  election  between  the  two  can\ 
didates  who  tied? 

A.  If  Robert’s  Rules  of  Order  Newl; 
Revised  is  your  parliamentary  au 
thority,  you  will  declare  the  top  tw(| 
vote-getters  elected  and  reballot  fo  i 
the  third  delegate  spot  with  all  thred : 
remaining  candidates  on  the  ballot  j 
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Cholesterol  Screening  in  Children: 
A Consensus  Statement — Finally 

William  B.  Strong,  M.D. 


LL  CHILDREN  with  a positive 
family  history  of  premature 
:oronary  artery  disease,  cerebro- 
vascular disease  or  peripheral  vas- 
:ular  disease,  and/or  hyperlipide- 
nia  should  have  their  total 
iholesterol  measured.  Positive 
amily  history  (FH-I-)  is  defined  as 
irst  and  second  degree  relatives- 
his  includes  parents,  siblings, 
grandparents  and  aunts  and  un- 
:les.  Premature  coronary  artery  dis- 
ease (CAD)  is  defined  as  a history 
)f  a myocardial  infarction,  coro- 
lary  artery  surgery  or  angioplasty  or 
:atheterization  proven  diagnosis  of 
/AD.  Hyperlipidemia  is  defined  as 
i value  greater  than  240  mg/dl. 

The  National  Cholesterol  Edu- 
cation Program  Expert  Panel  on 
31ood  Cholesterol  Levels  in  Chil- 
dren and  Adolescents  developed  an 
excellent  document  to  guide  the  di- 
ignosis  and  management  of  the 
child  at  potential  risk  of  adult  onset 
/AD  as  well  as  a review  of  the  sub- 
ect  and  recommendations  for  a 
copulation  based  approach  to  CAD. 
The  Expert  Panel  provided  suffi- 
cient flexibility  in  their  document 
o assuage  those  pediatricians  who 
celieve  that  all  childen  in  their 
cractice  should  have  their  blood 
cholesterol  measured.  In  this  par- 
icular  circumstance,  they  stress  the 
mportance  of  the  pediatrician  hav- 
ing the  ability  to  appropriately 
counsel,  manage,  and  refer  se- 
eded patients  to  a pediatric  lipi- 
iologist. 

The  focus  of  the  individualized 
ipproach  is  to  detect  and  treat  the 


hypercholesterolemic  child  or  ad- 
olescent whose  elevated  LDL-cho- 
lesterol  level  is  likely  to  signify  in- 
creased risk  in  adulthood.  The 
classification  of  total  cholesterol 
and  LDL-cholesterol  levels  in  chil- 
dren and  adolescents  from  families 
with  hypercholesterolemia  or  pre- 
mature CAD  is  shown  in  the  Table. 


The  screening  protocol  varies 
according  to  the  reason  for 
testing.  For  young  people  being 
tested  because  they  have  at  least 
one  parent  with  high  blood  choles- 
terol, the  initial  test  should  be  a 
measurement  of  total  cholesterol. 
If  the  child’s  or  adolescent’s  total 
cholesterol  is  high  (>  200  mg/dl), 
a lipoprotein  analysis  should  be  ob- 
tained. If  the  total  cholesterol  level 
is  borderline  (170-199  mg/dl),  a 
second  measurement  of  total  cho- 
lesterol should  be  taken  and  if  the 
average  is  borderline  or  high,  a li- 
poprotein analysis  should  be  ob- 
tained. 


For  young  people  being  tested 
due  to  a documented  history  of  pre- 
mature cardiovascular  disease  in  a 
parent  or  grandparent,  the  initial  test 
should  be  a lipoprotein  analysis  be- 
cause a high  proportion  of  these 
children  have  some  lipoprotein  ab- 
normality. In  both  cases,  once  a li- 
poprotein analysis  has  been  ob- 
tained, it  should  be  repeated  to 
determine  the  average  LDL-choles- 
terol level,  which  will  determine  the 
recommended  steps  for  risk  as- 
sessment and  treatment.  Follow-up 
of  the  LDL-cholesterol  determina- 
tion is  as  follows: 

Acceptable  LDL-Cholesterol  (< 
110  mg/dl):  If  the  average  LDL-cho- 
lesterol is  in  the  acceptable  range, 
provide  education  on  the  eating 
pattern  recommended  for  all  chil- 
dren and  adolescents  and  on  CAD 
risk  factors;  repeat  lipoprotein  anal- 
ysis in  5 years. 

Borderline  LDL-Cholesterol 
(110-129  mg/dl):  If  the  average  LDL- 
cholesterol  is  borderline,  provide 
risk  factor  advice,  strongly  encour- 


TABLE 

Classification  of  Total  and  LDL-Cholesterol  Levels  in 
Children  and  Adolescents  from  Families  with 
Hypercholesterolemia  or  Premature  Cardiovascular 
Disease 


Category 

Total  Cholesterol 

LDL-Cholesterol 

Acceptable 

<170  mg/dl 

<110  mg/dl 

Borderline 

170-199  mg/dl 

110-129  mg/dl 

High 

^ 200  mg/dl 

s 130  mg/dl 
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age  adoption  of  the  Step-One  Diet 
and  other  risk  factor  intervention; 
and  re-evaluate  the  patient’s  status 
in  1 year. 

High  LDL-Cholesterol  (>  130 

mg/dl);  If  the  average  LDL-choles- 
tero!  level  is  high,  evaluate  the  pa- 


tient for  secondary  causes  and  fam- 
ilial disorders;  screen  all  family 
members;  initiate  the  Step-One  Diet, 
followed  if  necessary  by  the  Step- 
Two  Diet.  In  this  case,  a dietition 
will  almost  always  be  necessary  to 
assist  the  family. 


In  a future  issue  of  the  JMAG,  v\ 
will  present  a more  detailed  d 
scription  of  the  components  of 
preventive  pediatric  cardiology  pnj 
gram. 
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“Liquidators  for  the  Medical  Professions  " 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 
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Oral  Cancer 

Michael  D.  Goldstein,  D.D.S.,  F.A.G.D. 


^ ANGER  OF  THE  MOUTH  aCCOUntS 

^ for  about  4%  of  all  detected 
ancers  in  this  country.’  It  can  usu- 
lly  be  detected  in  its  early  stages 
pon  routine  examination  by  a den- 
st  or  physician.  Because  the  5-year 
jrvival  rate  of  patients  with  oral 
iancer  is  only  50% , ’ early  diagnosis 
; critical.  By  routine  examination 
f the  oral  cavity  during  the  physi- 
al  examination,  the  physician  can 
lay  a major  role  in  the  early  de- 
letion of  these  lesions, 
j There  are  approximately  19,500 
lew  cases  of  oral  cancer  reported 
1 the  United  States  each  year.^  If 
haryngeal  cancers  are  added  to 
lis  number,  the  total  exceeds 
7,000.2  The  Centers  for  Disease 
ontrol  recently  reported  that  there 
^ere  over  9,700  deaths  in  the  U.S. 
1 1987  from  cancers  of  the  oral 
avity  and  pharynx.  The  most  com- 
lon  malignant  neoplasm  of  the  oral 
avity  is  squamous  cell  carcinoma, 
j'hich  accounts  for  about  90%  of 
pe  total  number  of  malignant  oral 
lesions. 2 

! The  overall  incidence  of  oral  can- 
er  in  the  United  States  is  6.5  per 
00,000  persons.  The  ratio  of  male- 
p-female  is  about  2.4  to  1.  Ninety- 
jve  per  cent  of  oral  carcinomas  oc- 
j'ur  in  persons  more  than  40  years 
f age.  The  average  age  of  diag- 
osis  is  60  years.  The  exact  cause 
f oral  cancer  is  unknown.  It  has 
een  shown  that  the  use  of  tobacco 
nd  alcohol  significantly  increases 
lie  risk  of  developing  oral  cancer, 
tudies  have  revealed  that  there  are 
lore  than  twice  as  many  smokers 
jimong  oral  cancer  patients  as 
iimong  control  populations.'  The 


association  between  the  use  of  to- 
bacco and  oral  cancer  also  in- 
cludes cigars,  pipes,  and  chewing 
preparations.  With  an  estimated 
user  population  of  over  22  million, 
the  carcinogenic  hazard  of  snuff 
dipping  and  tobacco  chewing  is  of 
special  concern.  The  risk  of  cancer 
of  the  soft  tissues  is  almost  5000% 
higher  in  long-term  users.' 

The  innocuous- 
appearing  red 
inflammatory  or 
erythroplastic  mucosal 
changes  related  to 
early  cancer  have  been 
shown  to  be  the  most 
common  presentation 
of  early  carcinoma.  J 

Chronic  oral  irritation,  such  as 
from  poorly  fitted  dentures  or  oral 
appliances,  irregular  or  sharp  teeth, 
and  various  other  physical  agents 
have  been  implicated  as  factors  in 
the  development  of  intraoral  malig- 
nant lesions.  We  now  believe  that 
physical  irritation  plays  little  or  no 
part  in  the  natural  history  of  oral 
carcinoma."' 


Dr.  Goldstein  practices  general  dentistry  in  Griffin. 
His  address  is  712  S.  Eighth  St.,  Griffin,  GA  30223. 
This  article  was  sponsored  by  the  American  Cancer 
Society,  Georgia  Division. 


The  most  prevalent  site  for  oral 
carcinoma  is  the  lateral  border 
of  the  tongue,  particularly  in  the 
posterior  one  third.  Such  lesions 
account  for  between  20  to  30%  of 
all  the  malignancies.'  Closely  fol- 
lowing is  the  oropharynx  and  the 
floor  of  the  mouth.  These  three  sites, 
collectively,  account  for  about  80% 
of  the  malignancies.'  Other  loca- 
tions include  the  lips,  gums,  palate, 
and  cheeks. 

A diagnosis  of  advanced  squa- 
mous cell  carcinoma  is  not  difficult 
to  establish.  Symptomatic  cancers 
are  frequently  characterized  by  ul- 
ceration, bleeding,  pain,  and  in- 
duration. These  are  usually  at  least 
Stage  11  lesions  (T2  or  larger).^  Early 
cancers  are  frequently  asympto- 
matic and  differ  significantly  from 
symptomatic  cancers  in  appear- 
ance and  clinical  presentation.  Early 
cancers,  therefore,  frequently  re- 
main undetected. 

Leukoplakia  has  often  been  re- 
garded as  the  most  common  “pre- 
cancerous”  lesion  of  the  oral  cavity. 
Only  about  2-4%  of  white  lesions, 
however,  are  actually  invasive  car- 
cinoma or  carcinoma  in  situ;  and 
only  a very  small  percentage  of  leu- 
koplakias eventually  develop  into 
cancer."*  The  innocuous-appearing 
red  inflammatory  or  erythroplastic 
mucosal  changes  related  to  early 
cancer  have  been  shown  to  be  the 
most  common  presentation  of  early 
carcinoma.  Areas  of  mucosal  eryth- 
roplasia are  not  rare,  as  had  been 
previously  believed.  Most  of  these 
asymptomatic  lesions  are  less  than 
2 cm  in  diameter,  are  predomi- 
nantly red,  with  or  without  a white 
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component,  and  are  smooth,  gran- 
ular, or  minimally  elevated.'^ 

Two  distinct  types  of  erythro- 
plastic  lesions  suggest  carcinoma. 
The  first  is  a granular,  red  velvety 
lesion  with  stippled  or  patchy  areas 
of  keratin  within  or  peripheral  to  the 
lesion.  The  keratinized  areas  ap- 
pear to  be  lying  on  a red  inflamed 
mucosal  surface.  The  other  type  is 
a smooth,  nongranular  lesion,  pri- 
marily red,  with  minimal  or  no  ker- 
atosis. The  mucosal  surface  seems 
atrophic  and  worn.  The  appearance 
of  these  lesions  changes  from  day 
to  day,  and  the  degree  of  inflam- 
mation may  also  vary.  Ulceration, 
bleeding,  induration,  and  exophy- 
tic growth  beyond  1 mm  are  un- 
common. 

A thorough  evaluation  of  the  oral 
tissues  should  be  an  integral 
part  of  a complete  physical  evalu- 
ation. This  is  especially  important 
for  the  previously  identified  high  risk 
group,  smokers  or  drinkers  over  the 
age  of  40.  After  all  removable  oral 
appliances  such  as  dentures  and 
partial  dentures  are  removed,  an 
examination  of  the  floor  of  the 
mouth,  the  ventrolateral  aspect  of 
the  tongue,  and  the  soft  palate  com- 
plex (uvula,  soft  palate  proper,  an- 
terior pillar,  and  the  lingual  aspects 
of  the  retromolar  trigone)  is  per- 
formed. At  least  90%  of  early  car- 
cinomas are  found  in  these  areas.^ 
Because  oral  cancer  has  such  a 
poor  prognosis,  early  detection  is 
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• Because  oral  cancer 
has  such  a poor 
prognosis,  early 
detection  is  essential  to 
the  improvement  of 
cure  rates.  Physicians 
can  play  a major  role  in 
early  detection.  J 


essential  to  the  improvement  of  cure 
rates.  Biopsy  remains  the  only  de- 
finitive method  of  diagnosing  oral 
cancer.  Because  it  is  not  practical 
to  immediately  biopsy  all  suspi- 
cious lesions,  exfoliative  cytology 
serves  as  a simple,  reliable,  and  ac- 
ceptable technique  to  support  clin- 
ical judgment  in  differentiating  be- 
nign from  early  malignant  lesions. 
Vital  staining  with  toluidine  blue  dye 
(tolonium  chloride)  has  also  been 
shown  to  aid  early  recognition  and 
accelerate  biopsy,  diagnosis,  and 
treatment  of  lesions.  Although  few 
false  negatives  have  been  reported 
with  the  toluidine  blue  rinse,  some 
reports  indicate  a high  percentage 
of  false  positives  with  inflammatory 
lesions. 2 High  clinical  suspicion  al- 
ways mandates  biopsy.  A diagnosis 
of  carcinoma  can  be  established 
only  by  biopsy. 

Surgery  and  radiation  are  the 
principal  methods  of  treatment  of 
oral  cancer.  The  choice  depends 


on  the  site  and  the  stage  of  the  c'i 
ease.  For  instance,  surgical  exJ 
sion  is  the  preferred  treatment  n-* 
dality  for  early  intraoral  squamc| 
carcinoma  without  associati 
lymphadenopathy.® 

Only  half  of  all  oral  cancer  f!-- 
tients  are  alive  5 years  after  trel 
ment.  This  ratio  has  not  changS 
significantly  through  the  years  t| 
cause  many  oral  carcinomas  are  si 
not  diagnosed  when  they 
asymptomatic  (Stage  1).  At  the  tirL 
of  diagnosis,  most  are  large,  synrl? 
tomatic.  Stage  111  and  IV  lesionn 
Greater  attention  should  be  givt 
to  screening  patients  at  high  risk  ij; 
the  presence  of  small  asympty 
matic  oral  carcinomas  to  increap 
the  5-year  survival  rate  of  these  ft- 
tients.  Routine  oral  examination 
the  family  physician  can  have  a n-i 
jor  impact  on  accomplishing  tf  | 
goal. 
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|Strict  Health  Director,  Georgia: 
')enings  in  two  of  19  health  districts 
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lection  of  public  health  and  mental 
alth/mental  retardation/substance 
iuse  programs  in  the  district, 
quirements:  M.D.  degree  and 
nimum  of  2 years’  clinical 
perience.  Postgraduate  work 
sirable.  Send  CV  to  Patricia  Grace, 
[)om  206,  878  Peachtree  St.,  Atlanta, 
It  30309,  404-894-6582.  EOE. 

;adline:  August  31,  1991. 


;rtification  adds  to  your  credibility 
exhibiting  advanced  knowledge  in 
ur  particular  field.  The  American 
)ard  of  Quality  Assurance  and  in 
VUR.  Join  the  3,000  physicians  who 
ve  earned  this  distinction.  The  next 
amination  will  be  administered  on 
:tober  27,  1991  in  Atlanta.  For 
4her  information,  contact: 

5QAURP  1777  Tamiami  Trail,  Suite 
5,  GAJ,  Port  Charlotte,  FL  33948. 

1:  813-743-2425. 


;4P  Healthcare  Corporation,  a 

ader  in  health  care  management 
rvices,  has  an  immediate  need  for 
lysicians  to  staff  primary  care 
nics  located  in  Savannah  and 
)lumbus,  Georgia.  Other  locations 
elude  Jacksonville  and  Fayetteville, 
Z,  Charleston,  SC  and  Northern 
jrginia.  Our  company  offers  an 
[itstanding  pay  incentive  plan,  paid 


I. 

I 


C L A S S I F I E 


malpractice  insurance,  and 
scheduling  arrangements.  If 
interested,  please  call  or  send  CV  to: 
Leigh  Robbins,  PHP  Healthcare 
Corporation,  7044  Northridge  Drive, 
Nashville,  TN  37221;  615-662-1310. 
EOE,  m/f. 


Correctional  Medical  Systems,  the 

nation’s  leading  provider  of  health 
care  services  to  state  and  local 
correctional  facilities,  is  currently 
searching  for  a BE/BC  Internist  to 
assume  the  responsibility  of  Medical 
Director  at  the  Augusta  Correctional 
and  Medical  Institution.  This  fulltime 
practice  opportunity  offers  the  right 
candidate  an  attractive  remuneration 
package.  If  you  are  tired  of  the 
headaches  and  hassles  of  private 
practice,  this  position  offers  an 
excellent  practice  opportunity  in  a 
state  of  the  art  facility,  working  with  a 
top  notch  support  staff.  Call:  Dick 
Smith,  Administrator,  404-860-8920, 
ext.  124,  or  John  J.  Bogdajewicz  at 
800-325-4809,  ext.  3107. 


FOR  SALE 


Cyrometric  Colpscope  MM  4000, 

$3200;  Corometrics  Non-Stress  Test 
Machine  Monitor  145  with  supplies, 
$3000;  Adler  Royal  Copier  with  cart 
$900;  Pocket  Doptone  3 MHZ,  $400; 
Three  GYN  Exam  Tables,  $600/each; 
Other  equipment  and  instruments.  All 
fairly  new  and  in  excellent  condition. 
Call  or  write  Richard  B.  Stewart,  M.D., 
755  Commerce  Dr.,  Decatur,  GA 
30030,  404-378-2536. 


D S 


Office  space  available,  750-2500  sq. 
ft.,  customized,  i.e.,  fireplaces  and 
soundproofing,  ideal  for 
psychological  profession,  on 
Piedmont  Avenue  in  Atlanta.  Contact 
Robert  Denson  875-2179. 


Highland,  NC  — Privacy  and  beauty 
on  two  view  properties  which  border 
National  Forests  land  with  miles  of 
trails  for  hiking  and  horseback. 
Ancient  timber,  lake,  streams, 
pasture,  orchard,  and  garden.  No 
structures.  Type  of  property  that 
should  remain  in  the  family  for 
generations.  Paved  frontage,  one  mile 
to  new  hospital.  24  and  31  acre 
parcels.  Gentle  topography  allows 
further  division  with  excellent  private 
view  building  sites  among  friends  or 
partners.  161^acre.  For  further 
information,  please  call  owner.  704- 
526-4288. 


For  Quick  Sale  — Toshiba  5100 
Laptop  Computer  (1 17v  AC  Only)  2 
meg  RAM/Internal  1 .44  meg  Floppy/40 
meg  Hard  Disc/EGA  Compatible 
Plasma  Screen.  Extras-2400  bps 
internal  modem/1.2  meg  external 
floppy  drive/Color  EGA  monitor/ 
External  Full  Size  Keyboard/Leather 
Carrying  Case.  Cost  $5445.  Will  sell 
for  $3500  Firm.  Call  404-393-3438. 


FOR  LEASE 


Attractive  office  space  available  at 
Lenox  Pointe  in  a busy  Atlanta  family 
therapy  practice  — full  or  half-time. 
Call  Helen  Coale,  LCSW,  LMFT  at  404- 
261-2265. 


For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


has  the  right  answers 


■ Rapid  epigastric  pain  relieP"^ 


■ Fast  and  effective  ulcer  healing''' 


PASSES  THE  ACID  TEST 


‘Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 
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AXID®  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  tor  complete  prescribing  information. 
Indications  and  Usage:  1 . Active  duodenal  ulcer-toi  up  to  8 weeks  o(  treatment.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  Iherapy-tot  heaied  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
ate  not  known. 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  H^-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensifivity  to  other 
Hj-receptor  antagonists. 

Precautions:  General-t.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ot  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  ot  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests -False-positive  tests  for  urobilinogen  with  Multistix®  may  occur 
during  therapy. 

Drug  tnleractions-No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b.i.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility- A 2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeutic  dose)  showed  no  evidence  ot  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  In  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
ot  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  lor  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  of  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy-TeratogenicEllecIs-Pregnancy  Category  C-Oral  reproduction  studies 
in  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ot  impaired  fertility  or 
teratogenic  effect;  but,  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  t fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mof/iecs-Studies  In  lactating  women  haye  shown  that  0.1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  ot 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patre/its-Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  ot 
less  common  events  were  due  to  the  drug. 

//epahc-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  In  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SGOT  or  SGPT  and,  in  a single  instance. 
SGPT  was  >2,000  lU/L,  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
ot  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  ot  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  ot  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular -\n  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuais  administered  Axid  and  in  3 
untreated  subjects, 

C/VS-Rare  cases  of  reversible  mental  contusion  have  been  reported. 
Endocrine-Clmcat  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely 

/yema/o/og/c- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  Hj-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported. 

/n/eguraen/a/-Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -As  with  other  H^-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Ot/ier-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  not  substantially  increase 
clearance  ot  nizatidine  due  to  its  large  volume  of  distribution. 

PV  2091  AMP 
[091190] 
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Additional  inlormalion  available  to  the  profession  on  request 

Eli  Lilly  and  Company 

Indianapolis,  Indiana 

46285 


YOCON' 

YOHIMBINE  HCI 


Descripflon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warnins:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'' 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'  3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' •3.‘f  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  V2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  applied:  Oral  tablets  of  Yocon*  1/12  gr.  5,4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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of  manuscripts  will  be  acknowledged. 

Eli  Lilly  & Company 

456,457 

STYLE  — In  general,  articles  can  be  8-10  pages  in  lengt 
For  exceptional  circumstances,  contact  the  Managing  E( 
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ILLUSTRATIONS  — Illustrations  must  be  submitted 
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served.  The  Journal  is  not  responsible  for  statements  mac 
by  any  contributor.  All  communications  regarding  editoria 
advertising,  subscription,  and  miscellaneous  matters  shoul 
be  sent  to  the  Managing  Editor,  938  Peachtree  Street,  N.E 

South  Fulton  Medical  Center  

414 

Atlanta,  GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  b 
approved  by  the  State  Medical  Journal  Advertising  Bureai 
Inc.,  to  be  acceptable  for  publication.  Other  advertisin 
copy  may  be  accepted  subject  to  the  approval  of  the  Edito 

Southern  Medical  Association  

416 

All  copy  or  negatives  must  reach  the  Journal  office  by  th 
25th  of  the  month  2 months  prior  to  publication.  Genen 
and  classified  advertising  rates  will  be  furnished  on  reques 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  ( 
the  Journal  Editorial  Board,  material  submitted  for  publ 

U.S.  Air  Force 

434 

cation  could  be  improved  by  a Medical  Editing  Service,  th 
Editor  will  contact  the  author  for  his  or  her  approval.  A; 
sociation  members  needing  assistance  in  preparation  ( 
material  for  publications  may  also  use  this  service.  A rec 
sonable  charge  is  made  for  this  service  and  the  cost  of  thi 
will  be  borne  by  the  author. 

458 


Journal  of  M 


tiVieVm'i 


W1 

JO 

• 49B 


I'HH  SAGA  OF  HHALTHCARfi  GOMPARH 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


October  5, 1991 
Emory  University 
School  of  Medicine 
Atlanta,  Georgia 


A Basic  Introduction  To 
The  Clinical  Uses  Of 
Flow  Cytometry  And 
Inu^e  Analysis 

Basic  Introduction  to  Flow  Cytometry 
Robert  Bray,  PhD 
Department  of  Pathology 
Emory  University,  Atlanta,  GA 

Historical  Overview  of  Flow  Cytometry 
Howard  Shapiro,  MD 
Lecturer  in  Pathology 
Harvard  University,  Boston,  MA 


Image  Analysis  in  Clinical  Pathology' 
Cynthia  Cohen,  MD 
Director,  Surgical  Pathology 
Emory  University,  Atlanta,  GA 

Economics  of  Flow  Cytometry' 

Irene  Check,  PhD 
Department  of  Pathology 
Emory  University,  Atlanta,  GA 

Role  of  Cytometry'  in  Diagnostic  Pathology 
Chester  Herman,  MD 
Director,  Anatomical  Pathology 
Grady  Memorial  Hospital,  Atlanta,  GA 

To  Register  Call  Toll-free  1-800-621-8335 
In  Illinois,  Call  Collect  312-464-4987 


Flow  Cytometry  in  HIV  Infection 

Janet  Nicholson,  PhD 

Centers  for  Disease  Control,  Atlanta,  GA 

Basics  of  Leukemia  and 
Lymphoma  Phenotyping 
Alan  Landay,  PhD 
Rush  Medical  Center,  Chicago,  IL 

Clinical  Applications  of  Cytometry  in 
Hematologic  Malignancies 
Ricardo  Duque,  MD 
Norwood  Clinic,  Birmingham,  AL 

DNA  Analysis  of  Solid  Tumors 
Ted  Gansler,  MD 
Department  of  Pathology 
Emory  University,  Atlanta,  GA 


Sponsored  by 

The  American  Medical  Association  and 
Department  of  Pathology  and  Laboratory- 
Medicine  of  Emory-  University 

In  Association  with 
Eastman  Kodak  Company 
Health  Sciences  Business 
Clinical  Products  Business 
Sterling  Drug,  Inc. 

Winthrop  Pharmaceuticals 

Sustaining  sponsor  of  the 
American  Medical  Association 
Biotechnology  and  Medicine 
Conference  Series. 


I 


I 


Time-proven. 

Under-valued. 

Well-managed 


MOWELL 

FINANCIAL 

GROUP 

Investment  Counsel 


While  it  is  common  practice  in  the  investment  business  to  gear  one's 
approach  toward  the  more  popular,  well-known  names  on  Wall  Street, 
Mowell  Financial  Group  places  its  emphasis  on  high  quality,  second  tier 
companies  that  are  well-managed,  under-valued  and  time-proven  when 
measured  by  long-term  financial  results. 

In  fact,  we  concentrate  on  the  analysis  and  selection  of  an  investment  as 
if  we  were  privately  acquiring  the  company.  This  way  we  find  corporate 
worth  that  is  not  adequately  reflected  in  the  public  price  of  the  stock  — a 
better  value  for  our  clients'  dollars. 

If  you're  considering  the  use  of  an  investment  manager  for  professional 
direction  of  your  personal  assets,  your  retirement  fund  or  other  resources, 
we  would  like  to  explain  the  benefits  of  our  investment  approach  and  the 
consistent  rewards  we  have  produced  for  our  clients  over  the  years. 


407  East  Sixth  Ave. 


Tallahassee,  FL 


904/386-6161 


Reimbursement  Strategies 
for  the  Nineties 

Physician  Workshops  Sponsored  by  MAG 
and  County  Medical  Societies 


• RBRVS  --  Planning  for  the  new  Medicare  Payment  System 
• Developing  Your  Own  Vision  - Defining  roles,  management  style 

• Documentation  --  Avoiding  audits  and  the  UR  hassle 

• Coding  - The  new  rules,  maximizing  your  collections 

• Coping  with  Cuts  in  Physician  Payments 

November,  December  1991 

Atlanta«Columbus*Decatur«Rome 

and  other  locations  to  be  announced 


For  information  on  dates  and  times,  watch  for  the  MAG  Newsletter 
or  call  Cam  Tayior  or  Priscilla  Daves  404*87 6*7 535 
or  your  local  county  medical  society 


ITOR 


lirles  R.  Underwood.  M.D. 

jvNAGING  EDITOR 
Ian  T.  Johnson 


CONTENTS  VOLUME  so,  number  9 


FEATURES 

MAG  Slays  the  Dragon:  The  Saga  of  Healthcare  COMPARE 

By  Joseph  P.  Bailey,  Jr.,  M.D.,  Cam  Taylor,  M.S.W. 483 


ITOR  EMERITUS 

jjiar  Woody,  M.D. 

i 

j'lTORIAL  BOARD 

,j  son  B.  Burgstiner,  M.D.,  Savannah 
^Julian  Duttera,  Jr,.  M.D..  LaGrange 
Splla  M.  Klein,  M.D..  Atlanta 
'ic  Mansberger,  M.D..  Augusta 
I Douglas  Skelton,  M.D..  Macon 
jis  W.  Sullivan,  M.D.,  Washington.  D C. 
Iliam  C.  Waters,  III,  M.D..  Atlanta 
Imont  P.  Wirth,  M.D..  Savannah 


The  Use  of  Long-acting  Drugs  in  the  Treatment  of  Rheumatoid 
Arthritis 

By  Frederic  C.  McDuffie,  M.D. ^7 


Closing  the  Doors  or  Selling  Your  Practice:  Options  to  Consider 

By  Gary  Matthews 495 


BLICATIONS  COMMITTEE/ 
ECUTIVE  COMMITTEE  OF 
IjlE  BOARD  OF  DIRECTORS 

ler  D.  Gamer.  Gordon 
'sident 

jmas  J.  Anderson,  Jr..  Atlanta 
•sident-Elect 

Iliam  C.  Collins,  Atlanta 

nediate  Past  President 

a L.  Mayes.  Jr.,  Macon 

st  Vice  President 

'ynn  T.  Brunt,  Jr.,  Atlanta 

and  Vice  President 

land  S.  Summers.  Savannah 

retary 

b G.  Lanier,  Atlanta 
'usurer 

les  A.  Kaufmann,  Atlanta 
•aker  of  the  House 
n B.  Stephens.  Marietta 
airman.  Board  of  Directors 
frey  T.  Nugent,  Atlanta 
I e Chairman.  Board  of  Directors 


EDITOR’S  CORNER 

Of  Youth  and  the  Future  — Of  Attention 

By  Charles  R.  Underwood,  M.D. 471 


EDITORIALS 

The  Data  Bank:  Why  It  Should  Be  Abolished 

By  Miguel  A.  Faria,  Jr.,  M.D. ^77 


Controlling  Violence:  A Retail  Approach 

By  Alfred  A.  Messer,  M.D. 479 


IE  ASSOCIATION 

i Peachtree  Street.  N.E. 
ania,  Georgia  30309-3990 
I )ne:  404-876-7535 
404-874-8651 
\TS  Line;  1-800-282-0224 
j1  Shanor,  Executive  Director 
hard  L.  Greene.  General  Counsel 
m Taylor,  Director,  Medical  Practice 
nes  M.  Moffett.  Director.  Specialty  Society 
delations 


'ce  Butler.  Director,  Community  Services 
ren  Haughey,  Director,  Administration  and 
'inance 

scilla  Daves,  Director,  Public  Relations 
phen  Davis,  Director,  Education 
iin  Pearson,  Director,  Membership 
nna  Glass,  Administrative  Assistant  to  the 
Executive  Director 


LEGAL 

Rust  V.  Sullivan,  and  the  Future  of  Abortion  Under  a More 
Conservative  Supreme  Court 

By  Daniel  A.  Browning,  M.D. 499 


CANCER 

Function  and  Organ  Sparing  Role  of  Radiation  Therapy  in  Cancer 
Management 

By  Kamla  J.  Shah,  M.D. 503 


ablished  1911.  Owned  and  edited  by  the  Med- 
1 Association  of  Georgia.  Listed  in  Index  Med- 
s. 

e Journal  of  the  Medical  Association  of  Geor- 
ISSN  • 0025  • 7028  is  published  monthly  at 
i Peachtree  Street,  N.  E.,  Atlanta,  GA  30309- 
Second-class  postage  paid  at  Atlanta.  Geor- 
. and  at  additional  mailing  offices.  POST- 
KSTER;  Send  address  changes  Ko  Journal  of  the 
dical  Association  of  Georgia.  938  Peachtree 
eet.  N.  E.,  Atlanta.  GA  30309-3990. 

- subscription  price  per  year  for  members  of 
I Medical  Association  of  Georgia  is  $20.00, 

J luded  in  the  annual  membership  dues.  The  sub- 
liplion  price  for  nonmembers  is  $40.00  in  the 
J iied  Slates,  Canada  and  Mexico,  and  $60.00 
'Other  countries.  Single  copies  are  $4  and  $8, 
I peclively. 

j'pyright,  1991.  Medical  Association  of  Geor- 
('  The  opinions,  statements,  positions,  views, 
ji  expressed  by  the  authors  are  not  necessarily 
se  of  the  Medical  Association  of  Georgia  nor 
>uld  publication  be  deemed  an  endorsement  by 
\G  of  any  such  opinions,  statements,  positions, 
ws,  etc.  contained  therein.  The  materials  con- 
ned in  the  Journal  are  offered  as  information 
Por  education  of  the  subscribers,  and  are  not 
be  considered  by  the  reader  as  medical  or  legal 
' dee.  Printed  by  The  Ovid  Bell  Press,  Inc . . Ful- 
' Missouri  65251 . 


DEPARTMENTS 

Advertisting  Index 

506 

Association  News 

467 

Caiendar 

469 

Letters  to  the  Editor 

470 

Manuscript  information 

506 

Poetry  Corner 

473 

President’s  Page 

466 

THE  COVER 

Saint  George  and  the  Dragon,  (Detail);  Sodoma;  National  Gallery  of  Art,  Washington,  D.C.; 
Samuel  H.  Kress  Collection.  Date:  probably  1518;  wood. 

Design  by  Richardson  Design,  Atlanta. 


> 


Itember 


1991,  Vol.  80 


465 


PRESIDENT'S  PAGE 


Cyler  Gamer,  M.D. 


WHILE  IT  IS  NOT  universally  true, 
there  is  something  to  be  said 
for  the  old  saw  that  physicians  make 
bad  business  people.  1 think  that  to 
us,  the  bottom  line  is  always  our 
patients,  not  financial  profit. 

So,  you  might  say  I’m  very  wor- 
ried about  the  “bottom  line”  when 
it  comes  to  my  older  patients.  1 wish 
our  Congressmen  could  be  in  my 
office  to  face  the  confusion  that  my 
patients  undergo  when  they  try  to 
understand  Medicare.  I wish  some 
HCFA  officials  could  be  here  to  ex- 
plain some  of  their  decisions. 

Though  1 really  don’t  understand 
Medicare’s  payment  system  myself, 
1 am  fortunate  to  have  a staff  that 
does.  Recently,  two  of  my  staff 
members  spent  almost  45  minutes 
trying  to  help  one  of  my  older  pa- 
tients understand  a $10  charge  and 
how  Medicare  would  pay  it.  They 
tied  up  three  computer  screens  and, 
of  course,  their  time.  The  sad  thing 
is  that  1 think  the  patient  is  stilt  con- 
fused. 

Every  year  we  seem  to  get  more 
paperwork  and  less  money 
from  the  federal  government.  The 
federal  government  spends  mil- 


lions of  dollars,  much  of  which  is 
unnecessary,  on  forms,  papers,  and 
other  requirements,  all  the  while 
complaining  about  the  high  cost  of 
medical  care.  Its  bureaucrats  think 
of  all  sorts  of  ways  to  cut  fees  and 
services,  but  the  government  sel- 
dom considers  cutting  paperwork. 
If  you  read  the  recent  report  from 
the  federal  General  Accounting  Of- 
fice, you  would  have  found  that  one 
of  the  reasons  the  much  touted  Ca- 
nadian system  is  supposedly  less 
expensive  to  operate  is  because  they 
have  almost  no  reporting  require- 
ments. The  doctor  sends  a bill,  and 
the  bill  is  paid.  That’s  that  in  most 
cases. 

So  what  did  the  GAO  recom- 
mend: the  Canadian  system  with  the 
American  system  of  paperwork  and 
bureaucracy!  In  other  words,  they 
want  to  keep  the  bath  water  and 
throw  out  the  baby. 

1 have  no  dream  that  we  will  see 
a reduction  in  paperwork.  My  so- 
lution, the  only  one  available  to  me, 
is  to  limit  any  new  Medicare  pa- 
teints  to  those  who  live  in  Wilkin- 
son County.  1 simply  cannot  afford 
many  more  Medicare  patients  and 
keep  my  practice  viable. 


1 wonder  how  many  business  pec 
pie  would  stand  by  and  allo’ 
their  customers  to  be  harassed  thi 
way  our  patients  are.  1 wonder  ho' 
many  businesses  would  tolerate  ir 
trusions  such  as  we  face  which  co. 
money  and  time  yet  are  not  com 
pensated.  Probably  not  many.  1 su 
pect  they  would  all  join  together  T 
fight  such  actions. 

We  are  fortunate  that  we  ha\ 
many  physicians  who  care  enougi 
about  their  patients  to  become  iij 
volved  in  the  Medical  AssociaticI 
of  Georgia’s  and  the  American  Meci 
ical  Association’s  efforts  with  rti 
gard  to  Medicare. 

1 believe  the  MAG  and  AMA  off(| 
the  only  chances  we  have  to  retail 
some  right  thinking  in  how  med 
cine  will  be  practiced.  1 know  th., 
the  U.S.  Congress  won’t  have  to  fac^ 
the  people  of  Gordon.  1 will.  And 
want  to  be  able  to  provide  ther 
quality  medical  care.  It’s  time  fd 
all  of  us  to  be  involved. 
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^ibb  CMS 

Martin  L.  Dalton,  M.D.,  suc- 
:eeded  Will  C.  Sealy,  M.D.,  as 
"hairman  of  the  Department  of  Sur- 
;ery  at  Mercer  University  School  of 
i^edicine  and  Chief  of  Surgery  and 
’rogram  Director  at  the  Medical 
Center  of  Central  Georgia  in  Macon. 
)r.  Dalton  was  formerly  on  the  Fac- 
ilty  of  the  University  of  Mississippi 
ichool  of  Medicine  in  Jackson.  Dr. 
iealy  will  remain  on  the  staff  de- 
moting his  efforts  to  teaching  and 
esearch. 

Frank  M.  Houser,  M.D.,  of  Au- 
gusta, is  the  new  director  of  the 
jeorgia  Department  of  Human  Re- 
lources  Division  of  Public  Health, 
iffective  July  1 . He  replaces  James 
N.  Alley,  M.D.,  who  died  in  Novem- 
)er,  1990.  Dr.  Houser  was  formerly 
listrict  health  director  in  Augusta 
md  also  served  as  district  health 
lirector  in  Dalton.  He  has  held  the 
)osts  of  director  of  community  pro- 
grams and  associate  dean  of  the 
dercer  University  School  of  Medi- 
:ine.  From  1980  to  1990,  Houser 
vas  president  and  medical  director 
)f  Southeastern  Health  Services, 
nc.,  which  provides  medical  serv- 
ces  to  members  of  PruCare  Health 
Maintenance  Organization. 

:obb  CMS 

Charles  R.  Un- 
lerwood,  M.D.,  a 

^neral  surgeon 
n Marietta  and 
iditor  of  this 
ournal,  was 
sleeted  chair- 
inan  of  the  Blue 
^ross  and  Blue 
Shield  of  Geor- 
gia Board  of  Directors  at  the  Board’s 
annual  meeting  last  Spring.  Dr.  Un- 
derwood joined  that  Board  in  1973. 
He  has  served  on  the  Executive 
Committee  and  was  chairman  of  the 


Medical  Service  Committee.  He  also 
serves  on  the  Georgia  Hospital  As- 
sociation Board  of  Trustees,  the 
American  Hospital  Association  Re- 
gional Advisory  Board,  and  the 
board  of  trustees  for  the  Kennesaw 
College  Foundation. 

DeKalb  CMS 

Alicia  P.  Leizman,  M.D.,  has 

been  honored  by  the  Georgia  Sen- 
ate for  her  “valuable  contributions 
to  the  health  of  the  community.” 
She  was  cited  for  her  efforts  on  skin 
cancer  prevention  in  a resolution 
sponsored  by  Sen.  Steve  Henson  in 
the  1991  General  Assembly. 

G.  Douglas 
Talbott,  M.D., 
an  Atlanta  addic- 
tionologist,  was 
recently  honored 
for  his  enormous 
impact  on  the 
field  of  addic- 
tion. The  Ameri- 
can Society  of 
Addiction  Medicine  gave  him  its 
Annual  Award  “in  commemoration 
of  Dr.  Talbott’s  outstanding  contri- 
butions to  the  advancement  and 
knowledge  of  alcoholism  and  other 
drug  dependencies  and  in  grateful 
recognition  of  his  unstinting  dedi- 
cation to  heal  the  sick  and  troubled 
victims  of  this  illness.”  Dr.  Talbott 
is  President  of  Talbott  Recovery 
System  and  clinical  Professor  of 
Psychiatry  at  Emory  University 
School  of  Medicine  in  Atlanta.  He 
founded  the  Georgia  Disabled  Doc- 
tors Program  in  1974,  later  known 
as  the  Impaired  Physician  Program, 
which  became  the  national  model 
for  treatment  of  impaired  health 
professionals. 

Medical  Association  of  Atlanta 

Atlanta  orthopaedic  surgeon 
David  F.  Apple,  Jr.,  M.D.,  was 

elected  to  the  board  of  directors  of 
the  American  Academy  of  Ortho- 
paedic Surgeons  at  the  organiza- 


tions annual  meeting  last  Spring.  At 
Emory  University  in  Atlanta,  Dr.  Ap- 
ple is  associate  clinical  professor 
or  orthopaedic  surgery  and  clinical 
assistant  professor  in  rehabilitation 
medicine.  He  is  also  clinical  pro- 
fessor, orthopaedics,  at  Georgia 
State  University.  Dr.  Apple  is  on  staff 
at  Piedmont  Hospital  and  is  medi- 
cal director  of  Shepherd  Spinal 
Center,  both  in  Atlanta.  He  serves 
as  president  of  the  orthopaedic  Re- 
habilitation Association  and  is 
chairman  of  the  Academy’s  Council 
of  Musculoskeletal  Specialty  Soci- 
eties. 

Liela  Denmark,  M.D.,  a pedia- 
trician in  Alpharetta,  was  recently 
awarded  an  honorary  degree  from 
Mercer  University  in  Macon.  The  92- 
year-old  physician  perfected  the 
world’s  first  whooping  cough 
serum.  She  graduated  from  the  for- 
mer Tift  College  in  1922  and  at- 
tended Mercer  before  becoming  one 
of  the  first  women  to  enter  the  Med- 
ical College  of  Georgia  in  Augusta. 
Dr.  Denmark  still  sees  patients  4 
days  a week. 

H.  Dale  Rich- 
ardson, M.D.,  of 
Atlanta,  was 
named  to  a 3- 
year  term  on  the 
Board  of  Direc- 
tors of  the  Amer- 
ican Association 
of  Neurological 
Surgeons  at  the 
organization’s  annual  meeting  last 
May.  Dr.  Richardson  has  been  ac- 
tive in  the  Joint  Council  of  State 
Neurosurgical  Societies,  serving  as 
Southeast  Quadrant  Chairman.  On 
the  local  level,  he  has  held  office 
as  Secretary-Treasurer  and  Presi- 
dent for  the  Georgia  Neurosurgical 
Society.  Currently,  Dr.  Richardson 
is  the  Chairman  of  the  Piedmont 
Hospital  Department  of  Neurosci- 
ence and  the  Medical  Director  of 
the  hospital’s  Neuroscience  Insti- 
tute, which  includes  the  Gamma 
Knife  Center. 
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Muscogee  CMS 

Bruce  C.  Newsom,  M.D.,  a gen- 
eral surgeon/occupation  medicine 
specialist  in  Columbus,  has  been 
certified  as  a Correctional  Health 
Care  Professional  by  the  National 
Commission  on  Correctional  Health 
Care.  He  is  the  Medical  Director  for 
the  City  of  Columbus,  which  in- 
cludes the  City  Jail  and  Muscogee 
County  Correctional  Institute. 

South  Georgia  Medical  Society 

Roger  W.  Huelsnitz,  M.D.,  has 

been  appointed  to  the  Volunteer 
Faculty  of  the  School  of  Medicine 
at  Mercer  University  as  Clinical  As- 
sistant Professor,  Department  of 
Family  and  Community  Medicine 
(Community  Science).  The  volun- 
teer faculty  gives  support  and  makes 
contributions  to  the  School  of  Med- 
icine and  endeavors  to  fulfill  a mis- 
sion to  educate  primary  care  phy- 
sicians for  rural  and  underserved 
areas  of  Georgia. 


Sumter  CMS 

John  H.  Robinson,  III,  M.D.,  an 

Americus  surgeon,  is  the  recipient 
of  the  1991  University  of  Georgia 
School  of  Medicine  Alumni  Asso- 
ciation Distinguished  Alumnus 
Award. 

Before  his  retirement  several 
years  ago.  Dr.  Robinson  was  chief 
of  surgery  at  the  Americus  and 
Sumter  County  Hospital  and  also 
directed  the  Americus  Tumor  Clinic, 
one  of  the  first  such  state-aid  clinics 
in  Georgia.  From  1973  to  1988,  he 
was  also  the  Medical  Director  at 
Magnolia  Manor.  Dr.  Robinson  was 
a member  of  the  University  System 
of  Georgia  Board  of  Regents  from 
1972  to  1986  and  on  the  Americus 
City  Board  of  Education  for  14  years. 
He  is  a past  member  of  the  Medical 
College  of  Georgia  Foundation,  Inc., 
Board  of  Directors  and  life  member 


of  the  MCG  School  of  Medicine 
Alumni  Association.  After  his  re- 
tirement, Dr.  Robinson  also  served 
as  team  physician  for  the  University 
of  Georgia  Bulldogs  in  Athens. 
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Sportsmen  then  begin  to  shoot.  ♦ 

SARA  COLERIDCl 

Pretty  Lessons  in  Verse,  181 


DEATHS 


Charles  G.  Child,  III,  M.D.,  of 

Atlanta,  a retired  surgical  scientist 
and  medical  educator,  died  of  a 
heart  attack  last  June.  He  was  83. 

Dr.  Child  was  a professor  and 
chairman  of  the  department  of  sur- 
gery at  Tufts  University  School  of 
Medicine  in  Boston  in  1953  to  1958, 
a professor  in  the  department  of 
surgery  at  the  University  of  Michi- 
gan Medical  Center  from  1959  to 
1977,  and  department  chairman 
from  1959  to  1974,  and  an  associate 
chief  of  staff  of  the  Veterans  Admin- 
istration Hospital  in  Atlanta  from 


A maiden  born  when  Autumn 
leaves 

Are  rustling  in  September’s 
breeze, 

A sapphire  on  her  brow  should  i 
bind,  I 

Twill  cure  diseases  of  the  mind. 

Author  unidentifh 


People  earnestly  seek  what  they\  ' 
do  not  want,  | 

while  they  neglect  the  real  ! 
blessings  in  their  possession  — i 
mean  the  innocent  gratification  f: 
their  senses,  which  is  all  we  car.' 
properly  call  our  own. 

MARY  WORTLEY  MONTAGU!  Letter'^ 
James  Stewart,  Jan.  13,  17l 


1978  to  1984. 

Dr.  Child  established  the  Univer- 
sity of  Michigan’s  organ  transplant 
program  and  invented  a system  for 
classifying  patients  with  portal  hy- 
pertension. The  Child  classification 
system  is  used  around  the  world. 
He  was  a former  chairman  of  the 
American  Board  of  Surgery,  former 
editor  of  \he  Journal  of  Surgical  Re- 
search, a member  of  the  National 
Academy  of  Sciences,  and  a former 
chairman  of  a policy  committee  of 
the  National  Research  Council  on 
Differences  in  Postoperative  Mor- 
tality. In  his  spare  time.  Dr.  Child 
made  violins  and  boat  models. 

Stanley  B.  Wasserman,  M.D.,  a 
physician  with  the  Fulton  County 
Health  Department,  died  of  heart 
failure  last  May  at  the  age  of  58. 

Dr.  Wasserman  worked  in  the 
county’s  specialty  clinic  for  sex- 
ually transmitted  diseases  from  1975 
until  his  death;  earlier  he  was  in 
pediatric  practice  in  Atlanta. 


Serenity  of  mind  and  calmness  cj 
thought  are  a better  enjoyment  j 
than  anything  without  us.  j 
BENJAMIN  whichcote:  Moral  a^< 
Religious  Aphorisms,  171! 

I 

Common  sense  (which,  in  truth\ 
is  very  uncommon)  is  the  best  | 
sense  / know  of:  abide  by  it.  it  • 
will  counsel  you  best.  ’ 

LORD  chesterfield:  Letter  to  f\> 
son.  Sept.  27,  17^ 

I 

Life  is  the  faculty  of  spontaneod 
activity,  the  awareness  that  we  » 
have  powers.  • 

IMMANUEL  K.ANT!  Lecture  1 
Kbnigsberg,  17,> 

i 

Life  is  eating  us  up.  We  shall  bd. 
fables  presently.  Keep  cool:  it  wi 
be  all  one  a hundred  years  hear 
R.w.  EMERSON!  Representative  Me 

IV  181 
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SEPTEMBER 

-13  — Savannah:  15th  Annual 
ijeonatology  — The  Sick 
ewbom.  Category  1 credit. 

[)ntact  Div.  of  Cont.  Ed.,  MCG, 
'jgusta  30912-1400.  PH:  404-721- 
!|67. 

1-13  — Rome:  Toxicology  Care. 

VIA  Category  1 , AAFP  prescribed 
edits.  Contact  Robert  C.  Fore, 
I.D.,  Mercer  Univ.  Sch.  of  Med., 
7 Hemlock  St.,  Macon  31201. 

4:  912-744-1634. 

|)-21  — Amelia  Island,  FL:  4th 
nnual  Critical  Care  & 
mergency  Medicine.  AMA 

ategory  1 , AAFP  prescribed  and 
CEP  Category  1 credits.  Contact 
obert  C.  Fore,  Ed.D.,  Mercer 
niv.  Sch.  of  Med.,  777  Hemlock 
Macon  31201.  PH:  912-744- 
534. 

3-25  — Atlanta:  Advanced 
demonstrations  in  Percutaneous 
iransluminal  Angioplasty  XXVI. 

ategory  1 credit.  Contact  Office 
f CME,  Emory  Univ.  Sch.  of 
led.,  1440  Clifton  Rd.,  Atlanta 
0322.  PH:  404-727-5695. 

7-29  — Atlanta:  Gastro- 
nterology  for  Primary  Care 
fhysicians.  Category  1 credit, 
ontact  Div.  of  Cont.  Ed.,  MCG, 
ugusta  30912-1400.  PH:  404-721- 
967. 

0-1  Oct.  — Atlanta:  Quantitative 
hallium  Myocardial 
omography.  Category  1 credit, 
ontact  Office  of  CME,  Emory 
Iniv.  Sch.  of  Med.,  1440  Clifton 
:d.,  Atlanta  30322.  PH:  404-727- 
695. 

0-4  Oct.  — Atlanta:  Third  ACCP 
National  Critical  Care  Medical 
Ixjun  Review  Course.  Contact 
anerican  College  of  Chest 
'hysicians,  3300  Dundee  Rd., 
lorthbrook,  IL  60062.  PH:  708- 
98-1400. 


C A L E N D A P 


OCTOBER 

3-6  — Atlanta:  GA  Chapter, 
American  Academy  of 
Pediatrics.  Contact  William  C. 
Mankin,  4059  Land  O’Lakes  Dr., 
Atlanta  30342.  PH:  404-237-3922. 

11-12  — Hilton  Head  Island,  SC: 
Cardiology  for  the  Practicing 
Physician.  AMA  Category  1 credit. 
Contact  Georgia  Heart  Institute/ 
University  Hospital,  1350  Walton 
Way,  Augusta  30910.  PH:  404-826- 
8870. 

14-16  — Atlanta:  American 
College  of  Clinical 
Pharmacology.  Contact  J.  M. 
Bertolet,  175  Stafford  Ace,  Ste.  1, 
Wayne,  PA  18087.  PH:  215-687- 
7711. 

17-18  — Atlanta:  Toxicology 
Care.  AMA  Category  1 , AAFP 
prescribed  credits.  Contact  Robert 
C.  Fore,  Ed.D.,  Mercer  Univ.  Sch. 
of  Med.,  777  Hemlock  St.,  Macon 
31201.  PH:  912-744-1634. 

17-20  — Atlanta:  Academy  of 
Psychosomatic  Medicine  (38th). 

Contact  E.  A.  Hallberg,  5824  N. 
Magnolia,  Chicago  60660.  PH: 
312-784-2025. 

24- 25  — Atlanta:  Women’s 
Health  Care.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404-727- 
5695. 

25- 27  — Atlanta:  American 
College  of  Utilization  Review 
Physicians.  Contact  ACURP, 
Southbridge  Park,  Bldg  3,  Suite 
304,  1521  S.  Tamiami  Trail, 
Venice,  FL  34292.  PH:  813-497- 
3340. 

28-29  — Atlanta:  TC-99M 
Myocardial  Spect.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 


NOVEMBER 

7-9  — Atlanta:  GAFP  43rd 
Annual  Scientific  Assembly. 

Contact  Judy  Rayburn,  Director  of 
Education,  GAFP,  3760  LaVista 
Rd.,  Ste.  100,  Tucker  30084.  PH: 
404-321-7445  or  800-392-5841. 

10-14  — Atlanta:  American 
College  of  Preventive  Medicine. 

Contact  ACPM,  1015  15th  St.,  NW, 
Ste.  403,  Washington,  DC.  PH: 
202-789-0003. 

10-14  — Atlanta:  Public  Health 
and  a National  Health  Program 
(119th).  Contact  B.  Entwistle, 
MPH,  Dept  of  Human  Services, 

Off.  of  Dental  Health,  State  House 
Station  #11,  Augusta,  ME  04333. 
PH:  207-289-2361. 

16-19  — Atlanta:  SM A-M AG 
Scientific  Assembly.  Category  1 
credit.  Contact  Mandy  Stone,  SMA, 
Birmingham,  AL.  PH:  800-423- 
4992. 

23-24  — Atlanta:  ASA  Workshop 
on  Transfusion  Practices. 

Contact  Am  Soc  of 
Anesthesiologists,  515  Brusse 
Hwy,  Park  Ridge,  IL  60068.  PH: 
708-825-5586. 

23-24  — Atlanta:  Regional 
Anesthesia:  Surgical,  Obstetrics, 
& Pain.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 


DECEMBER 

9-11  — Atlanta:  Nuclear  Medicine 

Update.  Category  1 credit. 

Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404-727- 
5695. 
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LETTERS 


RE:  Medical  Qualifications 
for  Honorary  and  Crossbow 
Hunting  Licenses 

Dear  Editor, 

A problem  is  arising  with  physi- 
cian certification  for  honorary  and 
crossbow  licenses  issued  by  the 
Georgia  State  Game  and  Fish  Com- 
mission. There  has  been  a marked 
increase  in  the  request  in  physician 
certifications  for  these  licenses.  Ap- 
parently a tremendous  number  of 
physicians  do  not  understand  what 
the  requirements  and  qualifications 
are.  1 hope  that  1 can  clear  this  up 
so  that  the  appropriate  people  do 
indeed  get  their  licenses  and  that 
our  patients  who  are  not  qualified 
can  be  informed  accordingly. 

The  Department  of  Natural  Re- 
sources (DNR)  issues  crossbow 
permits,  and  honorary  hunting  and 
fishing  licenses,  both  of  which  re- 


quire physicians  to  certify  perma- 
nent disability.  The  honorary  Hunt- 
ing and  Fishing  license  allows  the 
handicapped  to  hunt  or  fish  free  of 
charge.  The  crossbow  permit  al- 
lows those  archers  who  cannot  ef- 
fectively use  a compound  or  regular 
bow  the  opportunity  to  hunt  with  a 
crossbow.  Both  of  these  licenses 
are  much  deserved  benefits  to 
Georgia’s  totally  and  permanently 
handicapped  citizens  who  have 
limited  opportunity  to  enjoy  these 
outdoor  recreational  activities. 
However,  there  appears  to  be  an 
increase  in  the  issuance  of  these 
licenses  to  persons  who  have  no 
apparent,  or  only  limited,  physical 
handicap. 

The  Honorary  License  requires 
that  the  applicant  be  permanently 
and  totally  disabled,  based  on  the 
guidelines  set  forth  for  the  total  dis- 
ability by  the  Veterans  Administra- 


tion. In  the  case  of  crossbow  pe 
mits,  the  physician  must  certify  tha 
there  is  a PERMANENT  disability  t 
an  extremity  which  would  preclud 
the  patient  from  using  a regular  c 
a compound  bow.  When  undeser 
ing  citizens  obtain  these  license;’ 
DNR  loses  much  needed  revenu 
for  programs  which  benefit  th 
state’s  wildlife  and  citizens  of  Geo; 
gia.  In  addition,  federal  funds  ar 
lost  because  these  revenues  are  a 
located  based  on  license  sales. 

As  President  of  the  Georgia  Wilcj 
life  Federation,  I would  ask  all  pb 
sicians  to  ensure  that  those  patient 
requesting  certification  of  disabilil 
for  obtaining  either  license  haV. 
disabilities  warrant  the  issuance  c 
these  licenses. 

Sincerely  yours 
Paul  C.  Broun,  Ml] 
Family  Practition^ 
Americas 


EDITOR'S  CORNER 


Of  Youth  and  the  Future  — Of  Attention 

Charles  R.  Underwood,  M.D. 


here  — my  blessing  with 
K you! 

And  these  few  precepts  in  thy 
memory 

See  thou  character.  Give  thy 
thoughts  no  tongue, 

Nor  any  unproportion 'd  thought 
his  act. 

Be  thou  familiar,  but  by  no 
means  vulgar. 

The  friends  thou  hast,  and  their 
adoption  tried, 

Grapple  them  to  thy  soul  with 
hoops  of  steel; 

But  do  not  dull  thy  palm  with 
entertainment 

Of  each  new-hatched,  unfledged 
comrade.  Beware 

Of  entrance  to  a quarrel;  but 
being  in, 

Bear’t  that  the  opposed  may 
beware  of  thee. 

Give  every  man  thine  ear,  but  few 
thy  voice: 

Take  each  man ’s  censure,  but 
reserve  thy  judgement. 

Costly  thy  habit  as  thy  purse  can 
buy. 

But  not  expressed  in  fancy;  rich, 
not  gaudy: 

For  the  apparel  oft  proclaims  the 
man. 

Neither  a borrower  nor  a lender 
be. 

For  loan  oft  loses  both  itself  and 
friend. 

And  borrowing  dulls  the  edge  of 
husbandry. 

This  above  all:  to  thine  own  self 
be  true. 

And  it  must  follow,  as  the  night 
the  day, 


Thou  cans ’t  not  then  be  false  to 
any  man.  ” 

Polonius’  advice  to  Laertes 
Hamlet,  william  Shakespeare 

IT  IS  OVER  NOW,  the  first  year  that 
is.  It  seems  barely  possible  to 
me,  perhaps  to  him  also.  Fright- 
ening, 1 thought,  that  time,  that  our 
lives  could  pass  from  us  with  such 
rapidity.  Of  those  years  given  to  us, 
and  most  of  them  now  behind,  yet 
another  is  gone. 

1 had  talked  of  his  decision  to 
enter  medical  school  at  an  age 
somewhat  advanced  from  that  of  his 
peers  at  another  time  on  these 
pages.  It  had  all  begun  on  a fishing 
trip  some  3 years  ago.  He  had  at 
the  time  graduated  from  a univer- 
sity, married,  and  was  comfortably 
settled  in  a secure  and  financially 
rewarding  position  as  an  aeronau- 
tical engineer.  His  parents  were 
proud.  We  sat,  the  two  of  us,  on  the 
edge  of  a motel  swimming  pool  at 
the  end  of  a day  of  father  and  son 
“togetherness,”  as  the  day  of  fish- 
ing drew  to  a close.  Secure  relax- 
ation and  pride  comforted  me.  Life 
had  been  good  to  us  from  many 
aspects.  Thoughts  of  retirement 
crept  quietly,  insidiously,  into  con- 
versation once  filled  only  with  talk 
of  the  practice.  It  was  than  that  he 
said,  “What  would  you  do  if  1 told 
you  that  I have  decided  to  go  to 
medical  school?”  The  answer  came 
from  me  without  careful  thought,  “1 
would  fall  quietly  into  this  swim- 
ming pool  and  drown  myself.”  The 


determination,  the  carefully  thought 
out  decision  was  now  made,  how- 
ever. The  application,  the  MedCAT, 
the  acceptance  in  the  freshman 
class  followed  in  smooth  and  ex- 
pected order.  So  it  was  that  he  again 
became  a freshman,  this  time  at  the 
Medical  College  of  Georgia. 

They  came  back  home  to  us  in 
the  early  summer  this  year.  The 
young  wife,  the  dachshund,  and  the 
“child”  now  grown  to  manhood. 
“How  was  it?”,  I said  with  that  de- 
gree of  inquisitiveness  born  of  love 
and  nurtured  by  that  ever-present 
craving  to  go  back  again,  to  re-live, 
perhaps  to  re-suffer,  that  now  al- 
most forgotten  part  of  our  lives  when 
anatomy  and  physiology  and  such 
disciplines  controlled  every  nook 
and  cranny  of  our  daily  existence. 
“It  took  a lot  of  work,  a lot  of  long 
nights,”  he  said. 

There  shall,  of  course,  be  other 
years  to  follow  this  first  one.  He  did 
well,  as  his  mother  and  I knew  he 
would.  Hanging  over  me,  however, 
clouding  the  happiness  and  the 
pride,  the  security  and  the  certainty 
of  my  days  was  that  imponderable 
question,  “Does  he  know,  does  she 
know,  really  know,  what  lies 
ahead?” 

I brought  down  from  the  shelf  in 
our  library  the  dusty  “day  book”  of 
my  grandfather.  I knew  of  him  from 
the  stories  of  my  own  father  who 
drove  the  horse  and  buggy  for  him. 
Knew  of  the  long  days.  The  long 
nights.  Knew  of  the  hours  sitting  at 
the  bedside  in  a house  far  down  a 
dusty  road  as  labor  pains  engulfed 
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his  patient.  I knew  in  particular  of 
the  monetary  return  for  that  labor 
of  his  own.  There  in  his  classical 
script,  not  passed  on  to  this  partic- 
ular progeny  of  his,  one  found  these 
entries: 

“January  24,  1896  — for  delivering 
twin  children,  $15 
October  17,  1896  — for  one  ob- 
stetrical case,  $10 
November  28,  1896  — for  one  visit 
attention,  $2 

January  28,  1896  — credit  by  one 
cow,  $10 

December  3,  1896  — credit  by 
wood,  $14 

October  22,  1896  — credit  by 
grapes,  $2 

April  24,  1896  — one  day’s  atten- 
tion, $2 

September  19,  1896  — credit  by 
corn,  $7.25 

January  6,  1898  — for  pulling  tooth, 
$1 

June  5,  1896  — Setting  one  broken 
arm,  $10 

July  31,  1897  — For  one  day’s  at- 
tention, $2” 


Here,  then,  was  recorded  the 
practice  of  medicine  as  it  was 
known  in  the  late  1890s.  What,  may 
we  ask  ourselves,  has  changed? 
Surely  we  have  advanced  techno- 
logically. We  now  transplant  every- 
thing we  have  — our  kidneys,  our 
eyes,  our  lungs,  our  bones  and 
joints,  even  our  hearts.  Have  we  not, 
we  must  ask  ourselves,  trans- 
planted the  pure  heart  of  our  cho- 
sen field?  Have  we  not  trans- 
planted, or  had  transplanted  for  us, 
those  values  which  made  us  a 
profession  and  not  a business. 

I kept  going  back  to  that  word 
“attention”  in  my  grandfather’s  day- 
book, for  it  seemed  to  dominate  the 
vocabulary  of  this  family  physician. 
What,  indeed,  did  he  mean?  Could 
it  possibly  by  saying  to  us  and  our 
generation  of  physicians,  to  our  son 
and  the  next  generation,  “Pay  first 
of  all  your  best  ‘attention’  to  your 


patient.  Not  to  the  size  of  your  prac- 
tice nor  the  affluence  or  social  pres- 
tige of  those  who  populate  it,  not 
to  the  grandeur  of  your  buggy  nor 
the  sheen  of  your  horse  — not  to 
the  gain  or  loss  on  your  securities.” 

Granted  persistence  of  those  vir- 
tues which  brought  them  to  this 
benchmark  in  their  lives,  this  med- 
ical student  and  the  young  wife,  the 
virtues  of  persistence  and  toil  not 
guaranteed  of  gain  or  return,  the 
tolerance  of  loneliness,  the  cer- 
tainty of  self-reliance.  Then  they 
shall  one  day  stand  on  the  thresh- 
old of  the  greatest  adventure,  on  the 
threshold  of  the  House  of  Medicine. 
The  first  of  many  questions  will  be 
put  to  the  young  graduate,  and  it 
simply  will  be  that  of  which  spe- 
cialty he  will  choose  in  which  to 
confine  their  lives  for  the  next  many 
years.  That  choice  upon  which  will 
balance  future  happiness  and  ful- 
fillment will  for  the  two  of  them  re- 
solve itself  into  two  clear  yet  diver- 
gent choices.  “Shall  1 spend  the 
years  ahead  of  me  gathering  the 
fruits  of  the  orchard  which  provide 
me  with  maximal  satisfaction  and 
interest  of  work  well  done  and  suf- 
fering best  relieved,  or  shall  1 choose 
that  field  of  endeavor,  that  spe- 
cialty, calculated  to  provide  the 
maximal  financial  gain  for  the  least 
effort  expended?”  To  the  shame  of 
us  all,  those  two  questions  will  en- 
ter his  mind,  and  hers,  as  1 must 
say  it  entered  the  minds  of  some  of 
us  comprising  the  practicing  phy- 
sicians of  today. 

This  young  man  shall  live  a far 
different  life  in  his  years  as  a doctor 
than  has  his  father,  and  the  dis- 
tance in  the  economical  and 
professional  independence  aspects 
of  his  life  from  his  great-grand- 
father, who  drove  the  horse  and 
buggy,  will  be  incomprehensible. 
His  future  will  be  filled  with  the  li- 
kes of  DRGs,  RBRVS,  PPOs,  HMOs, 
and  other  such  which  spell  out  the 
feeble  and  staggering  attempts  of 
those  of  us  who  proceeded  him  to 


care  for  the  sick,  the  maimed,  ai 
the  disabled  in  a manner  leadii 
to  pride  in  our  efforts,  often  our  or 
reward,  as  well  as  to  recognition 
our  contemporary  fellow  humai 
that  we  did  so  in  an  efficient  ar 
monetarily  responsible  manne, 
Have  we  been  in  any  way  succes 
ful  in  our  efforts  and  stayed  for  yl 
a while  the  encroachment  of  stra 
gling  governmental  conformity  upc 
the  natural  humanity  and  creativi; 
of  us  all?  1 must  argue  such  a poi' 
for  my  great-grandfather  who  1 b 
lieve  would  say  to  us  that  unle: 
“attention”  to  those  who  trust  thei 
health  and  their  lives  to  us  becomti . 
the  driving  force  in  our  profession 
lives  then  we  shall  surely  fail. 

Idid  not  of  course  fall  into  th 
swimming  pool  and  drown  m 
self  when  the  announcement  wi 
made  on  that  day  now  but  a reli 
in  the  memories  of  years  past.  I r, 
mained  proud  of  him,  and  certain 
of  the  brave  and  supportive  youFii 
wife,  although  at  the  same  tin! 
concerned  of  their  understandirj 
of  what  lies  ahead.  That  concei: 
aside,  I shall  say  to  the  tw^o  of  then 
“You  have  chosen  well.  i 

No  longer  shall  dullness  and  \ 
monotony  plague  your  Hues,  ‘ 
Yet  shall  change  and  every  . 
existant  mystery  be  your  ; 
mistress.  |i 

Come  join  us,  for  we  need  your  i 
help.  \ 

Bring  to  us,  to  our  profession, 
your  youth,  your  strength,  and  | 
your  courage.  ! 

Bring  to  us  your  wisdom  and  yof.‘| 
unshakeable  integrity.  ” | 

Perhaps  were  my  name  Williarji 
— and  that  of  my  great-grandfathq 
Shakespeare  — then  would  1 say  t j 
the  two  of  them,  ; 

“This  above  all:  to  thine  own  \ 
self  be  true,  ! 

And  it  must  follow  as  the  night 
the  day, 

Thou  cans’t  not  then  be  false  to  ' 
an\  man.  ” 
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POETRY  CORNER 

I 

i 
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FIRST  GRADE  TEACHER 

You  wiped  our  drippy  noses 
And  smiled  our  tears  away. 

You  understood  life’s  happiest  sounds 
Are  children  out  at  play. 

You  gave  the  most  of  knowledge 
Our  minds  could  comprehend. 

You  knew  the  first  step  forward  was 
The  best  one  at  the  end. 

You  shared  your  lunch  and  laughter, 

Or  needed,  stopped  to  scold. 

We  know  so  late  the  things  you  taught 
Were  more  than  books  could  hold. 

You  helped  draw  out  our  questions. 

Our  thoughts  through  hurried  days  — 

And  now  they  turn  again  to  you 
With  hearts  still  full  of  praisel 

MOUNTAIN  SCHOOL 

The  soul  of  a school  (like  man's)  is  a valley  draining 
Hills  of  thought,  the  ultimate  stream  a blend. 

The  uppermost  springs  of  joyous  minds  straining 

For  greater  joy,  rushing  to  their  end 

Past  cragged  disillusionments,  over 

Pebbled  obstacles,  turbulenced 

Through  crevices  and  bleak  ravines  to  cover 

This  part  of  placid  plains  mountains  have  fenced. 

The  ultimate  stream  is  slow  and  deep,  blending 
Murky  valleyed  water,  emotion-stained, 

Turmoiled  by  freshest  force  skies  are  sending 
By  way  of  rushing  springs  where  hopes  have  rained. 
They  come  as  fresh  as  manna  in  their  fall. 

One  need  but  see  the  valley 's  verdant  sod 
To  know  that  here,  the  ultimate  of  all. 

This  stream  shall  surely  rendezvous  with  God. 

JOHN  RANSOM  LEWIS,  M.D. 


Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia’s  Poet  Laureate, 
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PASSES  THE  ACID  TEST 


For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


has  the  right  answers 


Rapid  epigastric  pain  relief""' 
Fast  and  effective  ulcer  healing 


2,3,4 


*Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 


! 


NZ-2943-B-149347 


® 1991.  ELI  LILLY  AND  COMPANY 


AXID®  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  for  complete  prescribing  information. 
Indications  and  Usage:  1 . Active  duodena!  ulcer -\m  up  to  8 weeks  of  treatment.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  therapy-tot  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  h.s.  The  consequences  of  therapy  with  Axid  lot  longer  than  1 year 
are  not  known. 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  ciass  of  compounds  has  been  observed,  Hj-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 
H^-reccptor  antagonists. 

Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  pabents  with  moderate  to  severe  renal  insulticiency. 

3.  In  pabents  with  normal  renal  function  and  uncomplicated  hepatic  dystuncbon. 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests-False-positive  tests  lor  urobilinogen  with  Multistix*  may  occur 
during  therapy. 

Drug  Interactions -No  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system:  therelore,  drug  interactions  mediated  by 
inhibition  of  bepatic  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  tSO  mg  b.i.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis.  Impairment  ol  fertitity-k  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  times  the  recommended 
daily  therapeubc  dose)  showed  no  evidence  ol  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxynbc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplasbc  nodules  ol  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  ol  Axid 
(2,000  mg/kg/day  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ol  the  other  dose  groups.  The  rate  ol  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
ol  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  ol  mild  liver  injury  (transaminase  elevabons).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  ol  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  ol  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

I In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  tats,  doses  of  nizatidine 

up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
■ of  parental  animals  or  their  progeny. 

j Pregnancy-Teratogenic  Efiecis- Pregnancy  Category  C-Oral  reproduction  studies 

' in  tats  at  doses  up  to  300  bmes  the  human  dose  and  in  Dutch  Belted  rabbits  at 

doses  up  to  55  times  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
I teratogenic  effect  but  at  a dose  equivalent  to  300  times  the  human  dose,  treated  rabbits 

had  abortions,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  I fetus.  There  are, 

. however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 

' known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 

woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  /Wof/jers-Studies  in  lactating  women  have  shown  that  0.1%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  should  be 
made  whether  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
} of  the  drug  to  the  mother. 

Pediatric  t/se-Salety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Paf/en/s-Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
' abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 

nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Atlverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  t.900  nizatidine  patients  and  over  1.300  on  placebo,  sweating  (t%  vs  0.2%), 
I urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 

! more  common  with  nizatidine,  it  was  not  possible  to  determine  whether  a variety  of 

less  common  events  were  due  to  the  drug. 

/fepat/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 

I possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 

' there  was  marked  elevation  (>500  lU/L)  in  SGOT  or  SGPT  and,  in  a single  instance, 

SGPT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes  overa'I  and 
I elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 

differ  from  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
I cases  ol  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 

have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular -\o  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  AxiiJ  and  in  3 
untreated  subjects. 

C/VS-Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocrine-Clmcat  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely. 

Hema/o/ogrc- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  H,-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  whiie  taking  other  drugs.  Rare  cases  of  thrombocytopenic  purpura 
have  been  reported 

Integumental-Sv/eatmg  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -ks  with  other  Hj-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizatidine  administration  have  been  reported  Rare  episodes  ol  hypersensitivity 
reactons  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported, 

Of/ier-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
I Eosinophiiia,  lever,  and  nausea  related  to  nizatidine  have  been  reported. 

OverdOSage:  Overdoses  of  Axid  have  been  reported  rareiy.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  not  substantially  increase 
clearance  of  nizatidine  due  to  its  large  volume  of  distribution, 

I PV  2091  AMP 

II  [091190] 
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YOCONT 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-l6a-caf* 
boxyfic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Actioti:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  oraily.  ^ 3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  i ■3-'*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tabiet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  Nf 
53159-001-10. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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"This  computi 
system  is 
going  to  be 
my  iast." 

I 

“I  first  bought  a computer  system  four  years  a 
help  me  with  my  billing  and  insurance  paperwi 
I shopped  around. . . did  research.  I thought  I 
being  smart.  I got  a system  at  a bargain  price, 
believing  that  I could  still  get  decent  quality.  I 
was  nothing  but  problems.  No  on-site  hardwa 
maintenance,  no  software  support,  no  updates 
and  now,  the  company  is  going  out  of  business 

“That’s  why  this  computer  system  is  going  to 
my  last.  This  time  I’m  going  to  get  real  suppoi 
from  a well-established  company. . . one  with  t 
ven  system,  thorough  training,  quality  suppon 
a commitment  to  customers.  I’m  going  to  inw 
IBM  hardware  with  local  service.  This  time,  V 
going  with  Elcomp.’’ 


m£ 


Make  thjs  computer  system  your  last  — schedule  a no-charge,  comprehensive 
practice  evaluation  with  your  local  Elcomp  Sales  Consultant. 


□ Yes!  Call  me  to  schedule  a no-charge,  eomprehensive  practice  evaluation. 

□ Yes!  I’m  gathering  information  to  make  the  right  decision. . . please  send  me 

information  on  Elcomp  and  the  Flexible  Package.'’’^  I need  to  make  a decision  in: 
1-3  months 4-12  months 12+ months 


Practice  name 

Address 

City,  State,  Zip 

Phone Specialty 

Person  to  contact # of  Physicians 

Existing  system:  Manual Billing  service Computer 


n 


ElUETIF' 


Elcomp  Systems,  Inc. 

Foster  Plaza  VI 
681  Andersen  Dr. 
Pittsburgh,  PA  15220 

412/937-0690 

800/441-8386 
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EDITORIAL 


The  Data  Bank:  Why  It  Should  Be  Abolished 

Miguel  A.  Faria,  Jr.,  M.D. 


N 1986,  Congress  enacted  the  Na- 
tional Health  Care  Quality  Im- 
ovement  Act  which  established 
e National  Practitioners  Data 
ink.  The  Data  Bank  was  supposed 
keep  track  of  physicians  guilty  of 
ofessional  misconduct.  Purport- 
lly,  it  would  improve  health  care 
id  promote  peer  review  activities.' 
lie  Data  Bank  became  operational 
1 September  1,  1990.  Since  that 
ne,  it  has  filed  more  than  12,000 
eces  of  information  which  there 
ive  been  over  300,000  requests  for 
jformation.^ 

■As  a Georgia  physician  (neuro- 
irgeon),  1 believe  the  Data  Bank 
liould  be  abolished  for  the  follow- 
g reasons: 

(1)  The  Data  Bank  is  discrimi- 
itory.  The  medical  profession  to- 
jiy  is  the  most  scrutinized  and  reg- 
iated  profession  in  America.'^'®  No 
her  profession  is  subjected  to 
jich  mandated  blacklisting.  We 
;iar  of  misadventures  in  the  legal 
iofession,  unethical  conduct  by 
|)liticians,  businessmen,  contrac- 
rs.  Yet  there  is  no  movement  that 
joposes  the  establishment  of  a 
iita  bank  to  keep  tabs  on  them. 
Hots,  who  are  listed  in  their  own 
ita  bank,  are  suing  because  of  the 
oblem  of  gap  in  confidentiality.® 
Moreover,  the  Data  Bank  is  dis- 
iminatory  within  the  profession 
self  because  specialties  such  as 
"rthopedics.  General  Surgery,  Neu- 
iSurgery,  and  OB-Gyn  are  dispro- 
)rtionately  affected  because  of  the 


• In  lieu  of  the  Data 
Bank,  we  should 
encourage  the 
Federation  of  State 
Boards  to  promote 
sharing  of  information 
between  state  licensing 
boards  throughout  the 
nation.  ^ 

high-risk  nature  of  these  special- 
ties. 

(2)  The  Data  Bank  violates  the 
civil  rights  of  physicians.  We  have 
very  little  recourse  to  redress  our 
grievances.  The  Data  Bank  cannot 
guarantee  that  the  information  ob- 
tained will  be  used  for  its  intended 
purpose  or  that  such  information 
will  remain  confidential.  Since  all 
50  states  have  freedom  of  infor- 
mation acts,  there  is  a potential  for 
erroneous  release  of  information 
which  may  result  in  deleterious  ef- 
fects upon  the  personal  life  and 
professional  activities  of  a physi- 
cian. In  fact,  this  has  already  hap- 
pened.® 


Dr.  Faria  practices  neurosurgery.  He  is  Clinical  As- 
sociate Professor  of  Surgery  (Neurosurgery)  at  Mer- 
cer University  School  of  Medicine,  Macon;  Alter- 
nate Delegate  to  the  MAG  House  of  Delegates  from 
Bibb  County;  and  former  Chief  of  Staff,  1989,  HCA 
Coliseum  Medical  Center,  Macon. 

Send  reprint  requests  to  him  at  310  Hospital  Dr., 
Suite  315,  Macon,  GA  31201. 


The  Data  Bank  as  it  functions  to- 
day is  a violation  of  the  constitu- 
tionally guaranteed  due  process  of 
law  for  physicians.  Disputed  or  in- 
accurate information  can  result  in 
a permanent  blot  on  the  physician’s 
reputation  in  an  otherwise  unblem- 
ished caring  career.  The  Data  Bank 
is  government-mandated  national 
blacklisting  of  physicians. 

(3)  The  Data  Bank  will  not  im- 
prove health  care  nor  will  it  en- 
courage peer  review.  Physicians  will 
be  reluctant  to  participate  in  peer 
review,  since  their  activities  may  re- 
sult in  the  irretrievable  loss  of  a col- 
league’s reputation  and  perhaps 
even  his  or  her  livelihood. 

(4)  The  Data  Bank  is  inherently 
unfair  for  two  reasons:  First,  mal- 
occurrences  prior  to  its  implemen- 
tation (even  years  before)  are  re- 
portable. Second,  some  physicians 
are  exempted  such  as  those  in  VAH 
hospitals  because  the  VA  chose  not 
to  participate.' 

(5)  The  Data  Bank  will  be  detri- 
mental to  our  patients.  It  will  ag- 
gravate the  adversarial  climate  in 
which  we  already  practice  medi- 
cine. It  will  encourage  even  more 
defensive  medicine,  subjecting  our 
patients  to  unnecessary  tests,  thus 
resulting  in  even  higher  costs.  When 
querying  the  Data  Bank,  hospital 
administrators  do  not  get  the  infor- 
mation they  need,''  and  often  the 
information  that  they  do  get  is  ir- 
relevant. Yet,  plaintiff’s  attorneys 
can  query  the  Data  Bank  if  they  can 


STEMBER  1991,  Vol.  80 

i 


477 


prove  that  the  hospital  has  not  com- 
plied with  this  actd 

Recently,  1 attended  a medical 
staff  meeting  on  the  Data 
Bank.  In  that  seminar,  it  was  sug- 
gested that  the  Data  Bank  may  “go 
away  on  its  own  because  of  the 
problem  of  logistics  and  expense. 
This  is  not  the  case.  Representative 
Ron  Wyden,  D-Oregon,  who  intro- 
duced the  Health  Care  Quality  Im- 
provement Act  of  1986,  is  already 
working  with  the  support  of  none 
other  than  Inspector  General  Kus- 
serow  to  expand  the  activities  of  the 
Data  Bank.  If  enacted,  this  expan- 
sion may  include  Medicare  and 
Medicaid  provisions.*  The  possibil- 
ity of  Medicare  sanctions  being  in- 
jected into  the  Data  Bank  would  be 
a disaster,  given  the  number  of  er- 
rors committed  by  Medicare  bu- 
reaucrats in  our  own  state,  and  given 
that  the  information  in  the  Data  Bank 
is  irrevocable  and  permanent.'’ 

The  AMA  has  proposed  changes 
for  the  Data  Bank.  Unfortunately, 
these  proposals  are  not  sufficient 
to  alleviate  the  potential  damage  to 
physicians.  For  example,  a $30,000 
ceiling  below  which  a malpractice 
settlement  or  judgment  would  not 
be  reported.  1 know  of  no  neuro- 
surgical case  that  could  be  settled 
for  this  amount,  regardless  of  how 
trivial  the  claim.  Another  AMA  pro- 
posal is  that  of  purging  the  Data 
Bank  files  every  5 years  except  for 
license  revocation.  Unfortunately, 
this  proposal  is  not  forthcoming,  as 
the  government  is  not  budging  on 
this  issue. 
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In  fact,  the  onslaught  continues. 
On  May  16,  1991,  The  Atlanta  Jour- 
nal reported  that  Public  Citizen 
Health  Research  Group*,  an  orga- 
nization headed  by  Dr.  Sidney  Wolfe 
and  founded  by  Ralph  Nader,  es- 
tablished “that  only  a small  number 
of  doctors  are  being  disciplined 
. . . compared  to  the  150,000- 
300,000  Americans  who  are  injured 
or  killed  each  year  in  hospitals  alone 
as  a result  of  medical  negligence.” 
Among  other  things,  this  group  is 
also  advocating  consumer  access 
to  the  Data  Bank  purportedly  to  de- 
termine “how  often  a doctor  is  sued 
for  malpractice.”  This  is  absurd. 
They  want  access  to  all  privileged 
information  on  file.  Unless  we  phy- 
sicians stand  up  and  fight  for  our 
rights,  we  will  see  the  usurpation 
of  whatever  remains  of  our  consti- 
tutional due  process. 

Yet,  interestingly.  The  Macon  Tel- 
egraph on  May  26,  1991,  reported, 
“the  State  Bar  of  Georgia  officials 
say  lawyers  need  some  confiden- 
tiality to  protect  them  against  friv- 


*This group  has  already  published  a list  of  doctors 
Scinctioned  in  40  states  including  Georgia.  The  list 
for  1990  is  available  for  $10. 


olous  complaints  that  could  damj 
age  their  reputations  irretrievably.’! 
Apparently,  they  do  not  like  the  taste- 
of  their  own  medicine.  Yet,  mamj 
attorneys  are  members  of  the  parh' 
forcing  the  injurious  medicamen| 
down  our  throats. 

1 would  support  a simpler,  fairer 
and  perhaps  even  more  cost  ef) 
fective  solution:  encourage  the  Fed ; 
eration  of  State  Boards  to  promotcii 
sharing  of  information  between  statei 
licensing  boards  throughout  the  na| 
tion  as  suggested  by  Dr.  Jaffe.'  if 
necessary,  this  provision  may  bdi 
mandated  by  Congress.  Likewisej, 
hospitals  may  be  mandated  to  quer^| 
the  state  boards  when  credentialing 
new  physicians  or  when  recredenl 
tialing  their  staff.  I 

1 believe  MAG  should  take  thfl 
lead  and  strongly  urge  the  AMA  tc| 
push  for  abolition  of  the  Data  Banlj 
while  preserving  quality  health  carf 
in  Georgia. 
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Controlling  Violence:  A Retail  Approach 

Alfred  A.  Messer,  M.D. 


Listen  to  a California  highway 
patrolman  after  a rash  of  free- 
way shootings:  “It  used  to  be  that 
people  were  satisfied  to  yell  ob- 
scenities or  make  obscene  gestures 
at  a driver  who  frustrated  them. 
Nowadays,  they  take  out  a pistol  or 
shotgun  and  blast  away.” 

Why  are  the  obscenities  no  longer 
satisfying?  Why  the  escalation  from 
words  to  physical  violence?  Be- 
cause the  widespread  and  indis- 
criminate use  of  profanity  has 
robbed  these  words  of  their  force. 
Words  have  power  and  profane  or 
dirty  words  have  special  power:  they 
can  substitute  for  violence. 

At  Fulton  County  Stadium,  1 heard 
a spectator,  displeased  with  an  um- 
pire’s call  scream  a lurid  street  ob- 
scenity. What  does  objection  to  a 
called  third  strike  have  to  do  with 
the  ancient  prohibition  against  in- 
cest? What  would  the  man  do  if  he 
were  waiting  in  a post  office  line 
and  someone  inadvertently  stepped 
ahead  of  him? 

If  we  reclassify  “dirty”  words  as 
profane,  we  begin  to  control 
expression  of  violence  and  inap- 
propriate impulse.  We  become  a 
safer  society. 

The  Power  of  Profanity 

Profane  words  have  special 
power  for  two  reasons:  A child  hears 
the  terms  during  his  or  her  early 
years  and  does  not  realize  what  they 
mean.  But  when  the  words  are  re- 


Words  have  power, 
and  profane  or  dirty 
words  have  special 
power:  they  can 
substitute  for 
violence.  J 

peated  at  home  or  at  school  — as 
part  of  normal  experimentation  with 
language  — they  evoke  shock  and 
rage  in  the  elders. 

Later,  the  child  relates  these  terms 
to  specific  prohibitions  that  arise 
during  growth  and  development. 
Examine  any  roster  of  dirty  words 
and  they  are  directly  related  to  key 
points  of  discipline:  prohibitions 
against  excessive  orality  (eating  and 
sucking);  learning  bowel  control; 
inhibition  of  sexual  curiosity;  and 
rebellion  against  authority,  includ- 
ing diety.  (In  acceptable  slang,  “gee 
whiz”  was  shorthand  for  “Jesus,” 
“cripes”  for  “Christ”  and  World  War 
11  servicemen  lamented  about 
“snafu.”) 

The  child  naturally  rebels  against 
these  interferences  with  his  pleas- 
ures, and  the  limits  are  always 
tested.  One  way  to  achieve  a sense 
of  mastery  over  authority  is  to  utter 


Dr.  Messer  practices  psychiatry  and  psychoanaly- 
sis. His  address  is  3332  Valley  Rd.,  Atlanta,  GA 
30305. 


an  obscene  word.  Instead  of  vio- 
lating the  prohibition,  and  facing 
loss  of  love  or  punishment,  there  is 
relief  of  tension  by  using  a word 
that  symbolizes  the  forbidden  act. 

We  can  summarize  four  impor- 
tant clinical  functions  of  profanity: 

\.As  a Catharsis.  What  is  the  first 
word  out  of  your  mouth  when  you 
discover  you’ve  locked  your  keys  in 
the  car?  What  does  the  salesman 
mutter  after  a customer  calls  and 
cancels  an  order  because  his  (the 
customer’s)  son  is  going  into  that 
business? 

The  legendary  master  of  cursing 
is  the  gunnery  sergeant.  All  day  long 
he  has  to  instruct  raw,  occasionally 
bumbling,  recruits.  In  his  frustra- 
tion with  authority  on  the  one  hand, 
and  his  sense  of  discouragement 
with  new  recruits  on  the  other,  he 
finds  relief  in  using  profanity.  (Kate 
Millet,  one  of  the  founders  of  the 
feminist  movement,  was  always 
heralded  as  “cursing  like  an  artil- 
lery sergeant.”) 

2.  A Safe  Defiance.  Widespread 
and  indiscriminate  use  of  profane 
language  erupted  as  part  of  the 
1960s  Vietnam  War  protests.  Re- 
member the  placards  held  aloft  pro- 
claiming, “F.  . . Nixon”  and  “To  hell 
with  Mumper”  (Hubert  Humphrey). 
These  phrases  were  shouted  aloud 
as  well. 

The  image  of  protesters  jousting 
verbally  with  a speaker  who  scolds 
them  is  a replication  of  the  child 
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creating  havoc  by  using  four-letter 
words  at  home.  There  was  distress 
at  the  political  rallies,  but  words 
could  substitute  for  outright  vio- 
lence, as  well  as  expressing  differ- 
ences in  generational  values. 

3.  The  Alerting  Function.  Use  of 
profanity  in  public  suggests  soci- 
ety’s ethical  boundaries  are  being 
breached  and  should  so  alert  the 
hearers. 

In  the  1,200-pages  of  Watergate 
testimony,  when  Nixon  and  his  men 
were  talking  about  bypassing  cer- 
tain prohibitions  or  unacceptable 
impulses  — everything  from  paying 
hush  money  to  granting  clemency 
to  convicted  conspirators  — the 
conversations  were  laced  with  pro- 
fanities that  were  noted  as  “exple- 
tive deleted”  in  the  text.  Had  the 

inappropriate  cursing  alerted  the 
President  and  his  advisers  that  they 
were  breaking  the  law,  there  might 
never  have  been  a Watergate;  their 
own  inner  inhibitions  might  have 
held  sway. 

4.  Verbal  Dueling.  In  some  cul- 
tures, verbal  dueling  substitutes  di- 
rectly for  fisticuffs.  Among  Turkish 
boys  aged  10-14,  there  is  a tradi- 
tional form  of  ritual  insult  exchange 
which  depends  upon  an  individu- 
al’s skill  in  remembering  and  se- 
lecting appropriate  retorts  to  pro- 
vocative insults.  According  to  this 
ritual,  young  boys  defend  and  as- 
sert their  masculine  standing  and 
power  in  the  peer  group  by  pro- 
claiming that  their  phallus  threat- 
ens the  anus  of  any  rival  who  chal- 
lenges them.  Adolescent  aggression 

is  discharged  without  physic 
harm. 

A s we  reclassify  “dirty”  wore 
as  obscene  once  again,  v 
reduce  the  expression  of  violenc 
and  inappropriate  impulse.  We  pr 
vide  healthier  outlets  for  blowir 
off  steam  during  moments  of  fru 
tration,  and  we  diminish  unethic 
behavior. 

A recent  City  Council  ordinanc 
in  Quincy,  Massachusetts,  state 
“No  person  shall  accost  or  anne 
persons  or  disturb  the  peace  or  Ic 
ter  or  address  another  person  wil 
profane  or  obscene  language.”  V 
olators  are  subject  to  a $100  fini 
Perhaps  the  ordinance  is  excessiv 
but  the  concept  has  merit.  We  nee 
all  the  help  we  can  get. 
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Figure  2 


Figure  1 


Clinical  history:  This  is  a 

26-year-old  male  with  back 
pain  and  right  lower  extremity 
radiation. 

Findings:  This  is  an 

example  of  a normal  study  on 
a young  adult.  COMMENT:  MRI 
is  the  screening  test  of  first 
choice  for  suspected  disorders 
of  the  lumbar  spine.  Notiee  the 
clear  depiction  of  the  normal 
L5-S1  dise  (figure  1,  crossed 
arrow).  The  discs  of  this 
patient  exhibit  high  signal 
intensity  reflecting  normal 
hydration  and  none  of  the  discs 
are  narrowed.  None  of  the  discs 
indent  the  thecal  sac  which  is 
of  intermediate  signal  intensity 
and  appears  as  the  gray  band 


in  the  center  of  the  image.  The 
vertebral  bodies  are 
homogeneous  and  free  of 
destructive  lesions.  The  conus 
medullaris  (arrow)  is  normal. 
This  sagittal  image 
demonstrates  the  advantages 
of  MRI  over  other  screening 
modalities.  Routine  CT 
scanning  will  not  display  the 
conus  medullaris,  lesions  of 
which  may  masquerade  as 
disc  herniation.  The  general 
area  of  coverage  is  superior 
with  MRI.  Disc  detail  is  much 
better  displayed  with  MRI. 

The  cixial  image  at  L5-S1 
(figure  2)  exhibits  delineation 
of  intraspinal  detail  far 
superior  to  that  of  CT.  The 
right  SI  nerve  root  is  clearly 


displayed  (arrow)  surrounded 
by  normal  perineural  fat  which 
is  the  bright  high  intensity 
material  in  the  periphery  of  the 
spinal  canal.  State-of-the-art 
MR  images  clearly  display  the 
bony  anatomy  of  the  lumbar 
spine  including  the  facet  joints 
(crossed  arrow).  Degenerative 
diseases  and  bony  neoplasm 
are  routinely  detectable. 

MRI  involves  no  ionizing 
radiation  and  no  intrathecal 
contrast  material  is  needed.  It 
is  a patient-friendly  outpatient 
examination  well  suited  for 
screening  purposes. 
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Health  Images  facilities  operate  their  MRI  systems  with  all  available  upgrades  including  contiguous  thin  slices,  high  resolution 
head  and  body  coils,  state  of  the  art  surface  coils,  and  cardiac  gating. 


Health  Images  facilities  are  a community 
resource  available  to  all  area  physicians. 
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THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUSTEST PROGRAM 

$1 0,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  required  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army.  The  1991  National 
Defense  Authorization  Act  directed  that  the  test  continue. 

The  Bonus  Test  Program  is  offered  to  physicians  in  the  following  specialties: 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one  | 

of  the  above  specialties. 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989.  ! 

BONUS  AMOUNTS:  The  test  offers  $10,000  bonus  for  each  year  of  affiliation  with  the 
Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must  choose  1 , 
2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually  at  the 

beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the  | 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM  ! 

PLEASE  CONTACT:  | 

U.S.  ARMY  RESERVE  HEALTH  CARE  TEAM 
Building  710,  First  Floor,  Fort  Gillem,  Forest  Park,  GA  30050 

OR  CALL  COLLECT:  (404)  362-3374  or  5646 


MAG  Slays  the  Dragon:  The  Saga  of 
Healthcare  CCMPARE 


Joseph  P.  Bailey,  Jr.,  M.D.,  Cam  Taylor,  M.S.W. 


‘‘OPERATION  DOCTOR  STORM  SUCCEEDS!”  headlines  the  poster  presented  to 
Dr.  Joe  Bailey  by  MAG’s  Executive  Director,  Mr.  Paul  Shanor,  commemorating  the 
cancellation  of  Healthcare  COMPARE’S  contract  in  Georgia.  Dr.  Bailey  spear- 
headed MAG’s  efforts  that  led  to  that  victory.  The  poster  was  presented  at  MAG’s 
House  of  Delegates  in  Savannah  last  Spring  at  which  Dr.  Bill  Collins  (center) 
presided  as  President. 


ON  JANUARY  1,  1989,  the  Health 
Care  Financing  Administra- 
tion (HCFA),  of  the  U.S.  Department 
of  Health  and  Human  Services 
(HHS) , initiated  an  experiment  cen- 
tering on  the  use  of  a private,  for- 
profit  company  for  Part  B review  of 
physicians’  services.  The  company 
was  Healthcare  COMPARE  (HCC), 
out  of  Downers  Grove,  Illinois.  Also 
as  part  of  this  experiment,  the  car- 
I rier  for  Medicare  in  Georgia  was 
I changed  from  the  Prudential  Insur- 
I ance  Company  to  AEtna.  What  fol- 
lowed will  go  down  in  the  history 
of  medical  care  delivery  in  Georgia 
as  one  of  the  most  massive  bu- 
reaucratic foul-ups  resulting  in 
untold  financial  losses,  not  to  men- 
1 tion  emotional  stresses,  on  physi- 
cians and  patients  throughout  the 
state. 

MAG  was  a major  force  in  the 
events  which  ultimately  led  to  slay- 
ing the  dragon  of  Healthcare  COM- 
PARE. As  of  September  30,  1991, 
Healthcare  Compare’s  contract  with 
HCFA  will  be  terminated.  In  this  ar- 
ticle, we  endeavor  to  chronicle  the 
events  that  took  place  as  a matter 
of  record. 


One  of  the  first  things  HCC,  a 
company  with  little  experi- 
ence in  outpatient  services  of  the 
elderly,  did  was  to  issue  new  guide- 
lines for  utilization  review  — with- 
out physician  input  or  even  physi- 
cian knowledge.  The  guidelines 
limited  comprehensive  evaluations 
to  once  in  a patient’s  lifetime. 
Thwarting  state  law  (with  the  ap- 
proval of  HCFA),  which  requires 
visits  to  skilled  care  nursing  homes 


at  least  once  a month,  HCC  devel- 
oped guidelines  for  less  frequent 
visits. 

In  the  meantime,  AEtna  had 
moved  its  headquarters  for  the 
Georgia  program  from  Atlanta  to  Sa- 


Dr.  Bailey,  a rheumalogist  in  Augusta  and  Past 
President  of  MAG,  spearheaded  MAG’s  protracted 
fight  against  AEtna  and  Healthcare  COMPARE;  Ms. 
Taylor,  MAG’s  Director  of  Medical  Practice,  also 
contributed  substantially  to  MAG’s  success. 
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After  more  than  2 
years  of  an  ignoble 
experiment, 

Healthcare 
COMPARE  will  leave 
Georgia  at  the  end  of 
this  month  when  the 
Health  Care  Financing 
Administration 
terminates  the  contract. 


vannah  and  hired  new  inexperi- 
enced employees.  By  the  spring  of 
1989,  there  were  over  800,000  un- 
processed claims  in  AEtna’s  Savan- 
nah office.  HCFA  and  AEtna  justi- 
fied many  of  their  actions  by 
accusing  physicians  in  Georgia  of 
having  performed  excessive  num- 
bers of  comprehensive  evaluations. 
This  was  subsequently  disproven 
by  both  the  General  Accounting  Of- 
fice and  the  Inspector  General’s  of- 
fice after  MAG  demanded  both  of- 
fices examine  the  outrageous 
claims. 

The  Medical  Association  of  Geor- 
gia became  involved  in  a major  way 
— devoting  much  of  its  resources 
to  correcting  this  situation.  This  led 
to  a 2 V2  year-effort  in  a quest  for 
just  and  reasonable  treatment  of 
Medicare  patients  and  their  physi- 
cians. Several  meetings  were  ini- 
tially held  with  Louis  B.  Hayes,  Act- 
ing Administrator  of  HCEA,  Ms. 
Barbara  Cagle,  Operations  Chief  of 
HCFA,  and  H.H.S.  Secretary  Louis 
Sullivan,  M.D. 

Perhaps  the  most  pivotal  event 
was  a hearing  of  the  Georgia 
Congressional  Delegation  in  Wash- 
ington, D.C.,  with  Louis  Hayes. 
Congressman  J.  Roy  Rowland  was 
a major  force  in  supporting  the  peo- 
ple of  Georgia.  Others  who  spear- 
headed congressional  pressure  in- 


cluded Congressman  Lindsey 
Thomas,  Congressman  Richard  Ray, 
and  Senator  Sam  Nunn.  In  fact,  the 
entire  Georgia  Congressional  Del- 
egation came  to  the  fore  and  dem- 
onstrated real  and  substantive  help. 
These  included:  Senator  Wyche 
Fowler,  and  Congressmen  Charles 
Hatcher,  Ben  Jones,  John  Lewis, 
Newt  Gingrich,  George  “Buddy” 
Darden,  Ed  Jenkins,  and  Douglas 
Barnard,  Jr. 

As  a result  of  this  hearing, 
monthly  meetings  were  held  in 
Georgia  between  AEtna,  Health- 
Care  COMPARE,  HCFA,  and  MAG. 
Subsequently,  the  American  Soci- 
ety of  Internal  Medicine,  the  Amer- 
ican College  of  Physicians,  the 
Georgia  Academy  of  Family  Physi- 
cians, and  the  Georgia  Medical 
Group  Managers  Association  also 
attended  these  monthly  meetings  in 
an  effort  to  improve  communica- 
tion and  correct  administrative 
problems. 

The  American  Medical  Associa- 
tion responded  with  help  from  their 
legal  section  under  the  direction  of 
Kirk  Johnson,  their  legislative  sec- 
tion with  Rich  Deem  in  Washing- 
ton, and  Janet  Horan.  Dr.  John  Ring 
and  Dr.  James  Todd  as  well  as  the 
members  of  the  Board  of  Directors 
also  assisted  in  these  efforts. 

Another  important  event  was  the 
convening  of  U.S.  Congress- 
man Henry  Waxman’s  Subcommit- 
tee on  Health  and  Environment  in 
Atlanta.  Testimony  was  presented 
to  this  committee  about  the  Medi- 
care crisis.  Further  testimony  was 
given  in  Atlanta  at  the  Advisory 
Council  on  Social  Security  Hear- 
ings. Four  regional  congressional 
hearings  in  Georgia  were  eventually 
held,  with  public  testimony  over- 
whelmingly against  the  Medicare 
program  in  Georgia.  In  each  meet- 
ing, the  focus  of  dissatisfaction  was 
HCC.  Repeatedly,  it  was  requested 
that  the  contract  with  this  agency 
not  be  renewed. 


In  the  spring  of  1990,  MA 
charged  AEtna  with  erroneous  pri 
ing  profiles.  AEtna  responded  th 
Georgia  physicians  had  overprice 
certain  procedures  and  demande,, 
that  they  repay  over  $2.1  million  th 
they  had  been  overpaid.  Throuc 
MAG’s  efforts,  and  using  inform 
tion  provided  by  MAG  and  the  Gecn 
gia  Society  of  Ophthalmology 
Georgia  physicians  were  unan 
mously  found  innocent  by  HCFy 
paid  hearing  officers  and  AEtn. 
HCC,  and  HCFA  were  found  to  t 
wrong.  HCFA  repaid  the  physician 
all  the  money  they  had  wrongj 
confiscated. 

Another  issue  had  to  do  with  pa 
ment  for  laboratory  procedures.  i 
one  point,  AEtna  imposed  a 20' 
reduction  rather  than  the  2%  r 
quired  by  law.  Subsequently,  th; 
error  was  corrected  and  repaymei 
of  the  deficit  was  made  as  d 
manded  by  MAG. 

One  of  the  central  theme 
throughout  this  period  was  the  go: 


Combating  the  effects  : 
of  Healthcare 
COMPARE  has 
involved  at  least  six 
congressional  hearings  | 
in  the  state  including  a 
major  hearing  with 
U.S.  Congressman 
Henry  Waxman,  AMA 
resolutions  and  actions 
within  at  least  two 
annual  meetings,  and 
numerous  negotiations 
with  AEtna  and  HCFA 
regional  and 
Washington  offices. 
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?rnment’s  increasing  demand  for 
nore  documentation  for  the  serv- 
ces  provided  to  defend  the  medical 
lecessity  for  the  services,  etc.  On 
he  surface,  these  sounded  like 
audable  tenets.  However,  since 
engthy  documentation  became  the 
ule,  and  since  downcoding  ap- 
reared  to  occur  regardless  of 
vhether  the  paperwork  was  pro- 
dded, it  became  obvious  that  cut- 
ing  costs  was  the  overriding  factor 
0 HCFA. 

This  fight  to  sustain  the  position 
of  the  physician  in  the  care  of 
patients  has  been  of  value  and  has 
esulted  in  several  significant 
:hanges:  first  and  foremost  is  the 
ermination  of  the  HOC  contract; 
second,  is  the  reasonable  interpre- 
ation  of  policy  with  regard  to  bill- 
ng  for  cross-coverage  that  was  a 
•esult  of  Congressman  J.  Roy  Row- 
and’s  “anti-hassle”  bill  passed  in 
1990;  and  third,  the  strengthened 


role  and  voice  of  the  Medical  As- 
sociation of  Georgia  in  all  Part  B 
Medicare  affairs. 

This  experience  has  also  taught 
us  several  lessons.  One  is  that  phy- 
sicians in  Georgia  perform  similarly 
to  those  in  the  remainder  of  our 
country.  Another  is  that  in  order  to 
influence  such  large  government 
programs  as  Medicare,  physicians 
must  speak  through  the  single  voice 
offered  by  their  state  and  national 
medical  associations.  We  have  seen 
the  value  of  our  cooperative  efforts 
with  specialty  organizations  as  well. 
The  combined  efforts  of  the  Amer- 
ican College  of  Physicians,  the 
American  Society  of  Internal  Med- 
icine, the  Georgia  Academy  of  Fam- 
ily Physicians,  and  MAG  were  ex- 
tremely effective.  Still  another 
lesson  was  that  our  patients  are  a 
highly  effective  force  when  dealing 
with  government.  Thousands  of  pa- 
tients’ calls  and  letters  convinced 
many  congressmen  that  this  was  not 


just  a doctor  issue. 

Our  work  doesn’t  end  here.  The 
advent  of  RBRVS  is  upon  us.  With 
it  will  come  an  immediate  need  for 
education  of  our  members  about 
the  new  rules  and  major  efforts  di- 
rected at  compliance  and  alteration 
of  these  rules  when  and  where  pos- 
sible. This  will  be  an  even  greater 
battle  than  what  we  have  already 
faced. 

There  is  always  a group  of  people 
who  go  unsung  and  represent  the 
driving  force  in  many  medical  is- 
sues in  our  state.  At  the  Medical 
Association  of  Georgia,  that  force 
is  a highly  educated,  hardworking, 
and  loyal  staff.  Without  their  sup- 
port, much  of  this  favorable  change 
regarding  HCC  would  never  have 
occurred. 

Finally,  and  with  reference  to  the 
generic  negative  influence  of 
this  world:  Non-Teum  Illigitimos 
Carborundum. 
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Arthritis. 

Now  thenes  a place 
that  treats  it 
in  a very  special  way. 


^ARTHRITISCARE 

^CENTER’" 

DeKalb  Medical  Cetrter 

501  -ARTH 

2701  North  Decatur  Rd.,  Decatur,  GA  30033 


programs  and  ensurt'  that  they 
reflect  current  knowledge 
about  arthritis 
treatment 
Furthermore, 
each  staff  profes- 
sional— nurses, 
therapists  and 
educators — is 
specially  trained 
in  rheumatic 
diseases  and 
works  exclusively  in  the  center. 


Inpatient  and 
outpatient  treatment. 


In  addition  to  the  center’s 
outpatient  programs,  it  is  a 
tremendously  comforting 
place  to  be  when  you  need 
in-hospital  medicd  or  surgi- 
cal treatment. 

The  center  maintains  spe- 
cially equipped  patient  rooms 
for  the  treatment  and  comfort 
of  people  with  arthritis.  Tdie 
nursing  staff  is  sensitive  to  the 
special  care  you  require. 


To  begin  your 
program,  call 
(404)  501 -ARTH 


Ask  your  physician  about 
the  ArthritisCare  Center  or 
call  501-2784  for  more  infor- 
mation. Get  the  comprehensive 
treatment  you  need  to  live  the 
best  quality  of  life  possible 
with  arthritis. 


Arthritis. 

We  treat  it  seriously. 


Through  quality, 
comprehensive 
treatment,  the 
progression  of  arthritis 
may  be  slowed. 

With  the  right  treatment 
arthritis  pain  can  be  mini- 
mized. And  you  can  learn  to 
live  a better  life  with  the  pain 
you  do  have. 

But  getting  all  the  treat- 
ment support  you  need,  when 
and  where  you  need  it  can  be 
difficult  You  go  one  place  for 
medical  treatment  some 
where  else  for  physical  and  oc- 
cupational therapy,  yet  another 
place  for  counseling,  educa- 
tion and  pain  management 
And  with  arthritis,  that’s  more 
than  inconvenient..it  can  be 
unnecessarily  painful. 

A full  range  of 

proven  treatment 
services  in 
one  location. 

DeKalb  Medical  Center 

has  made  special  efforts  to  care 
for  people  with  arthritis 


The  ArthritisCare 
Center  at  DeKalb 
Medical  Center  brings 
together  all  the  latest 
on  arthritis  treatment 
to  give  you  a total 
program... for 
total  living. 


If  you’re  one  of  40  million 
Americans  with  arthritis,  you 
are  painfully  aware  that  there  is 
no  cure  for  the  disease. 

But  there  is  hope.  And  help. 

At  DeKalb  Medical  Cen- 
ter’s ArthritisCare  Center. 


With  a specially  designed 
and  specially  staffed  center 
that  offers: 

• Education  and  counseling. 
You  and  your  family  will  get  a 
new  understanding  of  arthritis 
and  how  it  affects  your  lives. 

• Pain  management.  Learn  to 
control  and  minimize  your  pain. 


• Physical  and  occupational 
therapy.  Learn  how  to  live  well 
-and  work  well-with  arthritis. 

• Medical  treatment.  Experi- 
enced rheumatologists  super- 
vise your  treatment  and  offer 
the  latest  in  medical  procedures 
and  drug  therapy. 

• Surgical  treatment.  Should 
you  need  it  the  center  provides 
surgical  treatment  that  is  sen- 
sitive to  your  special  care  needs 
both  during  and  following 
surgery. 


Staffed  by  specialists. 


The  center  is  directed  by 
experienced  physicians 
who  oversee  treatment 


i The  Use  of  Long-acting  Drugs  in 
I the  Treatment  of  Rheumatoid 

Arthritis 


The  introduction  of  parenteral 
gold  for  the  treatment  of  rheu- 
matoid arthritis  in  the  early  1930s 
by  Forestier'  gave  rise  to  the  con- 
cept of  disease-modifying  drugs  for 
the  treatment  of  this  disease.  Such 
drugs  are  characterized  by  slow  on- 
set of  action,  sometimes  months, 
and  often  profound  suppression  of 
disease  manifestations.  The  intro- 
duction of  corticosteroids  in  the  late 
1940s  and  early  1950s  gave  imme- 
diate promise  of  totally  effective 
therapy  of  this  disease,  but  it  soon 
became  clear  that  results  were  less 
than  optimum  and  that  long-term 
side  effects  were  often  more  seri- 
ous than  the  disease  itself.  The  long- 
acting  drugs  offered  a way  to  help 
physicians  and  their  patients  re- 
duce or  eliminate  corticosteroids 
from  the  treatment  programs. 

As  long  acting  drugs  besides  gold 
became  available  in  the  1950s  and 
1960s,  the  pyramidal  concept  of  the 
treatment  of  rheumatoid  arthritis 
became  formalized  as  a guide  to 
patient  management.  In  its  es- 
sence, this  approach  was  based  on 


Although  most  of  the 
long-acting  drugs  offer 
relatively  short-term 
(up  to  3 years) 
benefits,  with  the 
probable  exception  of 
methotrexate, 
nonetheless  they  can 
offer  for  a period  of 
time  improved  function 
and  relief  of  pain. 


the  rationale  of  proceeding  from  the 
less  effective,  less  toxic  drugs  to  the 
more  effective,  more  toxic  drugs 
(Figure  1).  The  pyramid  became 
widely  accepted,  because  it  meant 
that  the  more  potent  and  toxic  dmgs 
were  reserved  for  those  who  needed 
them  the  most,  and  reactions,  when 
they  occurred,  could  be  forgiven 


Dr.  McDuffie  practices  rheumatology  and  is  a Pro- 
fessor of  Medicine  at  Emory  University.  His  address 
is  Piedmont  Hospital,  Arthritis  Center,  2001  Peach- 
tree Rd.,  Ste.  200,  Atlanta,  GA  30309. 


because  of  the  desperate  need  of 
such  patients  for  the  need  of  relief. 
It  has  now  become  apparent  that 
these  drugs  are  actually  given  for 
relatively  short  periods  of  time  (ap- 
proximately 3 years)  because  of  the 
cumulative  effects  of  toxicity  and 
lack  of  efficacy  with  continued  use. 
Figure  2^  demonstrates  that  at  the 
end  of  3 years,  only  a small  pro- 
portion of  individuals  begun  on 
such  drugs  continue  to  take  them. 
Other  studies  on  the  long-term  re- 
sults of  treatment  of  rheumatoid  ar- 
thritis indicate  that  although  in  the 
early  years  of  treatment  improve- 
ment in  functional  class  commonly 
occurs  (some  of  this  due  to  sur- 
gery), the  late  results  in  individuals 
with  well  established  rheumatoid 
arthritis  are  disappointing.  Many 
rheumatologists  now  believe  that 
long-acting  drugs  should  be  used 
earlier  in  patients  with  less  severe 
disease  than  formerly  because  they 
may  be  more  effective  then  and  mit- 
igate some  of  the  effects  of  long- 
term inflammation.  Wilske  and 
Healey^  introduced  the  concept  of 
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the  reverse  pyramid.  These  physi- 
cians employ  an  intensive  thera- 
peutic regime  including:  cortico- 
steroids, hydroxychloroquine,  gold 
salts,  and  methotrexate  given  within 
the  first  3 to  6 months  of  onset  of 
rheumatoid  arthritis  to  patients  who 
do  not  respond  to  simple  therapy. 
Once  the  process  is  under  control, 
they  discontinue  the  individual  ele- 
ments of  this  program,  watching  for 
flares  of  disease.  Whether  this  ap- 
proach will  yield  better  long-term 
results  without  producing  unac- 
ceptable toxicity  is  at  present  a mat- 
ter of  speculation.  Because  of  the 
need  for  many  years  of  careful  fol- 
low-up plus  the  vagaries  of  the  dis- 
ease, it  is  unlikely  that  the  effec- 
tiveness of  such  a regimen  will  ever 
be  known  unless  it  turns  out  to  be 
dramatically  successful  over  a rel- 
atively short  period  (3-5  years). 


Many  rheumatologists 
now  believe  that  long- 
acting  drugs  should  be 
used  earlier  in  patients 
with  less  severe  disease 
than  formerly,  because 
they  may  be  more 
effective  then  and 
mitigate  some  of  the 
effects  of  long-term 
inflammation. 


Individual  Agents 

Because  the  most  serious  side  ef- 
fects of  these  long-acting  drugs  are 
relatively  predictable,  the  practice 
of  monitoring  individuals  taking 
them  at  regular  intervals  to  detect 
the  first  signs  of  toxicity  has  be- 
come universally  practiced  and  ap- 
pears in  the  recommendations  in 


Figure  1 — The  Therapeutic  Pyramid  (from  Lightfoot, 
R.W.  in  Arthritis  and  Allied  Conditions  by  D.J.  McCarty) 
Lea  and  Febiger  1989  page  772. 


the  packaged  inserts  accompany- 
ing these  drugs.  Monitoring  is  based 
on  identification  of  the  most  com- 
mon serious  reactions  and  follow- 
ing the  best  indicator  at  regular  in- 
tervals: for  example,  the  platelet 
count  in  patients  taking  penicilla- 
mine and  the  fundoscopic  and  vis- 
ual field  examinations  in  patients 
taking  anti-malarials.  The  fre- 
quency of  monitoring  is  somewhat 
arbitrary.  Many  reactions,  such  as 
agranulocytosis  from  sulfasalazine, 
tend  to  occur  early  in  the  course  so 
that  frequency  of  checking  white 
blood  cell  counts  can  be  decreased 
over  a period  of  time.  Others,  such 
as  proteinuria  from  gold  therapy, 
may  often  be  delayed  so  that  reg- 
ular urinalyses  need  to  be  carried 
out  indefinitely.  Table  1 shows  the 
monitoring  practices  followed  by 
our  arthritis  unit  at  Piedmont  Hos- 
pital. 

Anti-malarials 

Reports  of  the  beneficial  effect  of 
the  anti-malarial  drugs  in  rheu- 
matic diseases  appeared  as  early  as 
1894  and  subsequently  in  1928. 
However,  the  modern  era  began  in 
1951  with  the  observations  of  Page^ 
on  their  effectiveness  in  lupus.  A 
number  of  well  conducted  double- 
blind studies  in  patients  with  rheu- 
matoid arthritis  have  shown  a re- 


sponse rate  of  about  50-75%,  asi 
compared  to  placebo  responses  ofj 
30%.  A general  clinical  impressionS 
exists  that  anti-malarials  are  most! 
effective  in  relatively  early  diseaser 
and  are  not  worth  using  after  5 orij. 
10  years  of  inflammation.  Nonethe-H 
less,  the  comparative  studies  which  ' 
have  been  performed  show  about') 
equal  effectiveness  of  chloroquine  i 
and  hydroxychloroquine  with  the;i 
other  long-acting  drugs. ^ The  pri-i 
maty  toxicity  of  chloroquine  and  itsj] 
derivatives  is  on  the  rods  and  conesi 
in  the  macular  area  of  the  fundus,* 
leading  to  loss  of  central  vision.  ThisU 
effect  appears  to  be  much  less  withl 
hydroxychloroquine.  On  the  othenH 
hand,  comparison  of  studies  car-i 
ried  out  with  chloroquine  and  hy-i 
roxychloroquine  suggest  that  chlor-B 
oquine  is  a more  effective  drug.®f 
Nonetheless,  hydroxychloroquine 
has  pretty  much  replaced  chloro-|j 
quine  in  current  usage.  Monitoring 
is  best  carried  out  with  funduscopici| 
and  field  examination  at  6-monthj|j 
intervals.  Most  rheumatologists,  in- ' 
eluding  me,  have  never  seen  a case^. 
of  ocular  damage  due  to  hydroxy-li 
chloroquine.  The  onset  of  action  of 
these  drugs  is  usually  slow  (2  to  3 
months),  and  after  a response  oc- 
curs it  is  my  practice  to  reduce  the 
dose  of  the  drug  from  time  to  time 
to  be  sure  it  is  still  effective. 
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Table  1 — Monitoring  of  Long-acting  Drugs  for  Rheumatoid  Arthritis 


Drug 

Major  Side  Effects 

Monitor 

Frequency 

Hydroxychloroquine 

(Plaquenil) 

Retinopathy 

Ophthalmologic  examination 

6 months 

Sulfasalazine 

Nausea 

None 

None 

(Azulfidine) 

Granulocytopenia 

CBC 

(2,  4,  8,  12  wks 

Hepatitis 

Liver  function  tests 

then  every  3 
x'  months 

Gold 

Dermatitis 

Question,  inspect 

(Before  each 

( Intramuscular) 

Thrombocytopenia 
Marrow  aplasia 
Nephropathy 

CBC 

CBC 

Urinalysis 

injection) 

Gold 

Dermatitis 

Question,  inspect 

Monthly 

(Auranofin) 

Loose  stools 

Question 

Monthly 

Thrombocytopenia 

CBC 

Monthly 

Marrow  aplasia 

CBC 

Monthly 

Nephropathy 

Urinalysis 

Monthly 

Penicillamine 

Lupus-reaction 

Question,  inspect 

1-3  months 

(Cuprimine, 

Thrombocytopenia 

CBC 

(2  wks  for  6 

Depen) 

Marrow  aplasia 

CBC 

wks,  then 

Nephropathy 

Urinalysis 

monthly 

Azathioprine 

Marrow  suppression 

CBC 

(2  wks  for  6 

(Imuran) 

(especially  granulocytes) 

wks,  then 
monthly) 

Hepatitis 

Liver  function 

Monthly 

Lymphoma 

Question,  inspect 

Each  visit 

Methotrexate 

Bronchitis/pneumonitis 

Question,  inspect 

Each  visit 

(Rheiunatrex) 

Nausea 

Question 

Each  visit 

Gastroenteritis 

Question 

Each  visit 

Marrow  suppression 

CBC 

Each  visit 

Cirrhosis  of  liver 

Liver  function  tests 

(2  wks  for  6 
wks,  then 
monthly) 

Cyclophosphamide 

Marrow  suppression 

CBC 

(2  wks  for  6 

(Cytoxan) 

(especially 

granulocytes) 

wks,  then 
monthly) 

Hemorrhagic  cystitis 

Question,  Urinalysis 

Each  visit 

Bladder  cancer 

Question 

Each  visit 

Lymphoma,  infections 
(especially  herpes  zoster, 
gastroenteritis  ) 

Inspection 

Each  visit 

Sulfasalazine 

This  drug  was  initially  intro- 
duced by  Nana  Svartz  for  rheuma- 
toid arthritis  in  the  1940s/  She  had 
the  idea  of  combining  a salicylate 
and  a sulfonamide  to  create  a sin- 
gle drug  designed  to  have  the  anti- 
inflammatory effect  of  salicylates 
plus  the  antimicrobial  effect  of  sul- 
fonamides. She  hypothesized  that 
I an  unknown  bacterial  infection  was 
I initiating  or  contributing  to  the  in- 
flammatory process  of  rheumatoid 
disease.  The  initial  studies  were  im- 
perfect, and  the  drug  never  caught 
on  because  it  was  thought  that  it 


was  too  toxic  and  not  sufficiently 
effective.  However,  it  was  then 
picked  up  by  gastroenterologists 
and  used  successfully  for  chronic 
ulcerative  colitis.  In  the  late  1970s, 
McConkey  and  his  associates  in 
Britain  revived  sulfasalazine  and 
demonstrated  its  effectiveness  in 
rheumatoid  arthritis.®  Subse- 
quently, other  authors  have  used  it 
with  benefit  in  the  treatment  of  an- 
kylosing spondylitis.®  It  does  turn 
out  that  the  sulfonamide  rather  than 
the  salicylate  portion  is  the  effective 
one.*®  The  amount  of  salicylate  ab- 
sorbed from  sulfasalazine  is  well 


below  an  effective  dose.  The  major 
side  effect,  aside  from  nausea  (re- 
duced by  the  introduction  of  enteric 
coated  tablets),  is  agranulocytosis 
which  usually  occurs  fairly  early.  It 
is  our  practice  to  check  the  com- 
plete blood  count  every  2 weeks  for 
a period  of  2 months  and  then 
monthly.  Liver  function  tests  are 
also  monitored  monthly.  Because 
of  the  nausea  problem,  the  drug  is 
given  in  increasing  dosage  usually 
starting  with  0.5  gram  tablets  twice 
a day  and  increasing  by  one  tablet 
a week  until  a final  dose  of  2-3  grams 
a day  is  reached. 
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Gold  Salts 

As  already  stated,  intramuscular 
gold  was  introduced  in  the  1930s 
by  Forestier.'  This  pioneering 
French  rheumatologist  subse- 
quently made  another  important 
contribution  with  his  description  of 
disseminated  idiopathic  spinal  hy- 
perostosis (DISH),  sometimes 
known  as  Forestier’s  disease.  The 
early  preparations  were  somewhat 
unstable  but  stable  preparations 
became  available  in  the  1940s.  In- 
itial reports  of  liver  toxicity  appear 
to  have  been  the  result  of  the  intro- 
duction of  Hepatitis  B virus  by  the 
needles  employed.  In  the  1950s,  a 
well  controlled  study  by  the  British 
Empire  Rheumatism  Council  con- 
clusively demonstrated  the  effec- 
tiveness of  gold"  and  led  to  marked 
increase  in  its  use.  Gold  is  often 
very  slow  to  act,  sometimes  taking 
as  long  as  4-5  months  to  be  maxi- 
mally effective.  The  mechanism  of 
action  remains  unknown  but  there 
is  good  evidence  that  it  inhibits 
macrophage/lymphocyte  interac- 
tion and  function. The  three  major 
toxic  effects  are  proteinuria  due  to 
immune  deposit  glomerulitis,  prur- 
itic dermatitis  which  may  become 
widespread,  and  thrombocyto- 
penia. Rarely  bone  marrow  aplasia 
may  occur.  All  of  these  effects  are 
reversible  if  identified  early  by 
proper  monitoring.  Deaths,  how- 
ever, have  occurred  from  bone  mar- 
row aplasia  in  patients  who  could 
not  be  supported  a sufficiently  long 
period  to  allow  the  bone  marrow  to 
recover.  Forty  years  ago,  sulfhydryl 
compounds  such  as  British  Anti- 
lewisite (BAL)  were  sometimes  em- 
ployed to  treat  gold  induced  tox- 
icity, but  the  toxicity  of  this  drug 
itself  and  the  responsiveness  of 
some  of  the  side  effects  to  corti- 
costeroids have  almost  eliminated 
their  use  today.  In  the  1 980s,  an  oral 
gold  preparation,  auranofin,  was 
introduced  which  is  similar  in  ac- 
tion but  less  toxic. On  the  other 
hand,  the  drug  appears  to  be  some- 
what less  effective  than  intramus- 


cular gold.  Thus,  it  has  not  been 
widely  used  because  patients  must 
be  monitored  similarly  to  those  re- 
ceiving injections  and  yet  have  less 
likelihood  of  benefit.  It  may  inhibit 
reabsorption  of  water  from  the  co- 
lon sometimes  resulting  in  loose 
stools. 

Penicillamine 

This  sulfhydryl  agent  was  intro- 
duced by  Israel  Jaffe  in  the  1960s 
as  a result  of  in  vitro  studies  show- 
ing its  dissociative  effect  on  IgM 
rheumatoid  factors."  However,  al- 
though administration  of  the  drug 
does  produce  declines  in  rheuma- 
toid factor  levels,  these  occur  much 
more  slowly  than  one  would  expect 
from  simple  dissociation.  Also  the 
clinical  response  which  frequently 
accompanies  this  decline  is  slow 
to  occur,  so  another  mechanism, 
yet  undefined,  is  probably  taking 
place.  The  toxicity  of  penicillamine 
is  very  similar  to  that  of  gold,  pri- 
marily proteinuria  and  thrombocy- 
topenia. A lupus-like  syndrome  has 
been  reported  not  only  in  patients 
taking  penicillamine  for  rheuma- 
toid arthritis  but  also  for  other  in- 
dications such  as  Wilson’s  Disease. 
It  is  generally  thought  by  rheuma- 
tologists that  penicillamine  is  less 
effective  than  gold.  Until  the  intro- 
duction of  methotrexate,  it  was  usu- 
ally reserved  for  treatment  of  pa- 
tients who  had  failed  to  improve  or 
who  had  lost  their  improvement 
from  gold  therapy.  In  spite  of  the 


similarity  of  toxicity  of  penicillaj 
mine  to  that  of  gold,  prior  gold  toxi 
icity  does  not  increase  the  risk  o 
toxicity  to  penicillamine.’^ 

Methotrexate 

Methotrexate  probably  repre 
sents  the  greatest  advance  in  loni, 
acting  drug  therapy  since  the  intro 
duction  of  gold.  Presumably,  it  actr 
by  inhibition  of  the  enzyme,  folate j 
reductase,  which  plays  a crucial  role^ 
in  synthesis  of  DNA.  It  is  faster  act 
ing  than  the  drugs  already  dis 
cussed,  initial  improvement  com, 
monly  appearing  in  4-6  week; 
though  maximum  benefit  usuall;] 
takes  longer,  shown  in  Figure  S.’h 
Also,  the  clinical  benefits  of  meth 
otrexate  last  longer  than  those  o 
the  other  drugs.  Many  patients  have] 
taken  methotrexate  with  continuec 
effectiveness  for  6 years  or  more.’' 
The  drug  was  originally  introduceCj 
for  treatment  of  childhood  leukejj 
mia.  Subsequently  it  was  found  td 
be  effective  in  psoriasis  and  psoii 
riatic  arthritis.  The  doses  employecii 
in  rheumatoid  arthritis  are  well  bej| 
low  those  used  in  the  treatment  o,i 
malignancy  and  usually  less  thai 
those  found  to  be  effective  in  psa 
riasis.  At  low  dose  (7.5-15  milli 
grams  weekly)  the  major  side  ef 
fects  are:  nausea,  bone  marrov 
suppression,  mouth  ulcers,  bron 
chitis/pneumonitis,  and  hair  lossfi 
The  addition  of  folic  acid  to  thi 
treatment  regimen  may  reduce  th» 
likelihood  of  toxicity  without  at 


Figure  2 — Treatment  termination  for  three  long  acting 
drugs  for  rheumatoid  arthritis^  x gold;  • penicillamine; 
o sulfasalazine. 
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Months 

gure  3 — Time  course  of  response  to  methotrexate 
rheumatoid  arthritis.'^  -o-o-  placebo; 
ethotrexate. 


acting  its  clinical  benefit.'®  It  is  my 
jrrent  practice  to  add  folic  acid,  1 
ig  a day,  to  my  methotrexate  reg- 
nen. 

A major  concern  has  been  the 
sk  of  cirrhosis  of  the  liver.  Initially, 
idividuals  receiving  methotrexate 
ad  liver  biopsies  before  treatment 
ad  at  2-year  intervals.  Now  that 
)nger  term  studies  have  been  car- 
ed out,  it  appears  that  cirrhosis  is 
Ktremely  rare  in  patients  who  limit 
leir  use  of  alcohol  so  that  biopsies 
re  no  longer  performed.  Unfortu- 
ately,  liver  function  tests  do  not 
ecessarily  indicate  the  develop- 
lent  of  liver  damage  but  they  are 
Dutinely  included  in  monitoring, 
robably  the  most  serious  side  ef- 
ict  is  a bronchitis/pneumonitis 
^hich  can  be  severe  and  even  fatal, 
s frequency  is  approximately  5% 
1 patients  with  rheumatoid  arthri- 
s treated  with  7.5  to  2.0  mg  a 
reek.'^  During  the  winter  when 
ronchitis  and  other  lower  respi- 
atory  infections  are  frequent,  it  is 
'ften  necessary  to  discontinue 
riethotrexate  temporarily  to  be  sure 
lat  the  symptoms  do  not  indicate 


the  onset  of  methotrexate  induced 
pneumonia.  The  nausea  that  some- 
times accompanies  the  use  of  oral 
tablets  can  be  reduced  by  spacing 
out  the  tablets,  giving  half  tablets 
(1 .25  milligram)  or  by  parenteral  in- 
jection. Patients  can  be  taught  to 
give  their  own  injections  subcuta- 
neously, much  as  in  diabetes.  The 
cost  of  parenteral  methotrexate, 
which  is  available  in  a generic  form, 
is  considerably  less  than  that  of  the 
trade  name  brand  which  has  risen 
scandalously  since  its  effectiveness 
in  rheumatoid  arthritis  was  first 
conclusively  shown,  following 
which  the  drug  was  marketed  as 
Rheumatrex.  Some  rheumatolo- 
gists advise  their  patients  to  take 
the  generic  parenteral  form  by 
mouth  after  mixing  it  with  orange 
juice  or  some  other  liquid  vehicle, 
but  a lower  cost  tablet  is  now  avail- 
able. 

Azathioprine 

This  analog  of  6-mercaptopurine 
inhibits  the  synthesis  of  DNA  and 
presumably  has  an  effect  compa- 
rable to  that  of  methotrexate.  A 


number  of  studies  have  demon- 
strated its  effectiveness  in  rheu- 
matoid arthritis,®  although  there  is 
a general  feeling  by  rheumatolo- 
gists that  it  is  not  as  effective  as 
methotrexate.  Since  it  does  inhibit 
mitoses  of  rapidly  dividing  cells  it 
has  prominent  effects  on  the  bone 
marrow,  sperm,  ovaries  and  inte- 
gument. There  is  an  increased  fre- 
quency of  non-Hodgkin’s  lym- 
phoma in  patients  taking  this  drug 
after  renal  transplant.  There  is  some 
evidence  that  the  frequency  of  non- 
Hodgkin’s  lymphoma  may  be  in- 
creased in  patients  with  rheuma- 
toid arthritis  not  taking  c>1otoxic 
drugs.20  Although  no  reliable  com- 
parative studies  have  been  per- 
formed, it  is  unlikely  that  there  is 
any  synergistic  effect  resulting  in  a 
higher  frequency  lymphoma  in 
rheumatoid  arthritis  than  one  would 
expect  from  this  drug  in  other  dis- 
eases. Nonetheless,  it  is  my  expe- 
rience that  most  patients  when  ad- 
vised of  this  risk,  low  as  it  is,  refuse 
to  take  the  drug.  It  is  currently  being 
studied  as  an  adjunct  to  other  long 
acting  drugs  in  combination  regi- 
mens.2' 

Cyclophosphamide 

This  potent  inhibitor  of  DNA  syn- 
thesis is  generally  considered  the 
most  effective  drug  available  for 
treatment  for  rheumatoid  arthritis, 
but  is  seldom  used  because  of  its 
well  established  toxicity  on  bone 
marrow,  integument  and  bladder, 
as  well  as,  the  frequency  of  cancer 
of  the  bladder  and  development  of 
non-Hodgkin’s  lymphoma.  It  is 
more  widely  used  in  treatment  of 
systemic  lupus,  particularly  indi- 
viduals with  progressive  renal  dis- 
ease or  cerebral  involvement.  There 
is  some  evidence  that  the  risk  of 
lymphoma  can  be  reduced  by  giv- 
ing the  drug  intravenously  in  pulse 
fashion.22  However,  this  approach 
does  not  seem  to  be  as  effective  in 
rheumatoid  arthritis.  It  is  mainly 
used  in  this  disease  by  oral  route 
in  treatment  of  individuals  with  the 
systemic  vasculitis  that  may  ac- 
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company  severe  rheumatoid  arthri- 
tis or  in  very  severe  rheumatoid  ar- 
thritis not  responsive  to  other  drugs. 

Cyclosporine 

Although  widely  used  in  patients 
receiving  organ  homografts,  be- 
cause of  its  well  established  effec- 
tiveness in  reducing  rejection  re- 
actions, it  is  not  yet  been  approved 
by  the  FDA  for  the  treatment  of 
rheumatoid  arthritis.  Nonetheless, 
initial  reports,  of  which  there  are 
now  severaF^  indicate  that  low  dose 
cyclosporine  (2. 5-5.0  milligrams  per 
kilogram)  is  effective  in  patients 
who  have  failed  to  respond  to  other 
drugs.  Its  primary  side  effect  is  re- 
duction of  renal  blood  flow  be- 
cause of  an  effect  on  the  afferent 
arterioles.  This  results  in  decreased 
renal  perfusion  and  hypertension, 
thus  it  is  necessary  to  follow  the 
serum  creatinine  and  blood  pres- 
sure carefully  in  such  patients.  Mild 
hypertension  may  be  controlled 
with  anti-hypertensive  therapy.  Per- 
manent renal  damage  does  not  ap- 
pear to  be  a risk  if  the  drug  is 
stopped  in  time.  Other  side  effects 
are  primarily  neurological-tremor, 
paresthesias,  headache,  and  rarely 
convulsions.  It  is  the  most  costly  of 
the  long-acting  drugs,  and  since  its 
use  in  rheumatoid  arthritis  is  not 
FDA  approved,  there  may  be  a dif- 
ficulty in  getting  coverage  from  third 
party  payors.  Formerly  it  was  ad- 
ministered in  a liquid  form  that  had 
to  be  pipetted  and  administered 
with  orange  juice  or  some  other  ve- 
hicle. Capsules  are  now  available 
that  have  made  administration  eas- 
ier. 

Combination  Therapy 

Because  of  the  unsatisfactory 
long-term  results  of  all  of  these 
drugs,  current  interest  by  investi- 
gators in  this  field  is  on  the  use  of 
various  combinations.  This  ap- 
proach has  been  borrowed  from  the 
cancer  chemotherapists  in  an  effort 
to  provide  greater  effectiveness  with 


lower  risk  by  combining  therapeu- 
tic drugs  presumably  having  differ- 
ent modes  of  action.  Since  the 
modes  of  action  of  all  of  these  drugs 
in  rheumatoid  arthritis  are  un- 
known, one  can  only  hypothesize 
that  combinations  may  be  more  ef- 
fective than  single  drugs.  D.  J. 
McCarty  and  Carrera^*’  used  a com- 
bination of  hydroxychloroquine, 
azathioprine,  and  cyclophospham- 
ide in  patients  who  had  failed  to 
respond  to  other  drugs  in  the  hope 
of  reducing  side  effects  yet  main- 
taining effectiveness.  However,  the 
toxicity  of  this  particular  combi- 
nation was  too  high  and  eventually 
had  to  be  abandoned.^^  Some  com- 
binations appear  to  be  less  effective 
than  the  drugs  used  singly.  Bunch 
and  his  colleagues  at  the  Mayo 
Clinic  showed  that  when  hydroxy- 
chloroquine was  combined  with 
penicillamine,  the  two  drugs  were 
less  effective  than  either  one  given 
alone. Perhaps,  the  most  prom- 
ising combination  is  the  combined 
use  of  penicillamine  and  gold.  In  a 
small  study  involving  24  patients  by 
Bitter’'  “remissions”  were  achieved 
in  one-third  of  those  receiving  the 
combined  regimen  and  none  of 
those  receiving  gold  alone.  Inflam- 
matory joint  scores  likewise  im- 
proved more  significantly  in  the 
combined  therapy  group.  It  has 
been  my  practice  recently  to  add 
penicillamine  to  the  regimens  of 
patients  who  are  no  longer  re- 
sponding to  gold  therapy,  with  a 
few  encouraging  results. 

Summary 

Experience  to  date  strongly  in- 
dicates that  long-acting  drugs  cur- 
rently used  in  treatment  of  rheu- 
matoid arthritis  are  very  potent  anti- 
inflammatory agents  which  act  in 
most  cases  by  completely  unknown 
mechanisms.  All  of  them  have  built 
in  but  recognizable  toxicity  which 
can  usually  be  prevented  by  appro- 
priate monitoring.  Although  most 
of  them  offer  relatively  short  term 
(up  to  3 years)  benefits,  with  the 


probable  exception  of  methotrex' 
ate,  nonetheless  they  can  offer  fop 
a period  of  time  improved  functior'' 
and  relief  of  pain  for  many  individ  |j 
uals.  Thus,  even  though  they  do  noi| 
dramatically  affect  the  long-range i 
outcome  of  the  disease,  they  con 
tinue  to  offer  useful  benefit  for  pa 
tients  with  rheumatoid  arthritis  whcj 
are  not  responding  to  conservative 
therapy.  Some  of  the  long-acting^ 
agents  are  only  slightly  more  toxic 
than  the  widely  nonsteroidal  anti 
inflammatory  drugs  which  do  have 
a definite  risk  of  serious  upper  gasi 
trointestinal  bleeding. 2®  Currenth; 
the  use  of  combinations  as  well  aj' 
the  continued  introduction  of  nev’, 
drugs  in  this  class,  offer  hope  that 
greater  benefit  than  we  can  cur 
rently  provide  is  within  reach  ove; 
the  next  few  years.  [ 
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Ill  HEALTH  'QVIPjliNC. 

“Liquidators  for  the  Medical  Professions  " 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP.  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 
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'As  A Specialist, 
I'm  Not  Heavily 
Equipped  To 
Manage  Billings 
Or  Follow  Up  On 
' Pending  Claims" 


Your  billing  process  requires  a 
specialist  too.  Because  we 
understand  the  unique  aspects  of 
your  speciality,  we  can  offer  you  i 
billing  service  that's  tailor-made  t 
your  practice — ensuring  fewer 
problems  in  settling  insurance 
claims. 

We'll  assist  you  in  coding  your 
procedures  accurately  in  order  foi 
you  to  receive  maximum  reimbur 
ment  and  we'll  set  up  a billing 
system  that's  as  specialized  and 
effective  as  your  own  practice. 

Since  our  fees  are  based  on  net 
collections,  not  gross  biUings,  then 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss 
improving  the  condition  of  your 
billings,  bookkeeping  and 
collections. 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 


Cfosing  the  Doors  or  Selling  \bur 
Practice:  Options  to  Consider 

Gary  Matthews 


MILE  EARLY  RETIREMENT  plan- 
ning helps  ensure  personal 
id  financial  comfort,  some  phy- 
jcians  — by  choice  or  by  circum- 
lance  — may  face  retirement  with- 
at  having  planned  for  it.  When  this 
appens,  most  physicians  simply 
loose  to  close  their  practice  doors, 
owever,  there  are  other  alterna- 
/es  that  may  be  more  personally 
id  financially  beneficial.  Each  of 
tese  options  has  its  own  set  of  ad- 
antages  and  disadvantages  and 
iiould  be  given  equal  considera- 
pn  to  closing  the  practice  doors. 

Selling  Your  Practice 

i Although  selling  a medical  prac- 
jCe  at  retirement  can  take  its  toll 
111  one’s  patience  and  ego,  the  fi- 
jancial  rewards  of  selling  can 
iandsomely  augment  one’s  retire- 
ment income. 

j If  you  decide  to  sell  your  prac- 
|;e,  your  first  step  will  be  to  have 
bur  practice  appraised  to  deter- 
idne  its  fair  market  value.  This  is 
,yst  effectively  done  by  an  objec- 
i^e,  third  party  person  who  can 


Selling  a practice  off  in 
segments  can 
sometimes  be  easier  for 
the  seller  than  selling 
an  entire  practice  and 
is  almost  always  more 
cost-effective  for  the 
purchaser. 


evaluate  your  practice  with  no  emo- 
tional ties.  Practice  appraisals  are 
often  performed  by  practice  man- 
agement consultants  who  can  also 
help  find  potential  buyers  and  ne- 
gotiate sales  if  necessary.  Practice 
management  consultants  who  are 
experienced  in  practice  appraisals 
can  be  found  through  word-of- 
mouth,  through  local  or  state  med- 


Mr.  Matthews  is  President  of  Physicians  Consulting 
Group,  a national  health  care  consulting  firm  head- 
quartered in  Atlanta.  His  address  is  5901  Peachtree 
Dunwoody,  Rd.,  Ste.  B-lOO,  Atlanta,  GA  30328;  PH: 
404-396-8506. 


ical  associations,  or  through  clas- 
sified advertisements  in  a variety  of 
professional  publications  such  as 
the  Journal  of  the  MAG,  Medical 
Economics,  or  Group  Practice  Jour- 
nal. When  contracting  with  a prac- 
tice management  consultant,  it  is 
important  to  be  sure  that  no  conflict 
of  interest  exists  with  other  physi- 
cian groups  or  medical  facilities  the 
consultant  may  be  representing  at 
the  same  time.  It  is  imperative  that 
he  or  she  have  your  best  interest  at 
heart.  Practice  management  con- 
sultants generally  charge  between 
$3,000  and  $5,000  to  perform  a 
practice  appraisal,  depending  on 
the  complexity  of  the  practice. 

The  value  of  your  medical  prac- 
tice is  determined  by  three  ele- 
ments: 1)  Hard  assets,  2)  Accounts 
receivable,  and  3)  Goodwill.  Hard 
assets  include  such  items  as  equip- 
ment, furniture,  and/or  medications 
and  are  appraised  according  to  cur- 
rent value.  Accounts  receivable  are 
valued  based  on  a determination  of 
their  collectability  and  whether  they 
will  be  sold  to  the  buyer  or  if  the 


ITEMBER  1991,  Vol.  80 


495 


seller  plans  to  collect  them  him  or 
herself;  and  goodwill  is  appraised 
by  placing  a value  on  existing  pa- 
tient and  physician  relationships, 
the  medical  and  community  pro- 
file, and  the  degree  to  which  the 
selling  physician  agrees  to  transfer 
patients  and  referral  sources  to  the 
buyer.  Usually,  a practice  will  be 
worth  more  to  a buyer  if  the  seller 
agrees  to  be  actively  involved  in  the 
transfer  of  patients  during  and  after 
the  practice  sale.  Although  good- 
will is  the  most  difficult  item  to  ap- 
praise, it  generally  carries  the  most 
value. 

Many  physicians  — especially 
those  in  highly  competitive  envi- 
ronments — are  discouraged  about 
the  possibilities  of  selling  their 
practices  because  they  believe  there 
is  no  market  for  it.  The  reality  is, 
the  more  competitive  a medical  en- 
vironment (in  both  urban  and  rural 
communities) , the  greater  the  value 
a practice  holds.  Physicians  whose 
practices  are  located  in  communi- 
ties with  competitive  hospital  en- 
vironments should  look  first  to  area 
hospitals  as  potential  buyers.  To- 
day it’s  quite  common  for  hospitals 
to  buy  physician  practices  because 
it  helps  ensure  their  patient  base. 
And,  physicians  whose  practices  are 
located  in  communities  with  sev- 
eral other  medical  practices  in  the 
same  specialty,  should  look  to  their 
competitors  as  healthy  purchasing 
prospects.  Many  competitors  will 
recognize  the  value  of  buying  an 
entire  practice  rather  than  relying 
on  the  possibilities  of  getting  only 
a 15%  to  25%  fall-out  of  patients 
who  may  otherwise  scatter  to  sev- 
eral other  competing  physicians. 
When  selling  a practice  to  another 
physician,  the  best  potential  buyer 
is  a physician  who  is  already  in 
practice  in  a similar  specialty  and 
whose  practice  life  cycle  is  still  in 
its  growth  stage. 

When  selling  a practice,  it  is  the 
seller’s  responsibility  to  notify  pa- 
tients of  the  sale  in  writing,  to  trans- 
fer patient  records,  and  to  offer  a 
personal  endorsement  of  the  pur- 


Many  physicians  — 
especially  those  in 
highly  competitive 
environments  — are 
discouraged  about  the 
possibilities  of  selling 
their  practices  because 
they  believe  there  is  no 
market  for  it.  Actually, 
the  more  competitive  a 
medical  environment, 
the  greater  the  value  a 
practice  holds. 


chasing  physician’s  qualifications 
to  patients. 

The  Segmented  Sale 

Some  physicians  have  the  op- 
portunity to  segment  their  practices 
into  specialty  areas  and  to  sell  these 
segments  to  appropriate  specialists 
within  their  own  or  nearby  medical 
communities.  This  opportunity  pre- 
sents itself  most  often  to  family  phy- 
sicians and  internists  who  may  have 
a board  base  of  patients  but  who 
have  “subspecialized”  in  specific 
areas  throughout  their  careers. 

The  value  of  a “medical  practice 
segment”  can  be  determined  in  two 
ways.  First,  it  can  be  valued  ac- 
cording to  the  percentage  of  the  en- 
tire practice  that  the  “segment”  rep- 
resents, i.e.,  if  gastroenterology 
represents  30%  of  a practice  ap- 
praised at  $300,000,  that  gastroen- 
terology segment  would  have  a 
value  of  and  be  offered  for  sale  at 
a price  of  $90,000.  Or,  it  can  be 
valued  based  on  the  projected  rev- 
enue the  segment  should  bring  to 
a potential  buyer.  For  example, 
while  an  internist’s  “cardiology” 
patients  may  represent  only  30%  of 
a seller’s  practice,  these  patients 
may  represent  considerably  more 


value  to  a cardiologist  buyer  who 
can  perform  all  of  the  clinical  pro 
cedures.  In  this  instance,  it  woulc. 
be  more  advantageous  for  the  sellei 
to  determine  segment  value  baser 
on  revenue  potential  rather  thar 
percentage  of  practice  volume. 

Selling  a practice  off  in  segmenh' 
can  sometimes  be  easier  for  the 
seller  than  selling  an  entire  practice 
and  is  almost  always  more  cost-ef 
fective  for  the  purchaser. 

As  when  selling  an  entire  prac 
tice,  physicians  who  sell  segment 
of  their  practices  should  notify  pa: 
tients  in  writing  of  the  sale,  transfej 
patient  records,  and  include  a perl 
sonal  endorsement  to  patients  o^ 
the  purchasing  physicians. 

Transferring  Patients 

Some  physicians  choose  to  simi 
ply  transfer  their  patients  to  othe| 
qualified  physicians  without  rej 
muneration.  This  is  similar  to  “closj 
ing  the  door,”  only  in  this  instance! 
the  retiring  physician  chooses  t(' 
have  some  influence  over  and  to 
provide  some  guidance  and  stabil: 
ity  of  care  for  his  or  her  patienti 
rather  than  let  them  “fend  for  them 
selves.”  Again,  it  is  the  responsi! 
bility  of  the  retiring  physician  to  no 
tify  patients  and  to  transfer  patieri 
records.  : 

Closing  the  Practice 

I 

Physicians  who  choose  to  simplp 
close  their  doors  avoid  the  hasslei 
involved  with  determining  the  ecqi 
nomic  value  their  practices  and  buy  I 
sell  negotiations.  In  addition  to  it| 
relative  simplicity,  many  physician) 
— particularly  those  with  a stroni 
belief  in  the  separation  of  medicin 
and  business  — choose  this  optioi 
because  it  is  philosophically  th , 
most  comfortable.  Despite  the  faa^ 
that  it  is  relatively  uncomplicated! 
there  are  several  items  that  need  t;  i 
be  addressed  when  closing  a meo ' 
ical  practice.  ; I 

Whether  you  plan  to  sell  you  j 
practice,  transfer  your  patients,  c i 
close  the  doors,  a systematic  pla 
of  action  should  be  developed  t 
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lelp  ensure  as  smooth  a retirement 
ransition  as  possible.  This  plan 
ihould  include  the  following  ele- 
nents. 

Notification  of  employees 

From  a business  perspective,  it 
s best  not  to  divulge  plans  to  sell 
i practice  until  agreement  in  prin- 
:iple  has  been  reached  with  the 
ruyer.  It  is  also  best  not  to  divulge 
)lans  to  close  a practice  until  you 
lave  absolutely  made  up  your  mind 

0 do  so.  However,  once  the  deci- 
;ion  has  been  cast,  employees 
ihould  be  notified  as  early  as  pos- 
iible.  While  the  announcement  of 

1 practice  closing  or  sale  can  create 
mxiety  among  staff,  it  is  far  better 
0 keep  them  informed  than  not. 
A^hen  you  are  up  front  with  em- 
iloyees,  you  can  work  out  coop- 
erative arrangements  that  can  be 
Tiutually  beneficial. 

Notification  of  patients 

If  you  plan  to  sell  your  practice 
ir  transfer  your  patients,  it  is  com- 
non  courtesy  to  notify  patients  of 
he  upcoming  change  and  how  it 
vill  effect  them.  On  the  other  hand, 
f you  plan  to  close  your  practice, 
ailure  to  notify  patients  may  be 
:onsidered  abandonment  and  may 
le  grounds  for  malpractice.  Al- 
hough  you  may  have  thousands  of 
latient  names  in  your  files,  regu- 
ations  of  the  State  Board  of  Medical 
examiners  require  that  you  notily 
inly  those  who  are  under  your  cur- 
rent and  direct  care.  Informing  these 
latients  of  your  practice  closing 
lihould  be  done  through  a letter 
Ivhich  explains  the  reason  for  clos- 
ing and  the  expected  closing  date, 
including  the  name,  address,  tele- 
|)hone  number,  and  a brief  descrip- 
lion  of  at  least  one  or  two  physi- 
i:ians  you  would  recommend  for 
'our  patients’  continued  care  is  ex- 
remely  helpful.  If  you  cannot  de- 
cide on  such  a physician,  refer  pa- 
jients  to  your  local  medical  society, 
Ihe  Medical  Association  of  Georgia, 
hr  to  your  local  hospital  referral 
iiervice. 


Practice  appraisals  are 
often  performed  by 
practice  management 
consultants  who  can 
also  help  find  potential 
buyers  and  negotiate 
sales  if  necessary. 


Notification  of  insurance  carriers 

Office  insurance,  workers’  com- 
pensation, and  liability  insurance 
should  be  cancelled  only  when  the 
office  is  totally  vacated.  Tail  cov- 
erage for  malpractice  insurance 
should  be  obtained  if  you  do  not 
already  have  it.  Notify  Medicare, 
Medicaid,  Blue  Shield,  and  all  ma- 
jor commerical  and  managed  care 
carriers  of  your  plans  to  sell  or  close 
the  practice. 

Accounts  receivable  and 
collections 

Get  your  accounts  receivable  in 
order  as  soon  as  possible.  If  you 
don’t  already  do  so,  consider  ask- 
ing for  payment  at  the  time  of  serv- 
ice and  tighten  up  procedures  for 
insurance  filing.  Age  your  accounts 
receivable,  set  up  a tickler  system 
to  follow  up  on  slow-paying  pa- 
tients, and  develop  an  effective  mail 
and  telephone  collections  pro- 
gram. Accounts  receivable  cover- 
age should  be  kept  until  all  ac- 
counts are  paid  or  written  off. 

Record  retention  and  storage 

While  there  is  no  limit  by  law  in 
Georgia  concerning  how  long  phy- 
sicians should  maintain  physician 
records,  it  is  important  for  physi- 
cians to  maintain  records  after  re- 
tirement to  protect  themselves 
against  possible  malpractice.  To 
find  out  how  long  you  should  keep 
your  records,  it  is  best  to  contact 


your  malpractice  insurance  carrier. 
Original  patient  charts  and  x-ray  re- 
ports are  to  be  sent  to  the  purchas- 
ing or  transfer  physician;  however, 
copies  of  these  records  must  be 
maintained  by  the  retiring  physi- 
cian, and  arrangements  must  be 
made  to  store  and/or  microfilm 
these  and  all  remaining  records. 
Notify  your  local  medical  society 
concerning  the  location  of  these 
medical  records. 

Office  lease  and  business 
equipment 

While  it  is  not  likely  that  you  can 
be  released  from  a written  office 
lease  agreement,  you  can  investi- 
gate the  possibility  of  subletting  your 
space.  Also,  remember  that  equip- 
ment leases  do  not  terminate  just 
because  you  close  your  practice. 
You  are  still  obligated,  but  you  can 
look  for  someone  to  take  over  this 
lease.  If  you  own  your  equipment 
and  furniture,  explore  options  for 
selling  it.  Have  it  appraised.  If  ap- 
praisals are  low,  or  you  simply  do 
not  want  to  go  through  the  hassles 
of  advertising  and  selling,  consider 
donating  it  to  a charitable  organi- 
zation. 

Notification  of  agencies 

The  final  step  in  closing  your 
medical  practice  is  to  inform  all 
agencies  and  professional  organi- 
zations. This  includes  the  State 
Board  of  Medical  Examiners,  Drug 
Enforcement  Administration,  State 
Commissioner  of  Narcotics  and 
Dangerous  Dmgs,  the  AMA  state  and 
local  societies  and  the  Social  Se- 
curity office  if  you  are  65  or  older. 

Fortunately,  most  physicians  in 
America  today  can  look  forward  to 
financially  comfortable  and  care- 
free retirement  years.  These  years 
can  be  even  more  comfortable  and 
carefree  when  physicians  evaluate 
retirement  options  available  and 
choose  those  most  appropriate  to 
their  own  happiness  and  well-being. 
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leasons  Ifou  Belong  With  MAG  Mutual. 


We  Know  Doctors 
Need  Other 
Insurance,  Too. 


I 

I 

Tbu  may  be  surprised  to  find  we  offer  more  than  professional  liability  insurance.  ! 

But  after  all,  it  makes  sense  to  buy  insurance  from  the  company  you  own,  because  profits  earned  i 
in  the  agency  help  offset  professional  liability  premiums.  It  makes  even  more  sense  for  someone  who’s 
familiar  with  both  your  business  and  personal  needs  to  provide  one  convenient  source  of  coverage. 

That’s  why  we  also  offer  insurance  ranging  from  Life  and  Disability,  to  Home  and  Auto,  from  ' 
Group  Health  to  Office  Packages,  and  more. 

Tbu  belong  with  MAG  Mutual.  For  information,  call  (404)  842-5600.  Toll-free,  call 
1-800-282-4882. 


MAG  MUTUAL  INSURANCE  AGENCY 

A Wholly-Ckmed  Subsidiary  of  MAG  Mutual  Insurance  Company. 

Endorsed  by  the  Medical  Association  of  Georgia  and  the  Georgia  Academy  of  Family  Physicians. 
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Rust  V.  Sullivan,  and  the  Future  of  Abortion 
Under  a More  Conservative  Supreme  Court 

Daniel  A.  Browning 


\ 

I The  Rust  V.  Sullivan  case,’  de- 
l:ided  earlier  this  year  by  the  United 
jltates  Supreme  Court,  upheld  new 
jederal  regulations  which  prohibit 
libortion  counseling  in  Title  X pro- 
jirams.  In  deciding  this  case,  the 
Supreme  Court  rejected  a number 
)f  challenges  to  the  regulations, 
vhich  were  raised  on  both  Consti- 
utional  and  statutory  interpretation 
Irounds.  This  Legal  Section  article 
[dll  present  an  analysis  and  inter- 
)retation  of  the  Rust  case  and  will 
precast  the  likely  future  of  abor- 
ion-related  cases  which  may  soon 
;ome  before  the  Supreme  Court,  in- 
:luding  potential  challenges  to  new 
tate  legislation  such  as  the  highly 
estrictive  Louisiana  laws. 

The  Rust  Case  Explained 

In  1988,  the  Secretary  of  Health 
md  Human  Services  (HHS)  issued 
lew  regulations  which  prohibited 
iamily  planning  projects  that  re- 
eive  Title  X federal  funds  from  en- 
;aging  in  any  counseling  concern- 
ng,  referrals  for,  or  activities 
I dvocating  abortion  as  a method  of 
amily  planning.  Opponents  (Title 
w grantees  and  physicians  super- 
ising  Title  X funds)  challenged 
riese  regulations  on  three  distinct 
[rounds: 

) The  regulations  were  not  a per- 
missible interpretation  of  the  ex- 
isting statutes  applicable  to  Title 
j X programs; 

) The  regulations  were  an  in- 
fringement on  the  First  Amend- 
ment free  speech  rights  of  doc- 
tors, staff  members,  and  patients 


•This  article  presents 
an  analysis  and 
interpretation  of  the 
Rust  case  and  forecasts 
the  likely  future  of 
abortion-related  cases 
which  may  soon  come 
before  the  U.S. 

Supreme  Court, 
including  potential 
challenges  to  new  state 
legislation  such  as  the 
highly  restrictive 
Louisiana  laws.  ^ 

regarding  abortion  counseling; 
and 

3)  The  regulations  violated  a wom- 
an’s Fifth  Amendment  right  to 
choose  whether  to  terminate  her 
pregnancy. 

By  a 5-4  margin,  with  Chief  Justice 
Rehnquist  writing  the  opinion,  the 
Supreme  Court  rejected  each  of 
these  challenges  and  upheld  the 
new  regulations.^ 

The  language  of  the  statute  itself. 


This  article  was  prepared  at  the  request  of  the 
Journal.  Mr.  Browning  is  a summer  associate  in 
the  law  firm  of  Vincent,  Chorey,  Taylor  & Feil,  Suite 
1700,  The  Lenox  Building,  3399  Peachtree  Rd.,  At- 
lanta, GA  30326.  Send  reprint  requests  to  Mr.  Rob- 
ert N.  Berg  at  Vincent,  Chorey,  Taylor  & Feil. 


as  noted  by  the  Court,  is  indisput- 
ably ambiguous.  Section  1008  states 
that  Title  X funds  shall  not  be  used 
“in  programs  where  abortion  is  a 
method  of  family  planning.”  Under 
Title  X,  the  specific  interpretation 
and  application  of  this  statutory 
language  is  left  up  to  the  Secretary 
of  HHS,  who  is  authorized  by  stat- 
ute to  issue  corresponding  regula- 
tions. The  1988  regulations  issued 
by  the  Secretary  were  more  restric- 
tive than  the  prior  ones.  Generally, 
courts  give  broad  deference  to  fed- 
eral agency  regulations,  overturn- 
ing them  only  in  cases  where  the 
regulations  are  clearly  not  a plau- 
sible interpretation  of  the  applica- 
ble statute.  In  keeping  with  tradi- 
tional guidelines  of  statutory 
interpretation,  the  Court  noted  that 
these  regulations  were  within  the 
realm  of  plausible  interpretation  of 
the  statute,  and  as  such  would  be 
considered  valid. 

Section  59.9  of  the  regulations 
also  required  that  facilities  which 
receive  Title  X funds  must  be  kept 
separate,  both  physically  and  finan- 
cially, from  any  prohibited  abor- 
tion-related activities.  The  actual 
language  is  that  “a  Title  X project 
must  have  an  objective  integrity  and 
independence  from  prohibited  ac- 
tivities. Mere  bookkeeping  separa- 
tion ...  is  not  sufficient.”  Some  of 
the  factors  noted  in  this  Section  of 
the  regulations  to  determine  sepa- 
rateness include  the  existence  of 
separate  personnel,  separate  ac- 
counting records,  and  the  degree  of 
physical  separation  of  the  facilities. 
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Opponents  argued  that  these  re- 
quirements would  frustrate  the  un- 
derlying purpose  of  Title  X,  which, 
in  their  view,  was  to  have  Title  X 
programs  operate  as  an  integrated 
part  of  a comprehensive  health  care 
system.  The  Court  likewise  rejected 
this  challenge,  holding  that  the  Sec- 
retary’s interpretation  of  the  statute 
was  within  the  permissible,  plau- 
sible realm  of  interpretation. 


Oppponents  also  challenged  the 
regulations  on  two  Constitu- 
tional grounds.  First,  they  argued 
that  the  regulations  violated  the  First 
Amendment  “free  speech  rights  of 
private  health  care  organizations 
that  receive  Title  X funds,  of  their 
staff,  and  of  their  patients”  by  “im- 
permissibly discriminating  based  on 
viewpoint. However,  the  Court 
noted  that  the  regulations  do  not 
actually  prohibit  any  particular 
viewpoint,  but  rather  provide  fund- 
ing for  certain  types  of  facilities.  By 
way  of  analogy,  the  Court  reasoned 
that  the  mere  fact  that  Congress  ap- 
propriated funds  for  the  National 
Endowment  for  Democracy  did  not 
impose  upon  Congress  a Consti- 
tutional requirement  to  fund  com- 
peting programs  to  support,  say. 
Communism  and  Fascism.  As  such, 
the  Court  held  that  the  regulations 
were  not  a “law  singling  out  a dis- 
favored group  on  the  basis  of  speech 
content,  but  a case  of  the  Govern- 
ment refusing  to  fund  activities,  in- 
cluding speech,  which  are  specifi- 
cally excluded  from  the  scope  of 
the  project  funded.”'* 

The  other  Constitutional  chal- 
lenge was  lodged  on  the  basis  of  a 
woman’s  Fifth  Amendment  right  to 
choose  whether  to  terminate  her 
pregnancy.  The  Court  did  not  di- 
rectly deny  this  right,  but  instead 
relied  on  the  recent  case  of  Webster 
V.  Reproductive  Health  Services.^  In 
both  Webster  and  Rust,  the  Court 
applied  the  principle  that  “the  Gov- 
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ernment  has  no  constitutional  duty 
to  subsidize  an  activity  merely  be- 
cause the  activity  is  constitutionally 
protected  and  may  validly  choose 
to  fund  childbirth  over  abortion.”® 
In  other  words,  a woman  seeking 
an  abortion  who  encounters  restric- 
tions at  a Title  X facility  is  left  in 
the  same  position  as  if  Congress 
had  chosen  not  to  provide  any 
funding  for  this  type  of  facility  in 
the  first  place. 

The  main  dissent,  written  by  Jus- 
tice Blackmun  (the  author  of  the 
Roe  u.  Wade'^  decision),  argued  that 
the  regulations  were  in  fact  imper- 
missibly restrictive  in  light  of  the 
original  statute  and  legislative  his- 
tory, and  that  they  were  in  violation 
of  the  First  and  Fifth  Amendments. 
Justice  Blackmun  considered  the 
alleged  infringement  of  the  Fifth 
Amendment  rights  of  women  to 
abortion  to  be  “the  most  disturbing 
aspect  of  [the]  ruling.”®  He  reiter- 
ated his  dissent  in  the  Webster  case, 
and  asserted  that  the  right  to  abor- 
tion protected  by  Roe,  while  “tech- 
nically . . . intact,”  had  essentially 
been  stripped  of  its  substance  and 
left  practically  unenforceable.® 

Future  Prospects 

One  of  the  elements  of  the  Rust 
case  which  drew  the  most  public 
attention  was  the  vote  of  newly  ap- 
pointed Justice  David  Souter,  who 
joined  with  the  majority  in  uphold- 
ing the  regulations.  This  was  the 
first  opportunity  for  observers  to 
gain  a perspective  on  Justice  Sou- 
ter’s  views  regarding  abortion,  and 
he  appears  to  be  aligned  with  the 
conservative  wing  of  the  Court.  Jus- 
tice O’Connor,  who  concurred  in 
the  landmark  Webster  decision,  cast 
her  vote  with  the  dissent  in  Rust, 
but  this  was  based  primarily  on  her 
views  of  statutory  interpretation 
rather  than  abortion  perse.  With  the 
recent  retirement  of  Justice  Thur- 
good  Marshall,  a longtime  liberal 
force  on  the  Court,  the  balance  is 


virtually  certain  to  shift  even  furthc 
to  the  right.  Justice  Marshall,  alon 
with  Justice  William  Brennan  (wh 
also  retired  recently,  being  rr 
placed  by  Justice  Souter),  provide 
two  of  the  four  dissenting  votes  ca." 
in  the  Webster  case. 

An  analysis  of  the  compositio 
of  the  current  Supreme  Court  n 
veals  that  if  Roe  v.  Wade  is  cha 
lenged  directly,  it  is  clearly  suscef^ 
tible  of  being  overturned.  Justic 
Scalia  has  already  stated  that  h 
would  overturn  Roe  if  given  the  oj 
portunity,  because  he  considei 
abortion  to  be  a “political  issue”  t; 
be  left  to  the  legislative  branch  (, 
the  government,  not  the  judiciaiy. 
Also  in  the  Webster  case,  Chief  Ju 
tice  Rehnquist,  along  with  Justicq 
White  and  Kennedy,  asserted  th< 
“we  do  not  see  why  the  State’s  ii' 
terest  in  protecting  potential  hi 
man  life  should  come  into  exis| 
ence  only  at  the  point  of  viability.’ 
It  is  commonly  believed  that  the  on, 
reason  these  Justices  did  m; 
attempt  to  overrule  Roe  in  the  Wei\ 
ster  decision  was  for  reasons 
statutory  and  Constitutional  inte 
pretation,  understanding  that  suci 
an  overruling  would  not  be  prop 
given  the  scope  of  the  case  whiq 
they  had  before  them.  Justic 
O’Connor  is  very  reluctant  to  deciq 
a case  on  Constitutional  grounq 
unless  it  is  clearly  required,  and 
also  hesitant  to  decide  a case  ( 
broader  grounds  than  necessai 
Nevertheless,  she  did  vote  with  tt 
majority  in  Webster,  noting  there 
that  “there  will  be  time  enough 
reexamine  Roe.  And  to  do  so  car 
fully. ”’2  Presumably,  JustiC' 
Blackmun  and  Stevens  will  co 
tinue  to  support  Roe,  as  they  ha 
always  done  in  the  past. 


From  these  seven  Justices  alor 
there  appear  to  be  the  five  vot 
necessary  to  overturn  Roe.  Ad< 
tionally,  although  Justice  Soute^ 
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dews  on  the  matter  are  not  yet  en- 
irely  clear,  he  certainly  appears  to 
iupport  the  reasoning  in  Webster 
)y  virtue  of  his  concurrence  \nRust. 
rhe  unknown  quantity  on  the  Court 
it  present  is  Justice  Marshall’s  suc- 
:essor.  At  the  time  of  this  writing, 
'udge  Clarence  Thomas  had  been 
lominated  by  President  Bush  to  fill 
his  vacancy,  but  he  had  not  yet 
’one  before  the  Senate  confirma- 
ion  hearings.  Obviously,  Judge 
rhomas  has  not  made  any  defini- 
ive  public  statement  as  to  his  po- 
rtion on  Roe,  but  in  the  past  he  has 
eportedly  criticized  the  reasoning 
n both  Roe  and  the  historic  Gris- 
Dold  V. Connecticut^  cases.  In  Gris- 
uold,  the  Supreme  Court  declared 
hat  the  Constitution  safeguards  a 
undamental  right  of  privacy  for  all 
ntizens.  While  this  right  is  nowhere 
specifically  enumerated  in  the  Con- 
stitution, the  Court  held  that  it  may 
de  inferred  from  other  explicitly 
^stated  rights  contained  in  the  Bill 
|)f  Rights.  This  right  was  essential 
lo  the  reasoning  in  Roe,  with  the 
]ourt  concluding  that  “the  right  of 
lersonal  privacy  includes  the  abor- 
ion  decision.”''*  Reportedly,  Judge 
Thomas  disagrees  with  the  notion 
)f  a Constitutionally  protected  right 
)f  privacy  as  outlined  in  Griswold 
‘as  do  a number  of  conservative 
scholars  in  the  field  of  Constitu- 
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tional  law);  this  stance  could  then 
naturally  lead  to  his  rejection  of  the 
reasoning  in  Roe. 

As  noted  above,  the  Supreme 
Court  will  not  seek  to  over- 
turn or  restrict  Roe  v.  Wade  until  it 
is  presented  with  a direct  challenge 
to  current  abortion  rights  in  the  form 
of  a significantly  more  restrictive 
state  or  federal  law.  One  law  which 
may  provide  the  impetus  for  the  re- 
consideration of  Roe  was  recently 
enacted  by  the  State  Legislature  of 
Louisiana,  despite  a veto  by  Gov- 
ernor Roemer.'^  This  law  prohibits 
abortions  except  in  the  cases  of  rape 
or  incest,  or  to  save  the  life  of  the 
mother.  The  law  also  defines  life  as 
beginning  at  the  moment  of  con- 
ception. The  crime  of  abortion  is 
punishable  by  a sentence  of  one  to 
10  years  at  hard  labor  and  a fine  of 
$10,000  to  $100,000.  However,  the 
woman  who  has  an  abortion  is  not 
the  one  to  be  punished;  rather,  the 
law  calls  for  the  punishment  of  the 
person  who  performs  the  act  of 
abortion. 

Abortion  rights  groups  are  al- 
ready planning  to  mount  cam- 
paigns in  opposition  to  this  and 
other  restrictive  abortion  laws  en- 
acted in  a number  of  states.  It  is 
likely  that  in  the  next  couple  of 
years,  the  Supreme  Court  will  hear 


a case  involving  a law  such  as  this 
Louisiana  statute.  At  that  time,  the 
Court  will  have  to  choose  whether 
to  decide  the  case  on  some  narrow 
grounds,  or  whether  instead  to  di- 
rectly reconsider  its  1973  ruling  in 
Roe  V.  Wade.  Presumably,  if  the 
Court  overturns  Roe,  it  will  return 
the  authority  to  establish  or  restrict 
the  legality  of  abortions  back  to  the 
States,  with  only  minimal  federal 
guidelines  to  limit  them. 
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Function  and  Organ  Sparing  Role  of 
Radiation  Therapy  in  Cancer  Management 

Kamla  J.  Shah,  M.D. 


Radiation  therapy  has  the 
unique  ability  to  cure  while 
Veserving  normal  structures  and 
jnctions  in  the  treatment  of  se- 
lected early  cancer  sites.  Optimum 
ancer  therapy  should  aim  at  cur- 
ng  the  patient  and  preserving  func- 
jion  (physical,  physiological,  psy- 
hosocial,  and  cosmetic)  with 
jjniinimal  side  effects  and  morbidity, 
ipus  improving  the  overall  quality 
ijif  life. 

Detection  of  cancer  at  an  early 
page,  better  staging  of  the  disease. 
Improved  radiologic  imaging  tech- 
Ijiiques,  and  modern  sophisticated 
■jadiation  therapy  combined  with 
;:hemotherapy  and  surgery  have  in- 
iireased  the  overall  survival  and  cure 
ijate  of  cancer  patients.  Preserva- 
Ijion  of  function  has  become  im- 
*'iortant  and  exerts  a major  influ- 
j nee  upon  the  treatment  options 
i /hich  physicians  must  discuss  with 
iaeir  patients.  The  role  of  radiation 
! aerapy  for  organ  and  function  pres- 
| Tvation  in  cancers  of  the  skin,  eyes, 
i|'ps,  tongue,  and  larynx  is  well 
! nown.  For  cancer  of  the  rectum 
I nd  anus,  soft  tissue  sarcoma, 
preast,  prostate,  and  Hodgkin’s  dis- 
! ase,  treatment  has  changed  in  re- 
l ent  years  and  radiotherapy  has 
C ontributed  a great  deal  towards 
Reserving  organ  and  function, 
i Radiation  therapy  also  plays  an 
iiTiportant  palliative  role  in  preserv- 
ag  function  in  both  spinal 
ompression  (preventing  paraple- 
iia,  bowel  and  urinary  incontin- 
jnee)  and  brain  metastases  by 
lelping  to  eliminate  neurologic 
jeficits. 

! Skin  Cancer  is  the  most  com- 
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mon  malignancy.  Radiation  therapy 
is  the  treatment  of  choice  for  this 
malignancy,  particularly  in  the  head 
and  neck  areas.  It  has  the  advan- 
tage of  being  able  to  cover  the  tu- 
mor and  a wide  margin  of  subclin- 
ical  disease  and  achieve  a high  cure 
rate  (90  to  97%)'  “ with  excellent 
cosmetic  results  in  80  to  90%  of 
cases.  For  sites  such  as  lower  eye- 
lids, nasolabial  folds,  nose  and  ears, 
radiation  is  the  treatment  of  choice. 
It  can  achieve  a high  cure  rate  and 
excellent  functional  and  cosmetic 
results. 


•Optimum  cancer 
therapy  should  aim  at 
curing  the  patient  and 
preserving  function 
with  minimal  side 
effects  and  morbidity, 
thus  improving  the 
overall  quality  of  life.  J 

Eyelid  Cancer:  The  cure  rate  is 
comparable  to  a surgical  proce- 
dure, but  radiation  therapy  has  bet- 
ter functional  and  cosmetic  re- 
sults.^ The  eyelid  and  vision  are 
preserved. 


Dr.  Shah  is  Professor,  Radiation  Oncology,  Medical 
College  of  Georgia.  Send  reprint  requests  to  her  at 
Radiation  Therapy  Department,  MCG,  Augusta,  GA 
30912-3965. 

The  Cancer  Section  is  sponsored  by  the  Amer- 
ican Cancer  Society,  Georgia  Division.  Those  wish- 
ing to  contribute  papers  to  this  Section  are  re- 
quested to  send  them  to  Thomas  Phillips,  M.D., 
JMAG  Cancer  Editor,  25  Prescott  St.,  Atlanta,  GA 
30365 


Eye  Tumors  are  rare.  Conjunc- 
tival lymphoma'*  (90%  cure  rate)  and 
carcinoma,  and  Graves’  ophthal- 
mopathy'* (90%  response  rate)  can 
be  treated  successfully  using  pri- 
mary radiation  with  preservation  of 
vision.  Radiation  failures  can  be 
salvaged  with  surgery. 

Lip  Cancer:  Radiation  therapy  is 
the  treatment  of  choice  for  all  lip 
cancers,  the  exception  being  small 
superficial  lesions  which  are  easily 
excised.  Bulky  lesions  involving  the 
full  length  and  thickness  of  the  lip 
demonstrate  remarkable  regression 
when  treated  with  primary  radia- 
tion. Again,  function  is  preserved 
with  a surprisingly  intact  lip  and 
high  cure  rate. 

Tongue  Cancer:  Local  control  of 
T1  and  T2  cancers  of  the  tongue 
with  radiation  is  about  85  to  90%. 
Speech  and  swallowing  functions 
are  preserved.  Fifty  to  sixty  percent 
of  radiation  failures  are  surgically 
salvaged.  It  is  important  for  both 
surgical  and  radiation  oncologists 
to  evaluate  the  patient  at  initial  con- 
sultation. 

Floor  of  Mouth  Cancer:  T1  and 

T2  lesions  of  the  floor  of  the  mouth 
treated  with  radiation  yield  a 90% 
and  75%  5-year  control,  respec- 
tively.® Surgery  is  reserved  for  sal- 
vage of  residual  disease. 

Glottic  Cancer:  Radiation  ther- 
apy is  the  treatment  of  choice  for 
T1  and  T2  glottic  cancers.*"  The  cure 
rate  is  90  to  95%  (same  as  surgery), 
and  essentially  normal  quality  voice 
is  preserved.  Surgical  salvage  is  high 
(80%)  for  local  persistence  or  re- 
currence, and  the  prognosis  is  not 
compromised. 


503 


Supraglottic  Primaries:  T2  and 

T3  supraglottic  primaries  have  a 2- 
year  locoregional  control  of  70%  to 
80%  when  treated  with  hyperfrac- 
tionated  radiation  therapy.*  Surgi- 
cal salvage  (70%  to  80%)  is  not 
compromised  by  this  treatment  ap- 
proach. 

Anal  and  Rectal  Cancer:  Until 
recently,  the  standard  treatment  for 
epidermoid  carcinoma  of  the  anus 
and  of  the  lower  third  of  the  rectum 
was  abdominoperineal  resection 
with  permanent  colostomy.  Various 
authors  have  reported  an  80  to  90% 
5-year  local  control  with  preserva- 
tion of  the  anal  sphincter  utilizing 
chemoradiation.®  A radiation  dose 
of  30  Gy  with  concurrent  5-FU  & 
mitomycin  is  recommended.  Sur- 
gery is  used  for  patients  not  re- 
sponding to  chemoradiation.  This 
local  control  rate  represents  a re- 
markable achievement  for  chemo- 
radiation. 

Lower  Third  of  the  Rectum 
Cancer:  Papillon  et  al.  reported  on 
60  patients  with  T2  and  T3  lesions 
of  the  lower  third  of  the  rectum  who 
received  preoperative  radiation  (30 
Gy)  followed  by  anal  sphincter 
sparing  surgery. The  survival  at  2 
years  is  88%  with  only  one  local 
failure  controlled  by  abdominoper- 
ineal resection.  They  also  reported 
on  310  patients  with  T1  and  small 
T2  lesions  treated  with  contact 
x-ray  therapy  and  iridium  implant 
followed  for  5 years.  Local  recur- 
rence occurred  in  14  patients 
(4.5%).  Six  were  salvaged  by  radi- 
cal surgery. 

Soft  Tissue  Sarcoma:  Review  of 
the  recent  literature  on  soft  tissue 
sarcomas  shows  80  to  85%  of  pa- 
tients treated  with  limb  sparing  sur- 
gery and  radiation  with  or  without 
chemotherapy  have  preserved 
function  of  the  extremity."’ Sur- 
gery consists  of  wide  local  exci- 
sion. Radiation  is  given  pre  or  post- 
operatively  depending  on  the  size, 
site,  and  grade  of  tumor.  These  re- 
sults are  impressive  if  one  consid- 
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ers  that  in  the  past  a large  number 
of  these  patients  underwent  surgi- 
cal amputation.  Amputation  of  a 
limb  poses  a major  loss  and  causes 
a great  change  in  the  functional  sta- 
tus. These  patients  are  usually 
young,  and  the  impact  of  cancer 
and  amputation  is  enormous. 

Breast  Cancer:  Treatment  of 
breast  cancer  has  changed  from  the 
radical  and  the  modified  radical 
mastectomy  to  conservative  surgi- 
cal procedures.  Wide  local  exci- 
sion for  early  breast  cancer  fol- 
lowed by  definitive  radiotherapy  to 
preserve  the  breast  has  now  be- 
come accepted  as  an  alternative 
treatment.  The  overall  survival  and 
disease-free  survival  is  the  same  for 
both  mastectomy  and  conservative 
surgery  (lumpectomy)  with  radia- 
tion therapy.  Good  cosmetic  results 
and  psychological  well  being  are 
advantages  to  the  latter.  With  the 
increasing  use  of  mammography, 
self  breast  examination,  and  public 
awareness  of  the  signs  and  symp- 
toms of  breast  cancer,  the  number 
of  breast  cancers  diagnosed  early 
has  increased.  Some  authors  have 
reported  a 90  to  95%  5-year  survival 
as  well  as  a high  degree  of  surgical 
salvage  in  the  small  number  of  ra- 
diation failures  (6.5%).'* 

Prostate  Cancer:  Radiation  ther- 
apy has  been  shown  to  be  very  ef- 
fective in  the  treatment  of  early 
prostate  cancer.'"'  The  survival  rates 
are  similar  to  radical  prostatec- 
tomy. However,  radical  surgery 
causes  impotency  in  nearly  100% 
of  cases,  whereas  radiation  therapy 
is  associated  with  only  a 30  to  40% 
impotency  rate.  The  rate  of  impo- 
tency with  nerve  sparing  prostat- 
ectomy is  reported  between  28  and 
48%.  Additionally,  it  may  take  up 
to  2 years  for  function  to  recover 
after  surgery.  Radical  prostatec- 
tomy patients  have  a 2 to  5%  chance 
of  developing  urinary  incontinence. 
It  is  hoped  that  with  ultrasound, 
prostate  cancer  will  be  diagnosed 
early  and  treated  with  radiation. 


Hodgkin’s  Disease:  Girls  ar.  ; 
young  women  with  Hodgkin’s  di 
ease  treated  with  radiation  to  tf 
abdomen  and  pelvis  maintain  me; 
stmal  function  in  87%  of  cases  whel 
oophoropexy  is  performed  an, 
shielding  is  used.'* 

Effective  cancer  therapy  involve  i 
a multidisciplinary  and  mu;] 
timodality  approach.  This  concep  j 
although  well  known,  is  not  implri 
mented  in  practice  as  often  as 
should  be.  The  only  way  for  the  p;,' 
tient  to  get  the  optimum  choice  v. 
treatment  is  for  the  surgical,  me( 
ical,  and  radiation  oncologists  t 
see  the  patient  and  explain  the  roLj 
of  their  respective  specialties.  Th. 
will  help  oncologists  keep  up  to  dall 
about  the  changes  in  all  modalitie:i 
It  will  also  help  teach  medical  sti: 
dents  and  future  oncologists  i 
training  of  the  need  for  multidiscip 
line,  multimodality  approach  i 
cancer  management. 

One  final  fiscal  note:  the  relativl 
cost  of  surgery  (for  early  cancers  d 
glottis,  breast,  and  prostate)  i| 
higher  than  the  cost  of  radiatioi 
therapy.'®  This  is  important  to  cor 
sider  when  treatment  results  ar. 
comparable.  j 
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Much  Ado  About  Nothing 


Cyler  Garner,  M.D. 


“He  that  hath  a beard  is  more 
than  a youth,  and  he  that  hath 
no  beard  is  less  than  a man.  ” 

SHAKESPEARE 

Much  Ado  About  Nothing 

“It  would  be  worth  some  stat- 
istician’s while  to  go  through 
the  great  names  of  English  lit- 
erature and  compare  the 
amount  of  genius  that  has  gone 
bearded  with  the  amount  of 
genius  that  has  been  clean 
shaven.  The  beardless,  / fancy, 
would  be  in  a numerical  ma- 
jority, but  we  can  estimate  the 
weight  of  genius  on  the  other 
side  when  we  remember  that 
Chaucer,  Shakespeare,  Bacon, 
Spenser,  Dickens,  Carlyle,  Rus- 
kin.  Browning,  Tennyson, 
Swinbourne,  Meredith,  Morris 
and  Shaw  have  all  worn 
beards;  Matthew  Arnold  wore 
Whiskers. 

ROBERT  LYND, 

Solomon  In  All  His  Glory 

As  THOSE  OF  YOU  who  know  me 
— and  the  rest  of  you  who 
can  look  at  my  picture  — can  tell, 
I’m  a man  partial  to  beards.  I’ve  had 
one  for  so  many  years  that  I’m  not 


sure  myself  what  I look  like  without 
one.  And  I don’t  want  to  find  out. 
Besides,  a beard  is  about  the  finest 
thing  a man  can  do  for  himself. 

A beard  is  a manly  thing  de- 
signed for  those  who  hunt  and 
spend  great  time  out  of  doors.  I be- 
lieve, based  on  no  evidence  what- 
soever, that  beards  went  out  of  style 
when  men  figured  out  that  a beard 
gave  an  opponent  something  to 
hang  on  to  in  a fight.  Since  I’m  not 
much  for  street  fighting  anymore  (I 
have  to  reserve  my  battles  to  third- 
party  payors),  I don’t  find  a beard 
much  of  a hinderance.  And  a beard 
is  a handsome  thing.  Women  tend 
to  be  impressed  by  a beard.  Or,  in 
other  words.  Fay  likes  my  beard.  I 
feel  it  lets  me  join  in  an  exclusive 
club  of  men  who  are  no  longer  boys 
and  are  comfortable  with  the  fact. 

So,  you  can  imagine  my  chagrin 
lately  when  our  executive  di- 
rector, Paul  Shanor,  has  had  to  take 
a good  deal  of  ribbing  about  his 
beard.  Of  course,  his  beard  is  not 
nearly  as  attactive  as  mine,  but  give 
him  time.  A beard  is  not  a here  to- 
day proposition.  A beard  takes  cul- 
tivation, patience,  and  thoughtful- 
ness. 


A beard  reflects  a man  who  ha 
arrived  with  himself.  You  won’t  fine: 
Paul  out  on  the  rapids  of  any  wild 
rivers  trying  to  prove  himself.  Nd 
sir.  Not  now  that  he  has  a beard: 
Despite  Paul’s  protests  that  he  i 
only  growing  a beard  to  please  hi 
wife,  I know  that  the  truth  is  tha: 
my  influence  for  the  better  is  finalF 
influencing  Paul.  As  his  beard  grow’ 
and  fills  in,  you’ll  see  what  I meani 
Welcome  to  the  club,  Paul.  You’ll 
find  a great  many  advantages  iij  | 
having  hair  on  your  face.  A bean] 
gives  a man  something  to  do  wheij  | 
he  is  doing  nothing  but  wants  tdi 
appear  to  be  in  deep  thought.  I ruti  j 
my  hand  across  my  beard  a fev  ‘ 
times  and  usually  someone  come 
up  with  an  answer  that  I can  tak«| 
credit  for.  It  saves  time  and  com 
vinces  other  people  I really  am  brilj ! 
liant.  It  could  be  that  we’ll  start  .| 
trend. 

iQ 
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From  the  Georgia  Medical  Care  Foundation 

Tips  on  Medical  Record  Documentation 


Good  medical  documentation 
has  become  increasingly  im- 
portant in  recent  years.  With  the 
“Team  approach”  to  patient  care, 
good  records  are  essential  to  com- 
munication among  all  members  of 
the  team.  It  is  also  true  that  the  legal 
jimplication  of  good  or  bad  records 
lean  be  enormous.  Peer  review  has 
^become  a third  area  for  which  doc- 
Jumentation  is  very  important.  The 
following  discussion  deals  with  fre- 
Iquently  noted  deficits  from  the  stand- 
[j  point  of  the  GMCF  review  experi- 
|ence.  Had  these  missing  elements 
ibeen  supplied  in  the  medical  rec- 
jjord,  the  Requests  for  Additional 
iDocumentation  which  resulted 
’would  have  been  unnecessary.  This 
i|in  turn  would  have  spared  the  at- 
tending physician  the  nuisance  of 
replying. 

I • The  record  should  include  the 
I reasons  why  it  is  not  necessary  to 
address  a given  abnormal  finding 
jij — whether  on  physical  examina- 
r tion,  laboratory,  or  X-ray  report, 
p Such  a reason  might  be  that  the 
finding  was  previously  known  and 
I;  had  been  properly  investigated  and 
required  no  further  action.  Our  re- 
^ viewers  have  access  only  to  the 
p chart  being  reviewed. 

],  • It  is  very  important  to  verify  or 

I at  least  discuss  your  assessment  of 
■ stability  at  discharge,  particularly 
when  there  are  apparent  evidences 
of  instability.  This  would  often  be 
^ important  in  patients  who  are  in- 
' herently  unstable  such  as  brittle  di- 
! abetics  or  patients  with  severe 
COPD.  Also,  it  is  important  to  note 
|i  when  a patient  is  leaving  against 
! physician  advice. 

• It  is  advisable  to  record  your 
thoughts  on  major  decision  mak- 
ing, particularly  when  there  seems 
to  be  more  than  one  course  of  ac- 
tion and  there  are  cogent  argu- 

■I 
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ments  for  and  against  each  course. 

• When  the  need  for  an  admis- 
sion is  a “close  call,”  the  attending 
physician  should  include  in  his  ad- 
mission note  or  admission  H&P  the 
reasons  why  the  hospital  in-patient 
care  seems  justified  on  medical 
grounds.  Sociological  factors  are 
cogent,  though  convenience  fac- 
tors are  not.  The  exhaustion  of  al- 
ternative outpatient  care  should  be 
emphasized  by  the  attending  phy- 
sician. 

• When  it  might  appear  from  the 
record  that  the  intensity  of  care 
being  given  was  too  great  or  not 
great  enough,  the  reasons  for  the 
level  chosen  should  be  explained 
in  a progress  note.  The  need  for 
such  is  often  encountered  in  “no- 
code” situations.  In  progress  notes 
supporting  no-code  status,  infor- 
mation indicating  the  need  for  con- 
tinued hospital  care  and  the  level 
of  support  requested  by  the  patient 
and  family  should  be  included. 

• When  failing  to  order  old  med- 
ications used  prior  to  admission  or 
failing  to  continue,  on  discharge, 
medications  used  during  the  ad- 
mission, reasons  for  such  changes 
should  be  recorded. 

• X-ray  or  lab  reports  may  in- 
clude the  recommendation  that 
other  studies  be  made.  If  the  at- 
tending physician  believes  that 
these  recommended  additional 
studies  are  not  needed,  he  should 
document  his  reasons  for  thinking 
so. 

• If  the  attending  physician  has 
concerns  as  to  the  adequacy  of  dis- 
charge plans,  he  should  document 
these  concerns  and  give  his  rea- 
sons for  agreeing  to  them  anyway 
— as  the  best  available  compro- 
mise. 

• The  attending  physician  should 
acknowledge  and  respond  in  prog- 


ress notes  to  recommendations 
made  by  consultants.  The  attending 
physician  should  not  assume  that 
abnormal  findings  are  being  ad- 
dressed by  other  members  of  the 
team,  but  should  assure  himself  that 
important  matters  are  not  being  ne- 
glected. The  record  should  indicate 
specifically  what  the  consultant  is 
to  do  and  the  extent  of  the  respon- 
sibility (e.g..  Dr.  X to  manage  car- 
diac problems). 

• When  readmissions  for  the 
same  medical  reason  occur  within 
1 month  of  a previous  discharge, 
the  admission  note  or  H&P  should 
include  the  factors,  other  than  in- 
stability on  previous  discharge, 
which  led  to  readmission:  chronic 
instability,  lack  of  patient  compli- 
ance with  instructions,  etc.  Empha- 
size new  and  unrelated  illnesses  as 
reasons  for  readmission,  if  such  is 
true. 

• The  information  in  the  medi- 
cal record  should  include  all  per- 
tinent positive  findings  and  signif- 
icant unexpected  negative  findings. 
The  record  should  stress  specific 
points  and  minimize  generalities. 
Avoid  references  to  sensitive  situ- 
ations that  might  violate  patient 
confidentiality. 

Third  (3rd)  party  peer  review  is 
surely  here  to  stay.  Good  med- 
ical record  keeping  will  help  to  ren- 
der it  more  nearly  pain-free  and  crit- 
icism free.  Always  remember  that 
the  medical  record  can  be  your  best 
friend  or  your  bitter  enemy  — a fact 
of  practice  life. 

Dan  Burge,  M.D. 

Associate  Medical  Director  — 
Quality 

Ralph  A.  Murphy,  M.D. 
Medical  Director  — GMCF 
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For  excellent  response  in  the  treatment  of 
duodenal  ulcers... 


I ' 


has  the  right  answers 


■ Rapid  epigastric  pain  relieP"^ 


‘Most  patients  experience  pain  relief  with  the  first  dose. 

See  adjacent  page  for  references  and  brief  summary 
of  prescribing  information. 


N2-2943-B-1 49347 


® 1991,  ELI  LILLY  AND  COMPANY 


AXID®  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  tor  complete  prescribing  information. 
Indications  and  Usage:  1 . /tct/Ve  duodenal  ulcer-tot  up  to  8 weeks  ot  treatment.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  therapy -tot  healed  duodenal  ulcer  patients  at  a reduced  dosage 
ol  150  mg  h.s.  The  consequences  of  therapy  with  Axld  lot  longer  than  1 year 
are  not  known. 

Contraindications:  Known  hypersensitivity  to  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observ^,  Hj-receplor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensilrvity  lo  other 
Hj-receptor  antagonists. 

Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  ol  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  Insufficiency. 

3.  In  pahents  with  normal  renal  tunctlon  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  rn  normal  subjects. 

Laboratory  Tests-False-positive  tests  for  urobilinogen  with  Multistix*  may  occur 
during  therapy. 

Drug  Interactlons-tio  interactrons  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  nol  inhibil 
the  cytochrome  P-450  enzyme  system;  therefore,  dmg  interacbons  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  pahents  given  very 
high  doses  {3,900  mg)  ol  aspirin  dally.  Increased  serum  salicylale  levels  were  seen 
when  nizafidine,  150  mg  b.i.rJ.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis,  Impairment  olFerlilily-h  2-year  oral  carcinogenicity 
study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80  hmes  the  recommended 
daily  therapeuhc  dose)  showed  no  evidence  ot  a carcinogenic  effect  There  was  a 
dose-relaled  increase  rn  the  density  of  enterochromaffin-like  (ECL)  cells  rn  fhe  gashic 
oxynhc  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplashc  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  rwlth  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day.  about  330  times  the  human  dose)  showed  marginally  stahshcally 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  ot  the  other  dose  groups.  The  rate  of  hepahc  carcinoma 
in  the  high-dose  animals  was  within  the  historical  conhol  limits  seen  for  the  strain 
ot  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  to  360  mg/kg/day.  about  60  times  the  human  dose),  and  a negahve 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potenhal  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genehc  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test 

In  a 2-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses  ot  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Eltects- Pregnancy  Category  C-Oral  reproduction  studies 
In  rats  at  doses  up  to  300  times  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  hmes  the  human  dose  revealed  no  evidence  of  impaired  fertility  or 
teratogenic  effect  but  at  a dose  equivalent  to  300  hmes  the  human  dose,  heated  rabbits 
had  aborhons,  decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On 
intravenous  administration  lo  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement  coarctahon  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  nol 
known  whether  nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant 
woman  or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mof/iers-Studies  in  lactahng  women  have  shown  that  0.f%  of  an  oral 
dose  is  secreted  in  human  milk  in  proportion  to  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactahng  rats,  a decision  should  be 
made  whether  to  disconhnue  nursing  or  the  drug,  taking  into  account  the  importance 
ol  the  drug  to  the  mother. 

Pediatric  t/se-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Patients-tteatmg  rates  in  elderly  pahents  were  similar  to  those 
in  younger  age  groups  as  were  the  rates  of  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  of 
nizatidine.  Elderly  patients  may  have  reduced  renal  function. 

Adverse  Reactions:  Clinical  hials  of  varying  durahons  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  of 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  ot 
less  common  events  were  due  lo  the  drug. 

Hepaf/c- Hepatocellular  injury  (elevated  liver  enzyme  tests  ot  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  {>500  lU/L)  In  SCOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  lU/L.  The  incidence  of  elevated  liver  enzymes  overall  and 
elevations  of  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  from  that  in  placebo  pahents.  All  abnormalihes  were  reversible  after  discontinuation 
of  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  ot  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  of  Axid. 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes  of  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

fra/ocnne-Clinical  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomasha  has  been  reported  rarely. 

Hematologic-Eatat  thrombocytopenia  was  reported  in  a patient  treated  with 
nizahdine  and  another  H,-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  ol  thrombocytopenic  purpura 
have  been  reported. 

/nfegumenfaf-Sweating  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliahve  dermatitis  were 
also  reported. 

Hypersensitivity -hs  with  other  H,-receptor  antagonists,  rare  cases  of  anaphylaxis 
following  nizahdine  administration  have  been  reported.  Rare  episodes  ol  hypersensitivity 
reacbons  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Offter-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia.  fever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  ol  Axid  have  been  reported  rarely.  If  overdosage  occurs, 
activated  charcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  nol  substantially  increase 
clearance  of  nizatidine  due  lo  its  large  volume  of  distribution. 


YOCOIkf 

YOHIMBINE  HCI 


OescripHoii:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwotfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indoialkytamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Mm:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activi^  and  to  alpha-2  ad- 
renergic blockade  whid)  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  ooBlow  or  both . 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  piftiitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  ot  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindifiitions:  Renal  diseases,  and  patient’s  sensitive  to  the  drug:  In 
view  of  tile  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warniiq:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  witii  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
^central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
'^creased  motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  AdmitiistiaUon:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  1 '3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
or^ly.  Occasional  side  effects  reported  wftii  teis  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  % tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Implied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  In 
bottles  ot  100’s  NDC  53159-001-01  and  1000’s  NOC 
53159-001-10. 
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THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUSTEST PROGRAM 

$1 0,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  required  that  the  Department  of  | 

Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army.  The  1991  National  ' 
Defense  Authorization  Act  directed  that  the  test  continue. 

i 

I 

The  Bonus  Test  Program  is  offered  to  physicians  in  the  following  specialties:  I 

] 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 

of  the  above  specialties. 

BONUS  ELIGIBILITY;  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989. 

BONUS  AMOUNTS:  The  test  offers  $10,000  bonus  for  each  year  of  affiliation  with  the 
Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must  choose  1 . 
2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually  at  the 

beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

U.S.  ARMY  RESERVE  HEALTH  CARE  TEAM 
Building  710,  First  Floor,  Fort  Gillem,  Forest  Park,  GA  30050 

OR  CALL  COLLECT:  (404)  362-3374  or  5646 


EDITOR'S  CORNER 


Of  Consistency  and  Of  Honor 

Charles  R.  Underwood,  M.D. 


^W/^^re  we  desire  to  be  in- 
VV  formed,  ‘tis  good  to  con- 
st with  men  above  ourselves;  but 
' confirm  and  establish  our  opin- 
ns,  tis  best  to  argue  with  judge- 
ments below  our  own,  that  the  fre- 
lent  spoils  and  victories  over  their 
’asons,  may  settle  in  ourselves  an 
deem  and  confirmed  opinion  of 
ir  own.  Every  man  is  not  a proper 
lampion  for  truth,  nor  fit  to  take 
1 the  gauntlet  in  the  cause  of  ver- 
r.  many  from  the  ignorance  of 
ese  maxims,  and  an  inconsider- 
'e  zeal  for  truth,  have  too  rashly 
larged  the  troops  of  error,  and  re- 
am as  trophies  unto  the  enemies 
' truth.  A man  may  be  in  as  just 
Dssession  of  truth  as  of  a city,  and 
\t  be  forced  to  surrender;  ‘tis  there- 
>re  far  better  to  enjoy  her  with 
3ace,  than  to  hazard  her  on  a bat- 
j:  if  therefore  there  rise  any  doubts 
my  way,  I do  forget  them,  or  at 
ast  defer  them,  till  my  better  set- 
^^d  judgement,  and  more  manly 
rnson  be  able  to  resolve  them;  for 
oerceive  every  man ’s  own  reason 
i his  best  Oedipus,  and  will  upon 
\ reasonable  truce,  find  a way  to 
pse  those  bonds  wherewith  the 
jbtleties  of  error  have  enchained 
\ir  more  flexible  and  tender  judge- 
\ments.  ” 

I Religio  Medici, 

SIR  THOMAS  BROWNE,  KT.M.D. 

“Behold  thyself  by  inward  op- 
'zks  and  the  crystalline  of  thy  soul, 
range  it  is,  that  in  the  most  perfect 
'mse  there  should  be  so  many  fal- 


• Into  this  haven  of 
mine  . . . came  two 
lawyers.  Brief  cases  in 
hand.  A maroon 
dossier  at  the  ready. 
Cornered  in  my  own 
office,  in  my  peaceful 
hideaway  from  major 
distractions,  they 
came,  y 

lades,  that  we  are  fain  to  make  a 
doctrine,  and  often  to  see  by  art. 
But  the  greatest  imperfection  is  in 
our  inward  fight,  that  is,  to  be  ghosts 
unto  our  own  eyes;  and  white  we 
are  so  sharp-sighted  as  to  look 
through  others,  to  be  invisible  unto 
ourselves;  for  the  inward  eyes  are 
more  fallacious  than  the  outward. 
The  vices  we  scoff  at  in  others, 
laugh  at  us  within  ourselves.  Ava- 
rice, pride,  falsehood,  lie  undis- 
cerned and  blindly  in  us,  even  to 
the  age  of  blindness;  and,  therefore, 
to  see  ourselves  interiorly,  we  are 
fain  to  borrow  other  men’s  eyes; 
wherein  true  friends  are  good  in- 
formers, and  censurers  no  bad 
friends.  ” 

Religio  Medici, 
SIR  THOMAS  BROWNE,  KT.M.D. 

For  all  of  us,  there  come  diffi- 
cult days  which  present  a con- 
flict between  strongly  held  beliefs 


and  highly  regarded  and  revered 
friendships.  Such  started  for  me 
most  recently  in  the  comfortable  se- 
curity of  an  afternoon  in  the  office 
seeing  patients,  many  of  them 
friends  through  the  years  of  provid- 
ing their  medical  care.  One  must 
have  practiced  medicine  for  a time 
in  order  to  have  accumulated  that 
number  of  patients  providing  close 
personal  concern  and  appreciation 
often  through  generations  to  make 
an  “afternoon  in  the  office”  an  ex- 
perience so  suffused  with  joy  and 
sadness,  and  at  times  with  tears,  to 
place  such  time  alongside  life’s 
most  satisfying  moments.  The  in- 
describable quieting  of  one’s  anx- 
iety over  self-worth  or  goals 
achieved  or  not  achieved  by  hear- 
ing a patient  20  years  following  suc- 
cessfully managing  a myocardial 
infarction  or  removing  a colon  can- 
cer tell  of  the  size  of  the  tomatoes 
in  their  garden  is  an  orgasmic  ex- 
perience allowed  to  but  few. 

But  into  this  haven  of  mine  — 
this  happy  time  when  old  and 
young  patients,  some  cared  for 
through  many  years,  com.e  in  for 
their  follow-up  visit  — came  two 
lawyers.  Brief  cases  in  hand.  A ma- 
roon dossier  at  the  ready.  Cornered 
in  my  own  office,  in  my  peaceful 
hideaway  from  major  distractions, 
they  came.  One  of  the  two  was  a 
friend  of  long-standing  and  beyond 
this  a patient  upon  whom  1 had  op- 
erated. Therein  arose  the  conflict 
between  a friend  whom  1 respected 
— and  yet  a lawyer.  A member  of 
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that  profession  we  have  for  occa- 
sional good  reason  come  to  view 
with  something  less  than  genuine 
admiration  and  trust.  Now,  1 un- 
derstand “lawyers.”  1 know  all  the 
jibes  and  jests.  1 can  for  instance 
tell  a dead  snake  from  a dead  law- 
yer when  they  lie  in  the  highway. 
The  occasion  for  this  visit  however 
was  to  ask  that  1 sign  an  “affidavit” 
which  in  effect  would  say  that  an- 
other surgeon,  a friend  and  peer  of 
mine,  had  in  the  course  of  his  prac- 
tice committed  an  act  of  “negli- 
gence.” Now  this  “affidavit”  needed 
before  legal  action  could  be  filed 
grew  out  of  an  action  by  us  physi- 
cians. We,  the  MAG,  and  our  lob- 
byists had  eased  it  through  the  leg- 
islature to  become  law  in  our  effort 
to  bring  some  semblance  of  reason 
into  the  chaotic  arena  of  malprac- 
tice litigation.  Did  1 feel  that  an  act 
of  negligence  had  occurred?  Yes, 
surely,  such  was  the  truth  of  the 
matter.  But  dare  1 become  a witness 
for  the  plaintiff?  That  very  word, 
“plaintiff,”  had  gained  a position  in 
our  vocabulaiy^  of  such  power  as  to 
strike  fear  and  anxiety  in  the  heart 
of  most  physicians. 

Now  the  question  forced  itself 
upon  me.  “Shall  1 stand  by  this  once 
promoted  position  of  my  state  med- 
ical society  — risk  the  alienation  of 
friends  gained  through  years  of 
coming  to  respect  and  revere  such 
friendships  — or  refuse  to  lend  aid 
to  the  legal  system  this  particular 
portion  of  which  we  had  devised 
ourselves?  Should  1 sign  the  affi- 
davit and  thereby  lend  implied  con- 
firmation to  an  act  of  negligence  — 
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or  refuse  to  sign  it  and  by  so  doing 
abandon  a principle  both  1 and  my 
organization  had  at  one  point  in 
time  given  birth  to.” 

I found  my  thoughts  going  back 
to  a statement  made  by  myself 
sitting  as  an  “expert  witness”  to  the 
jury  in  the  quaint  courtroom  lo- 
cated in  the  “Courthouse  in  the 
Square”  in  Danielsville,  Georgia.  It 
had  begun  for  me  some  months 
earlier  when  1 had  walked  unsus- 
pectingly into  one  of  my  examining 
rooms  knowing  little  more  of  the 
patient  than  that  she  was  42  years 
of  age  and  had  come  to  me  for  a 
“personal  second  opinion”  con- 
cerning a breast  cancer.  The  con- 
versation that  followed  let  me  know 
that  1 year  earlier  she  had  seen  her 
family  physician  in  a small  town 
some  distance  from  my  own  point- 
ing out  to  him,  or  so  it  was  alleged, 
a “lump”  in  her  breast.  Observation 
was  advised  and  thus  it  was  that 
she  came  to  me  with  a far  advanced 
carcinoma  of  the  breast  surely  be- 
yond cure.  The  filing  of  the  legal 
action  for  negligence  soon  fol- 
lowed and  from  this  my  own  sum- 
mons to  the  little  square  in  Dan- 
ielsville for  the  trial.  1 sat  with 
unaccustomed  awkwardness  and 
unease  upon  the  witness  stand, 
hand  upon  Bible,  and  swore.  He 
stood  before  me,  the  attorney  for 
the  “defendant,”  for  the  physician, 
for  my  peer  — he  stood  there  before 
me  and  said  in  that  surly  manner 
with  which  some  lawyers  seem  to 
be  born,  “You  are  here,  1 under- 


stand, as  a witness  for  the  ‘plaintifl 
Now  will  you  . . .” — at  which  poii 
I found  myself  interrupting  the  ii 
terrogation  before  caution  gaine 
hold  of  me.  “No,  sir,”  1 said,  “I  ar 
not  here  as  a witness  for  or  again.' 
anybody.  1 am  here  to  help  you  fin 
the  truth  in  this  matter  for  that  i 
what  1 thought  this  was  all  about. 
The  jury,  the  12  of  them,  smiled  qu 
etly. 

Shall  I sign  the  dreaded  affidavit 
Sign  it,  and  by  so  doing  se 
into  motion  the  “wheels  of  justice,, 
or,  find  some  fragile  excuse  not 
sign  it,  thus  lending  quiet  assent  f 
those  accusations  of  self  protec 
tionism  hurled  at  us  by  an  evermor 
suspicious  public?  Yes,  1 shall  surel 
sign  it. 

We  are  at  one  of  many  cross 
roads  in  medicine.  We  pride  our 
selves  on  being  in  possession  oi; 
characterized  by,  steadfast  intes 
rity.  Impeccable  honesty.  If  this  b 
the  case,  and  1 believe  in  genera; 
that  it  is,  then  this  affidavit  must  b' 
signed.  This  injured  patient  as 
sisted  in  gaining  fair  redress  for . 
wrong.  1 shall  lose  sleep  tonight: 
Lawyers  are  not  my  accustomeil 
bedmates.  Yet  they  are  a necessar 
component  in  far  more  instance 
than  we  might  be  willing  to  admit 
a highly  ethical  and  respected  com 
ponent,  in  this  world  of  “law  and 
order”  of  which  we  pride  ourselves, 
My  patient  resides  today  in  this  sys 
tern  of  law  and  order.  She  need 
my  help  and  as  surely  as  she  wouk| 
have  received  my  surgical  help  shal 
she  be  the  recipient  of  my  legal  help. 
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SEASON’S  CHANGE 

When  the  corn 
and  the  tall  grass  turn 
■ and  the  frost  first  paints  a morning  silver 
‘ over  the  meadows  — 

I When  the  back  lawns 
and  the  winter  wheat 
offer  the  only  edible  green  — 

5 The  deer  edge  quietly 
I seeing  the  soft  green  shoots. 

Rabbit  tobacco 
is  ripe  and  ready 
for  rabbits  — 

Green  nests 
of  mistletoe 

are  built  by  the  invisible  birds 

of  autumn, 

and  green  arms 

of  bamboo  vine 

cling 

to  the  baring  limbs. 

A hunter’s  gun 
crinkles 

the  afternoon’s  silence, 

and  a crow 

voices 

his  annoyance. 

Summer  sleeps 
late  — 

as  autumn  awakens  with  the  dawn. 

The  mill  wheel 
creaks 

to  a slow  stop 
for  a winter’s  rest. 


MOUNTAIN 

Skyward  rears  its  head  and,  unafraid 
Stretches  toward  the  stars  that  nestle  there. 

While  winds  play  through  the  pines  that  form  its 
hair. 

Making  inconstant  shadows  of  their  shade. 
Foreboding  darkness  lends  to  it  an  air 
Of  silent  mystery,  of  monstrous  power  — 

Then  lightning  streaks  across  the  darkened  hour 
As  storm  clouds  growl  and  leave  their  secret  lair. 
Now,  as  once  a slave  in  days  long  past 
Cowered  before  some  mighty  Caesar’s  chair. 

The  mighty  mountain  trembles  at  each  flare 
And  trembles  at  each  sudden  thunder  blast! 

And  so  for  every  power  man  can  find. 

There  always  lies  the  greater  one  behind. 

JOHN  RANSOM  LEWIS,  M.D. 


Dr,  Lewis,  a plastic  surgeon  in  Atlanta,  is  Georgia’s  Poet  Laureate. 


As  mill  stones 
drag 

their  weight, 

stone  against  stone, 

sleep 

drags  against  consciousness, 
patchwork  covers 
high  against  the  neck. 
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“As  doctors,  if  we  do  the  right  thing  at  the  right  time, 
we  can  make  a difference!’ 

Dr.  Kenneth  A Haller,  Pediatrician,  East  St.  Louis,  Illinois,  Member,  American  Medical  Association 


In  one  of  the  nation’s  poorest  communities,  Dr. 
Kenneth  Haller  is  working  not  only  to  save  children’s 
lives,  but  to  bring  dignity  to  the  lives  of  their  parents. 

He  is  the  type  of  physician  who  brings  distinction 
to  our  profession.  He  is  the  type  of  physician  who 
upholds  the  highest  ideals  of  medicine.  He  is  also  a 
member  of  the  American  Medical  Association  (AMA). 

“I  read  the  Principles  of  Medical  Ethics  of  the  AMA 
and  was  impressed  by  it.  I’m  proud  to  be  a member,” 
says  Dr.  Haller. 


You  are  invited  to  join  Dr.  Haller  and  to  join  with 
him  in  his  efforts  to  bring  quality  health  care  to  thos< 
in  need.  Become  a member  of  the  American  Medica 
Association  today. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 


EDITORIAL 


Lung  Diseases:  Where  We  Are  Now  and 
Where  We  Are  Going 

Eric  G.  Honig,  M.D. 


rHE  PROGRESS  of  pulmonary  med- 
icine in  the  20th  century  is  aptly 
Elected  in  the  history  of  one  of  its 
lajor  journals.  A generation  ago, 
le  American  Review  of  Respira- 
)ry  Disease  was  known  as  the 
rnerican  Review  of  Tuberculosis. 
hree  years  ago,  the  Review  spun 
ff  a new  publication,  American 
mrnal  of  Respiratory  Cell  and  Mo- 
’cular  Biology.  The  past,  the  pres- 
ht,  and  the  future  of  a medical  dis- 
ipline  are  recorded  on  its  covers. 
In  this  issue  of  {he  Journal  of  the 
'edical  Association  of  Georgia,  we 
debrate  Georgia  Lung  Awareness 
lonth  by  reviewing  the  present  State 
f the  Art  of  and  a glance  at  the 
iture  of  four  important  aspects  of 
ulmonology. 

Interstitial  Lung  Disease 

Diseases  of  the  pulmonary  pa- 
^nchyma  are  at  a crossroads.  Doc- 
prs  Staton  and  Perez  review  the 
linical  aspects  of  this  family  of  lung 
jisorders  and  how  we  view  them 
|)day.  If  the  70s  and  80s  have 
Irought  at  least  a clinical  frame  of 
Inference  for  approaching  these 
[iseases,  the  90s  will  bring  a dis- 
nctly  molecular  viewpoint  as 
jench  work  begins  to  find  clinical 
jxpression.  We  are  now  in  a posi- 
ion  similar  to  diabetology  in  the 
jme  of  Banting  and  Best  or  hem- 
tology  of  William  Castle’s  era.  Ma- 
ipulation  of  cellular  mechanisms 
If  inflammation  and  fibrogenesis, 
[ontrol  of  intercellular  communi- 
lations,  and  immune  response 
lodulation  will  become  part  of 
linical  practice,  as  did  insulin  and 


• In  this  issue,  we 
review  the  present 
State  of  the  Art  of 
pulmonary  medicine 
and  glance  at  the 
future  of  four 
important  aspects  of 
pulmonology.  J 

intrinsic  factor.  A review  of  inter- 
stitial disease  written  10  years  from 
now  will  have  a focus  very  different 
from  where  we  are  today. 

Asthma 

Asthma  has  become  a much  more 
serious  problem  in  the  last  1 0 years. 
According  to  the  CDC,  incidence  is 
up,  mortality  is  up,  and  manage- 
ment of  the  disease  is  costing  bil- 
lions annually.  The  networks  tell  us 
we  are  endangering  our  patients 
with  beta  adrenergic  agonists,  the 
bellwether  of  asthma  therapy  for  the 
last  two  decades.  Why  are  we  hav- 
ing these  problems? 

The  recent  literature  suggests  we 
have  been  missing  the  mark  in  our 
management  of  asthmatics.  The  es- 
sential concept  to  be  assimilated  is 
that  bronchospasm  is  the  symp- 


Dr.  Honig  is  Chairman  of  the  Publications  Com- 
mittee of  the  Georgia  Thoracic  Society  and  Asso- 
ciate Professor  of  Medicine,  Emory  University  School 
of  Medicine.  His  address  is  Grady  Memorial  Hos- 
pital, Department  of  Medicine,  Division  of  Pul- 
monary Diseases,  80  Butler  St.,  Atlanta,  GA  30335. 
Dr.  Honig  served  as  Guest  Editor  of  this  Special 
Issue  of  the  Journal. 


tom,  not  the  disease.  The  disease 
that  we  should  be  treating  is  airway 
inflammation.  Anti-inflammatory 
therapy  is  now  the  basis  for  the 
treatment  of  asthma,  with  bron- 
chodilators  relegated  to  the  status 
of  symptomatic  relief.  Asthma  must 
be  viewed,  like  diabetes  mellitus  or 
systemic  arterial  hypertension,  as  a 
chronic  disorder  requiring  regular 
management  by  an  educated  pa- 
tient working  in  concert  with  a 
knowledgable  physician.  Acute  se- 
vere asthma  often  represents  a 
medical  failure  in  the  management 
of  a treatable  disorder. 

In  the  coming  years,  the  asthma 
literature  will  bring  a focus  to  a va- 
riety of  strategies  to  reduce  airway 
inflammation  and  new  families  of 
agents  to  deal  with  the  cascade  of 
humoral  and  cellular  mediators  that 
characterize  the  asthmatic  state. 

Ventilators 

Weaning  the  long-term  ventilator 
patient  has  always  been  an  expen- 
sive exercise  in  frustration.  Over  the 
last  10  years,  respiratory  muscle 
physiologists  have  called  our  atten- 
tion to  the  major  role  diaphrag- 
matic fatigue  plays  in  prolonged 
respiratory  insufficiency  and  the 
need  to  consider  ventilatory  drive 
as  a factor  in  patient  tolerance  of 
the  ventilator.  Pressure-support 
ventilation  (PSV)  was  designed  to 
minimize  respiratory  muscle  work 
and  fatigue  while  maximizing  pa- 
tient comfort.  Ongoing  work  sug- 
gests PSV  may  reduce  weaning  time 
in  some  patients.  In  her  paper.  Dr. 


. 
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Stock  reviews  the  rationale  and 
mechanisms  of  PSV  and  discusses 
its  appropriate  clinical  application. 

The  track  record  of  contempo- 
rary ventilatory  management  of  the 
Adult  Respiratory  Distress  Syn- 
drome (ARDS)  is  even  more  dis- 
tressing. A growing  realization  that 
pressure  and  volume  swings  in  the 
ventilatory  cycle  may  be  damaging 
already  sick  lungs  leads  directly  to 
Togo’s  observation,  “We  have  met 
the  enemy,  and  he  is  us.”  Efforts  to 
minimize  ventilator  barotrauma  un- 
derlie many  of  the  newer  modes  of 
support  of  ARDS.  Dr.  Stock  covers 


two  of  these  methods,  airway  pres- 
sure release  ventilation  (APRV)  and 
extracorporeal  CO2  removal.  These 
are  both  experimental  methods 
whose  role  in  the  community  out- 
side the  academic  medical  center 
remains  to  be  elucidated. 

Sleep  Apnea 

Before  the  1980s,  sleep  apnea  was 
a medical  oddity.  Today  it  is  rec- 
ognized as  a too-common  disa- 
bling respiratory  and  neurologic 
disorder.  In  the  past  decade  we  have 
seen  the  establishment  of  sleep  lab- 
oratories and  the  foundation  of 


sleep  disorders  as  a separate  me 
ical  discipline.  We  have  estal 
lished  criteria  for  diagnosis  and  b 
gun  to  make  some  headway  ; 
therapy.  In  the  1990s,  we  seek  l 1 
elucidate  the  mechanisms  unde  : 
lying  sleep  apnea,  to  find  effecth  ; 
pharmacotherapy  or  surgical  trea  i 
ment  for  sleep  apnea.  We  are  seel  - 
ing  to  learn  what  the  natural  histoi! ; 
and  long-term  risks  of  sleep  apne 
may  be.  Doctors  Chaudhary  an 
Smith  review  the  state  of  the  art  i 
sleep  apnea  today. 


ToAi^neWho  HasALung  DiseaseThisb  ABreathtakingView. 

Climbing  even  a short  flight  of  stairs  can  leave  a person  who  suffers  from  a 
chronic  lung  disease  fighting  for  breath.  An  estimated  one  out  of  ten  Americans 
suffers  from  chronic  lung  disease.  And  the  mortality  rate  from  lung  diseases  is 
increasing  faster  than  any  of  the  other  top  ten  causes  of  death. 

Until  we  do  something  about  lung  diseases,  no  one  can  breathe  easy. 

It’s  a matter  of  life  and  breath? 
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Interstitial  Lung  Disease: 
State  of  the  Clinical  Art 

Rafael  L.  Perez,  M.D.,  Gerald  W.  Staton,  Jr.,  M.D. 


Introduction 

rHE  INTERSTITIUM  of  the  lung  con- 
sists  of  a latticework  of  colla- 
en,  elastin,  and  other  proteins  that 
upport  the  lung  parenchyma.’  ^ The 
ulmonary  interstitium  is  formed  by 
tight  fusion  of  the  basement  mem- 
ranes  of  the  alveolar  epithelial  and 
le  capillary  endothelial  surfaces 
lat  facilitates  movement  of  oxygen 
nd  carbon  dioxide  across  the  al- 
eolar  wall.  Coursing  towards  the 
ila,  the  interstitium  becomes 
dicker  and  looser  and  surrounds 
ronchioles  and  bronchi  with  their 
ssociated  vascular  and  lymphatic 
essels.  The  architecture  of  the  in- 
erstitium  produces  a flow  of  fluid, 
ells,  and  debris  from  the  distal  gas 
xchange  regions  towards  the  prox- 
Tial  draining  vessels  and  lymph 
odes.  Its  elastic  nature  is  an  im- 
ortant  component  of  lung  me- 
hanics.  Widespread  inflammation 
I'f  the  lung  interstitium  can  impair 
'lood  oxygenation  and  the  work  of 
'reathing.  There  are  well  over  100 
mown  and  unknown  conditions  in- 
jolving  diffuse  inflammation  of  the  I 


This  review  focuses  on 
a group  of  interstitial 
lung  diseases  (ILD) 
that  constitute  the 
majority  of  the  cases 
seen  by  primary  care 
specialists  and  that  are 
thought  to  he  primarily 
or  entirely  autoimmune 
in  nature:  sarcoidosis, 
idiopathic  pulmonary 
fibrosis,  bronchiolitis 
obliterans  with 
organizing  pneumonia, 
collagen  vascular- 
associated  ILD,  and 
eosinophilic  granuloma 
of  the  lung. 
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lung  interstitium  that  are  collec- 
tively termed  interstitial  lung  dis- 
eases (ILD).  This  review  focuses  on 
a group  of  ILD  that  constitute  the 
majority  of  the  cases  seen  by  pri- 
mary care  specialists  and  that  are 
thought  to  be  primarily  or  entirely 
autoimmune  in  nature.  The  dis- 
eases discussed  are  sarcoidosis, 
idiopathic  pulmonary  fibrosis, 
bronchiolitis  obliterans  with  organ- 
izing pneumonia,  collagen  vascu- 
lar-associated ILD,  and  eosino- 
philic granuloma  of  the  lung. 

Assessment 

History  and  Physical  Exam''^ 

Symptoms  in  ILD  are  nonspecific 
and  apply  to  all  ILDs  whether  of 
occupational,  environmental,  or 
autoimmune  origin.  Breathlessness 
and  a nonproductive  cough  are  the 
most  common  symptoms.  Com- 
plaints of  arthralgia,  joint  stiffness, 
and  skin  rash  associated  with  a 
connective  tissue  disorder  may  give 
a clue  to  the  etiology  of  the  inter- 
stitial lung  process.  A positive  oc- 
cupational and  environmental  his- 
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tory  may  yield  an  organic  or 
inorganic  “dust”  etiology  as  the 
cause  of  ILD.  Details  concerning 
travel,  hobbies,  pets,  and  medica- 
tions may  suggest  a specific  entity. 
Drugs  such  as  nitrofurantoin,  bleo- 
mycin, methotrexate,  and  cyclo- 
phosphamide can  produce  pul- 
monary fibrosis. 

Physical  signs  of  ILD  are  usually 
confined  to  the  chest,  but  other 
signs  of  the  underlying  cause  may 
occur  concurrently.  Crackles  with  a 
“Velcro”  quality  are  characteristic 
and  are  much  more  common  in  the 
nongranulomatous  fibrosing  dis- 
orders. Signs  of  consolidation  are 
absent,  and  wheezing  is  rare  unless 
there  is  concurrent  endobronchial 
involvement.  Changes  in  the  skin 
may  point  to  specific  etiologies.  For 
example,  a malar  rash  is  characer- 
istic  of  systemic  lupus  erythem- 
atosus; hidebound  skin  and  pitting 
on  the  tips  of  the  fingers  point  to 
scleroderma;  symmetrical  redness, 
swelling,  and  tenderness  of  the 
hand  and  wrist  joints  are  consistent 
with  rheumatoid  arthritis;  erythema 
nodosum  is  seen  with  sarcoidosis. 
Digital  clubbing  is  indicative  of  ad- 
vanced disease  and,  excluding  non- 
pulmonary  causes,  is  usually  a clear 
indication  of  idiopathic  pulmonary 
fibrosis  (IPF).  In  the  late  stages  of 
ILD,  tachypnea  at  rest,  cyanosis,  and 
right  heart  failure  develop. 

Diagnostic  Studies 

Blood  Studies^' ^ 

Serologic  tests  are  not  pathog- 
nomonic for  ILD  and  serve  only  to 
support  the  diagnosis.  Positive 
rheumatoid  factor  and  anti-nuclear 
antibodies  suggest  a collagen  vas- 
cular disorder  but  can  be  found  in 
low  titers  in  IPF  without  associated 
collagen  vascular  disease.  Antibod- 
ies to  organic  dusts  and  animal  pro- 
teins may  be  useful  in  pinning  down 
the  etiology  in  hypersensitivity 
pneumonitis.  Any  of  these  antibod- 
ies can  be  found  in  healthy  individ- 
uals, and  simply  indicate  exposure 


to  a specific  antigen.  Low  levels  of 
complement  components  3 and  4 
are  usually  associated  with  sys- 
temic lupus  erythematosus  but  may 
be  found  in  other  ILDs.  If  one  is 
considering  a pulmonary  vasculitic 
process,  especially  in  the  presence 
of  renal  impairment,  antibasement 
membrane  antibodies  strongly  sup- 
port a diagnosis  of  Goodpasture’s 
syndrome  and  a positive  test  for  an- 
tineutrophil cytoplasmic  antibod- 
ies suggests  Wegener’s  granulom- 
atosis. 

Blood  tests  for  serum  angioten- 
sin converting  enzyme  and  serum 
lysozyme  were  developed  in  the 
1970s  to  diagnose  sarcoidosis.  Al- 
though the  increased  concentra- 
tions of  these  enzymes  are  nonspe- 
cific indicators  of  disease  activity, 
measurement  of  these  enzymes  is 
not  recommended  for  the  diagnosis 
of  sarcoidosis  because  of  signifi- 
cant elevations  in  other  diseases. 

Radiology-' 

Chest  radiography  remains  one 
of  the  best  and  most  cost-effective 
means  of  establishing  and  follow- 
ing an  interstitial  inflammatory  or 
fibrotic  process.  Bilateral  hilar  ad- 
enopathy with  or  without  paren- 
chymal infiltrates  is  strongly 
suggestive  of  sarcoidosis;  however, 
25%  of  young  patients  and  59%  of 
patients  over  50  years  old  with  sar- 
coidosis have  atypical  findings  on 
chest  radiography  suggesting  infec- 
tion or  neoplasia.  The  majority  of 
patients  with  nongranulomatous  ILD 
have  radiographic  abnormalities 
showing  reticular  or  reticulonodu- 
lar  infiltrates  that  characteristically 
involve  the  lower  lung  zones.  Sili- 
cosis, which  involves  the  upper 
lobes,  and  eosinophilic  granuloma 
(histiocytosis  X),  which  shows  a 
characteristic  sparing  of  the  cos- 
tophrenic  angles  are  exceptions. 
Initially,  interstitial  markings  can  be 
subtle  and  difficult  to  appreciate 
except  on  high  quality  films.  Later 
in  the  illness,  loss  of  lung  volume 
and  the  appearance  of  coarse,  cys- 
tic, honeycombed  abnormalities 


convey  a poor  prognosis.  Chest  ra 
diographs  are  normal  in  about  10% 
of  symptomatic  individuals  who  arc 
finally  diagnosed  with  ILD.  In  thes(i 
cases,  dyspnea  without  airflow  ob 
struction  should  make  one  suspec 
ILD,  with  primary  pulmonary  hy 
pertension  as  an  alternative  consid 
eration. 

Gallium-67  lung  scanning  ha; 
limited  use  in  the  assessment  anc 
monitoring  of  lung  inflammator 
activity  in  ILD.  Gallium  scanning  re' 
veals  only  nonspecific  inflamma 
tion,  is  costly,  and  produces  a sub 
stantial  radiation  exposure  (simila 
to  fluoroscopic  GI  study).  A negaj 
tive  gallium  lung  scan,  howeverj 
may  be  helpful  in  making  the  de: 
cision  to  discontinue  therapy  when 
other  measures  of  disease  activih 
are  equivocal.  Computerized  to| 
mography  (CT)  of  the  chest  is  more 
sensitive  than  conventional  chesj 
radiography  and  gives  a better  resi 
olution  of  the  parenchyma,  me! 
diastinum,  and  pleura.  This  pro 
cedure  may  be  useful  in  case;! 
where  the  chest  film  is  normal  o 
questionable  for  an  interstitia 
process.  The  advent  of  high  reso 
lution  thin-slice  CT  has  increase^ 
the  sensitivity  of  this  procedure  anc 
may  also  provide  a greater  degree 
of  specificity  in  the  assessment  o' 
ILD. 

Pulmonary  Function  Tests^  \ 

Pulmonary  function  testing  (PFT, 
should  be  performed  in  all  cases  o' 
suspected  ILD  and  demonstrates  a 
restrictive  lung  impairment  wher 
ILD  is  present.  Forced  vital  capacih 
(FVC)  may  be  normal  in  the  earP 
stages  of  ILD  but  decreases  as  the 
disease  progresses.  Forced  expi! 
ratory  volume  in  one  second  (FEVjJ 
is  normal  initially  and  in  fact  ma} 
increase  during  the  early  stages  o‘ 
disease  due  to  the  higher  elastic 
recoil  of  the  lung.  The  early  change; 
in  ILD  thus  may  yield  a higher  thar 
normal  ratio  of  FEVi  to  FVC,  whicf 
is  compatible  with  mechanical  re 
striction.  However,  measurement  o 
lung  volumes  is  required  to  dem 
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istrate  a restrictive  lung  impair- 
ent.  Total  lung  capacity,  forced 
sidual  capacity,  and  residual  vol- 
ne  are  all  decreased  in  ILD.  A 
ixed  restrictive  and  obstructive 
ipairment  may  be  found  when 
ere  is  endobronchial  involve- 
ent,  as  is  sometimes  seen  in  sar- 
)idosis  or  coexistent  obstructive 
sease,  such  as  asthma  or  chronic 
Dstructive  pulmonary  disease 
'OPD).  Gas  transfer  measured  as 
e diffusing  capacity  for  carbon 
onoxide  (DLCO)  is  decreased  in 
D primarily  by  damage  to  gas-ex- 
langing  alveolar  “units”  and  to  a 
sser  extent  by  an  increase  in  the 
ffusion  path  for  gas  exchange  due 
inflammation  and  thickening  of 
veolar  walls.  A decreased  DLCO 
nearly  always  present  and  can 
'ecede  alterations  in  lung  vol- 
Ties.  Arterial  blood  gases  may  re- 
;al  hypoxemia  and  oxygen  desat- 
ation  at  rest  or  with  exercise. 
5tention  of  carbon  dioxide  is  rare 
ILD  and  is  found  only  in  end- 
age  disease  when  ventilation  is 
jverely  compromised. 

Invasive  Procedures 

beroptic  Bronchoscopy'^^ ° 

Flexible  fiberoptic  bronchoscopy 
ith  transbronchial  lung  biopsy 
"BLB)  is  usually  the  first  invasive 
iagnostic  procedure  performed  in 
le  assessment  of  ILD.  Following 
ispection  of  the  airways,  which  is 
pically  normal,  a radiographically 
Dnormal  region  of  one  lung  is  se- 
icted  for  TBLB.  Four  specimens 
om  an  involved  lung  are  taken  for 
istologic  examination  and  for  cul- 
ires  when  indicated.  A major  lim- 
ation  of  TBLB  is  the  small  amount 
f tissue  that  can  be  obtained;  how- 
ler, the  success  rate  of  TBLB  is 
igh  in  granulomatous  ILD,  and  sar- 
□idosis  can  be  diagnosed  60%- 
0%  of  the  time  using  this  tech- 
ique. 

Bronchoalveolar  lavage  (BAL) 
erformed  through  the  flexible 
ronchoscope  is  a useful  research 
)ol  for  obtaining  alveolar  lining 


fluids  and  cells  for  the  study  of  the 
cellular  and  molecular  mechan- 
isms in  ILD.  Bronchoalveolar  la- 
vage is  not  universally  accepted  as 
a clinical  procedure,  but  some  find- 
ings using  this  technique  have 
proved  to  be  useful  in  the  assess- 
ment of  ILD.  The  granulomatous 
disorders  of  sarcoidosis  and  hy- 
persensitivity pneumonitis  have 
high  BAL  lymphocyte  counts, 
whereas  the  nongranulomatous  ILD, 
IFF  in  particular,  have  high  BAL 
neutrophil  counts.  More  recently, 
investigators  have  noted  that  the 
presence  of  eosinophils  in  BAL  fluid 
from  patients  with  IFF  portends  a 
poor  outcome,  while  recovery  of 
lymphocytes  suggests  a better  re- 
sponse to  therapy. 

Open  Lung  Biopsy^^ 

Open  lung  biopsy  (OLB)  is  the 
“gold  standard”  procedure  for  ob- 
taining a tissue  diagnosis  in  ILD. 
Additional  information  may  be 
gathered  by  finding  granulomas, 
pleural  scarring,  or  abnormal  lymph 
nodes  during  the  surgical  proce- 
dure. The  surgeon  should  attempt 
to  sample  an  area  of  “average”  in- 
volvement. Small  specimens  taken 
from  dependent  lung  should  be 
avoided  because  nonspecific  fibro- 
sis can  be  seen  in  normal  lungs. 
Despite  its  many  advantages  over- 
bronchoscopy with  TBLB,  OLB 
should  be  used  selectively  because 
of  the  expense  and  risks  of  general 
anesthesia  and  surgery.  However, 
open  lung  biopsy  can  be  cost  ef- 
fective when  the  cause  of  ILD  is  ob- 
scure and  a long  workup  is  antici- 
pated. Some  patients  may  not 
accept  empiric  therapy  for  an  un- 
diagnosed interstitial  lung  process 
and  are  willing  to  undergo  the  risks 
of  OLB.  Finally,  if  there  is  no  re- 
sponse to  therapy,  OLB  may  still  be 
done  to  determine  if  the  original 
diagnosis  was  correct  or  whether 
the  treatment  should  be  changed. 

Sarcoidosis 

Sarcoidosis^  is  a multisystemic 
granulomatous  disease  of  un- 


known etiology  that  involves  the 
lungs  in  most  cases.  Radiographic 
staging  of  the  pulmonary  disease  is 
important  as  a predictor  of  the  clin- 
ical course.  A stage  1 radiograph 
(bilateral  hilaradenopathy  alone  — 
50%  of  patients)  is  predictive  of 
spontaneous  resolution  in  65%  of 
cases.  Fatients  with  stage  2 (ad- 
enopathy and  infiltrates  — 35%  of 
patients)  and  stage  3 (infiltrates 
alone  — 14%  of  patients)  radi- 
ographs have  a 49%  and  20% 
chance  of  spontaneous  resolution, 
respectively. 

A biopsy  should  be  obtained 
when  a question  exists  about  the 
diagnosis  and  when  treatment  will 
be  based  on  the  results.  Fotential 
sites  for  biopsy  in  order  of  inva- 
siveness include:  (1)  conjunctival 
nodules;  (2)  enlarged  lacrimal  or 
parotid  glands;  (3)  cutaneous  le- 
sions-nodules,  etc.  (not  erythema 
nodosum);  (4)  palpable  lymph 
nodes;  (5)  lung  tissue  by  TBLB;  (6) 
liver;  (7)  mediastinal  nodes;  and  (8) 
lung  tissue  by  open  lung  biopsy. 

Treatment  is  mandatory  with  pro- 
gressive or  symptomatic  pulmonary 
disease,  ocular,  CNS,  or  myocardial 
sarcoid,  hypercalcemia,  hyper- 
splenism,  or  disabling  constitu- 
tional complaints.  Relative  indica- 
tions for  treatment  include  cu- 
taneous sarcoid,  hepatic  disease, 
adenopathy,  and  arthropathy.  Cor- 
ticosteroids are  the  mainstay  of 
treatment  in  sarcoidosis.  In  the 
event  of  strict  contraindication  to 
steroids  or  steroid  unresponsive- 
ness, methotrexate  or  chlorambucil 
may  be  helpful.  When  the  indica- 
tion for  treatment  is  skin  disease, 
antimalarials  are  especially  useful. 

Idiopathic  Pulmonary  Febrosis 

Idiopathic  pulmonary  fibrosis  or 
cryptogenic  fibrosing  alveolitis^' 
is  one  of  the  more  common  causes 
of  interstitial  lung  disease  and  usu- 
ally presents  in  patients  40  to  70 
years  of  age  with  dyspnea  on  ex- 
ertion and  dry  cough.  Occasional 
patients  have  malaise,  arthralgias, 
or  low  grade  fever  that  can  suggest 
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an  associated  collagen  vascular 
disorder. 

Open  lung  biopsy  is  usually  nec- 
essary for  a confident  diagnosis  of 
IPF  because  a large  amount  of  tis- 
sue is  needed  to  characterize  the 
predominant  inflammatory  proc- 
ess. A mononuclear  alveolitis  con- 
taining macrophages,  lympho- 
cytes, and  alveolar  type  11  cells 
(desquamative  interstitial  pneu- 
monitis) indicates  a better  prog- 
nosis than  edema  of  the  alveolar 
walls  with  a fibrinous  alveolar 
exudate,  continued  mononuclear 
infiltration,  and  fibroblast  prolifer- 
ation (usually  interstitial  pneumo- 
nitis). Obliteration  of  the  normal 
lung  architecture  by  collagenous 
replacement  (fibrosis)  character- 
izes end-stage  IPF. 

Initial  treatment  of  IPF  with  cor- 
ticosteroids usually  results  in  V4  to 
V2  of  patients  stabilizing  or  improv- 
ing. Despite  continued  cortico- 
steroid therapy,  some  patients  have 
flares  that  require  treatment  inten- 
sification and  sometimes  necessi- 
tate therapy  for  an  indefinite  period. 
When  corticosteroids  are  not  effec- 
tive or  cause  intolerable  side  ef- 
fects, cytotoxic  therapy  may  be  use- 
ful. Most  clinicians  now  use 
cyclophosphamide  combined  with 
low  dose  prednisone.  Unfortu- 
nately, cyclophosphamide  may 
produce  leukopenia,  increased 
susceptibility  to  infection,  hemor- 
rhagic cystitis,  interstitial  pneu- 
monitis, gastrointestinal  symp- 
toms, infertility,  and  malignancy. 

Bronchiolitis  Obliterans  with 
Organizing  Pneumonia 

Bronchiolitis  obliterans''*  with 
organizing  pneumonia  (BOOP)  is  a 
partially  interstitial,  partially  intra- 
alveolar,  and  partially  small  airway 
disorder  that  has  been  incorrectly 
diagnosed  as  IPF  or  COPD  in  some 
patients.  Bronchiolitis  obliterans 
can  be  seen  in  a number  of  settings 
including  toxic  fume  inhalation 
(i.e.,  oxides  of  nitrogen),  viral  in- 
fections, collagen  vascular  disor- 
ders, and  in  conjunction  with  other 


lung  diseases  such  as  IPF  or  hy- 
persensitivity pneumonitis.  A thor- 
ough history  will  usually  identify 
these  causes  of  BOOP.  However, 
there  is  a group  of  patients  with  idi- 
opathic BOOP  in  whom  an  OLB  is 
required  to  distinguish  their  dis- 
ease from  IPF. 

Patients  with  BOOP  are  usually 
in  their  50s.  The  onset  of  the  illness 
is  frequently  abmpt  with  a dry  cough 
and  dyspnea  and  fever,  malaise,  and 
fatigue  are  more  common  than  with 
IPF.  Physical  examination  some- 
times shows  rales,  often  associated 
with  wheezes.  Clubbing,  which  is 
common  in  IPF,  is  absent.  The  chest 
radiograph  typically  shows  bilat- 
eral, patchy,  alveolar  or  ground- 
glass  infiltrates  in  contrast  to  the 
interstitial  infiltrates  seen  in  IPF. 
Lung  function  tests  show  obstruc- 
tion, restriction,  or  a mixed  pattern 
with  a decreased  diffusing  capacity 
and  hypoxemia. 

Treatment  with  corticosteroids 
has  been  quite  successful,  and 
many  patients  respond  dramati- 
cally within  days  of  starting  therapy. 
When  steroids  are  withdrawn,  how- 
ever, many  patients  relapse  and  ex- 
perience, recurrent,  systemic 
symptoms,  infiltrates,  and  hypox- 
emia. 

Collagen  Vascular  Disorders 

Collagen  vascular  disorders'® 
are  characterized  by  an  autoim- 
mune inflammatory  process  di- 
rected against  structural  cartilagi- 
nous, elastic,  and  vascular  tissues. 
Specific  entities  are  named  for  the 
predominant  tissues  involved.  All 
may  involve  the  lung  and/or  pleura 
to  varying  degrees. 

Systemic  Lupus  Erythematosus 

Systemic  lupus  erythematosus 
(SLE)  is  one  of  the  most  prevalent 
connective  tissue  disorders,  espe- 
cially in  black  women  of  child- 
bearing age.  As  many  as  18%  of 
cases,  however,  occur  after  the  fifth 
decade  of  life.  Drug-induced  SLE  is 
typically  seen  in  elderly  patients 
with  heart  disease.  Hydralazine, 


procainamide,  isoniazid,  pheny 
toin,  quinidine,  methyldopa,  anc 
several  of  the  beta-blocking  agents 
are  commonly  incriminated  drugs 

Pleuropulmonary  complications^ 
of  primary  and  drug-induced  SLE 
are  quite  frequent  (38%  to  89%)  bui 
often  must  be  differentiated  froir 
infections.  Atelectasis,  acute  lupus 
pneumonitis,  interstitial  disease 
and  massive  hemorrhage  are  other 
common  clinical  problems.  Inter- 
stitial lung  disease  is  less  common 
in  SLE  than  in  some  of  the  other 
types  of  collagen  vascular  diseases 
and  is  less  common  than  the  other 
pleuropulmonary  complications  ol 
SLE.  Many  patients  exhibit  func-. 
tional  abnormalities  on  PFTs  (de- 
creased diffusion  capacity,  restric- 
tive defects)  but  have  little  in  the 
way  of  symptoms  or  signs.  The  chest 
radiograph  may  show  increased  in- 
terstitial makings  and  other  SLE  re- 
lated problems  such  as  pleural 
effusion.  Treatment  is  with  cor- 
ticosteroids, sometimes  in  con- 
junction with  cytotoxic  agents  such 
as  cyclophosphamidel  or  azathio- 
prine. 

Rheumatoid  Arthritis 

Despite  the  increased  female 
preponderance  of  rheumatoid  ar- 
thritis, there  is  a higher  incidence 
of  pleuropulmonary  complications 
in  males.  Pleuropulmonary  com- 
plications are  clinically  apparent  in 
approximately  50%  of  cases,  though 
a much  higher  percentage  have 
pathologic  involvement.  In  occa- 
sional cases,  the  thoracic  involve- 
ment is  apparent  before  the  arti- 
cular disease,  making  the  diagnosis 
of  rheumatoid-associated  pneu- 
monitis difficult.  Pulmonary  prob- 
lems in  rheumatoid  arthritis  are 
usually  associated  with  active  ar- 
thritis, high  titers  of  rheumatoid  fac- 
tor, circulating  immune  com- 
plexes, and  cryoglobulinemia. 

Diffuse  interstitial  pneumonitis 
and  fibrosis  is  the  most  serious  pul- 
monary parenchymal  problem  in 
rheumatoid  arthritis.  The  chest  ra 
diograph  evolves  from  fine  nodu 
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ity  to  coarse  reticulation  and  fi- 
lly to  a honeycombed  pattern.  In 
tients  with  interstitial  disease,  a 
al  of  treatment  with  cortico- 
;roids  is  indicated  if  a cellular  bi- 
sy  or  progressive  symptoms  are 
ssent. 

Dgressive  Systemic  Sclerosis 

Progressive  systemic  sclerosis 
SS  or  scleroderma)  is  a disorder 
sdominantly  of  women  between 
2 fourth  and  sixth  decade  of  life, 
le  prognosis  is  unfavorable,  es- 
cially  in  blacks  and  men  and  in 
Dse  with  pulmonary  disease.  Pul- 
Dnary  complications,  especially 
D,  are  quite  frequent  in  PSS,  oc- 
rring  in  as  many  as  90%  of  pa- 
nts based  on  PFTs  or  lung  his- 
logy.  Interstitial  lung  disease  in 
iS  is  characterized  by  basilar  re- 
;ular  or  reticulonodular  infiltrates 
at  become  coarser  as  the  disease 
ogresses.  The  radiographs  may 
ow  loss  of  lung  volume  over  time, 
id  pneumothorax  may  occur.  Evi- 
ince  of  pulmonary  hypertension 
ay  be  greater  than  would  be  ex- 
icted  from  the  degree  of  radi- 
'raphic  abnormality  or  pulmonary 
notion  disturbance,  especially 
aen  Raynaud’s  phenomenon  is 
irt  of  the  clinical  syndrome.  Cor- 
:osteroids  are  not  thought  to  be 
leful  in  the  interstitial  lung  dis- 
ise  associated  with  PSS. 

~)lymyositis  and  Dermatomyositis 

Dlymyositis  and  dermatomyositis 
e characterized  by  weakness  and 
)metimes  pain  in  proximal  limb 
ad  neck  muscles,  occasionally  as- 
aciated  with  skin  rash  (dermato- 
lyositis  and  neoplasm).  Respira- 
>ry  failure  due  to  respiratory 
luscle  weakness  and  aspiration 
acondary  to  posterior  pharyngeal 
ad  proximal  esophageal  weak- 
sss  are  the  most  frequent  pul- 
ionary  problems.  Interstitial  lung 
isease  is  seen  in  a minority  of 
ises  and  responds  well  to  corti- 
jasteroid  therapy. 


Sjogren ’s  Syndrome 

Sjogren’s  syndrome  is  comprised 
of  the  triad  of  keratoconjunctivitis 
sicca,  xerostomia,  and  recurrent 
swelling  of  the  parotid  glands  and 
is  often  associated  with  other  con- 
nective tissue  diseases  (60%).  Pri 
mary  Sjogren’s  syndrome  is  asso- 
ciated frequently  with  pleuropul- 
monary  problems.  Thoracic  prob- 
lems related  directly  to  the  Sjogren’s 
syndrome  include  interstitial  infil- 
trates, often  lymphocytic  in  nature, 
pleursy  with  or  without  effusion, 
follicular,  bronchiolitis,  and  desic- 
cation of  the  tracheobronchial  tree 
producing  recurrent  bronchitis/ 
pheumonitis,  and  bronchiectasis. 

Dyspnea  is  the  primary  symptom 
in  Sjogren’s  syndrome.  The  chest 
radiograph  can  show  an  interstitial 
infiltrate  with  a prominent  nodular 
component.  Histologically,  these 
infiltrates  represent  lymphoplas- 
macytic  infiltrates  that  can  be  dif- 
ficult to  differentiate  from  lym- 
phoma. The  interstitial  lung  disease 
associated  with  Sjogren’s  syndrome 
usually  responds  to  corticoste- 
roids. 

Mixed  Connective  Tissue  Disease 

In  the  last  few  years,  several  re- 
ports have  described  a group  of  pa- 
tients with  features  of  SLE,  PSS,  and 
polymyositis.  A hallmark  of  these 
patients  is  the  presence  of  high  titer 
antibodies  to  extractable  nucler  an- 
tigen (anti-nRNP).  Initially,  this  syn- 
drome was  thought  to  be  a benign 
disease  with  good  response  to  ster- 
oids. More  recently,  case  reports 
demonstrating  a more  aggressive 
course  have  been  published,  some 
with  fatal  diffuse  interstitial  lung 
disease  or  pulmonary  hyperten- 
sion. 

Eosinophilic  Granuloma 
of  the  Lung 

Eosinophilic  granuloma  (EG)  or 
histiocytosis  is  a disease  of 
young  to  middle  age  adults.  Nearly 
all  reported  cases  occur  in  Cauca- 


sians, most  of  whom  are  smokers. 
The  lung  lesions  of  EG  are  patchy, 
nodular,  stellate  lesions,  some- 
times involving  the  visceral  pleura, 
and  centering  on  small  airways.  The 
lesions  are  composed  of  histio- 
cytes (HX  cells)  and  variable  num- 
bers of  eosinophils,  plasma  cells, 
and  lymphocytes.  In  progressive 
disease,  the  focal  lesions  and  fi- 
brosis become  confluent  forming 
large  areas  of  honeycombing. 

Chest  radiographs  show  micro- 
and  macronodular  lesions  that  fa- 
vor the  mid-  and  upper  lung  zones 
and  spare  the  costophrenic  angles. 
Pneumothorax  is  occasionally  seen, 
but  pleural  effusions  and  hilar/me- 
diastinal adenopathy  are  rare.  The 
diagnosis  should  be  suggested  by 
the  asymptomatic  presentation  or 
presentation  with  pneumothorax  of 
a young  person  with  a diffuse  nod- 
ular abnormality  more  prominent 
in  the  upper  lung  fields.  Specific 
diagnosis  can  be  made  by  open  lung 
biopsy  with  special  stains  or  with 
electron  microscopy  looking  for 
characteristic  X-bodies  (Birbeck 
granules). 

Men  with  EG-associated  diabetes 
insipidus  have  the  worst  prognosis. 
Good  prognostic  signs  include 
sparing  of  the  costophrenic  angles, 
mixed  alveolar  and  interstitial  infil- 
trates, and  a cellular  biopsy.  No 
controlled  studies  have  been  per- 
formed to  define  the  best  treatment. 
Several  cases  reported  in  the  liter- 
ature appear  to  have  responded  to 
steroids. 

Summary 

Interstitial  lung  diseases  pose  a 
great  challenge  to  the  clinician  be- 
cause of  the  indolent  and  variably 
active  nature  of  these  disorders  and 
the  limited  number  of  therapeutic 
options.  Adjunctive  therapy  in- 
cludes supplemental  oxygen  in  hy- 
poxic patients,  bronchodilators  in 
patients  with  an  obstructive  lung 
component,  and  aggressive  use  of 
antibiotics  in  febrile  patients  on  po- 
tent immunosuppressive  therapy 
and  suspected  or  confirmed  infec- 


tions.  In  younger  patients  who  pres- 
ent late  in  their  illness  or  deterio- 
rate on  therapy,  lung  transplantation 
is  the  only  option.  Recent  advances 
in  our  knowledge  of  the  cellular  and 
molecular  mechanisms  operating 
in  ILD  and  techniques  which  in- 
clude gene  amplification  and  clon- 
ing promise  to  yield  more  effective 
treatments  for  these  diseases  which 
currently  produce  a high  incidence 
of  morbidity  and  mortality. 
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ASTHMA  HITS  BOYS  AND  GIRLS.  MEN  AND  WOMEN  OF  ALL  AGES 

Estimated  number  of  total  U.S.  asthma  cases  in  1988 


Total  asthma  cases  In  the  U.S.  have  been  rising  steadily  since 
1970.  Almost  one  out  of  three  asthmatics  is 
under  age  18  and, 
in  children,  the  dis- 

ease  is  appreciahly  J 

more  common  ^ 

in  hoys.  Z 
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Estimates  of  136,000  and  less  have  a relative  standard  error  of  30  percent. 


I 


Source:  National  Center  for  Health  Statistics,  National  Health  Interview  Survey,  1988 
Chart:  American  Lung  Association®  — The  Christmas  Seal  People® 
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Asthma  in  the  Adult: 
Management  in  the  ’90s 

Eric  G.  Honig,  M.D. 


Definition 

Asthma  is  a disease  that  can  be 
:haracterized  by  airflow  obstruc- 
;ion  or  airway  narrowing  that  re- 
/erses  either  spontaneously  or  with 
;reatment,  by  bronchial  hyperreac- 
:ivity,  and  by  airway  inflammation. 
Fhe  major  development  in  asthma 
2search  over  the  last  5 years  has 
been  the  growing  recognition  that 
asthma  is  a chronic  inflammatory 
disease  of  the  airway,  with  bron- 
chospasm  as  its  clinical  expression 
rather  than  the  disease  itself.  The 
implication  of  this  work  is  to  redi- 
rect the  therapeutic  focus  in  asthma 
from  episodic  bronchospasm  to  the 
underlying  inflammatory  state.’' ^ 

National  Asthma 
Education  Program 

Because  of  the  accumulating  sci- 
entific evidence,  the  National  Heart 
Lung  and  Blood  Institute  recently 
published  Guidelines  for  the  Di- 
agnosis and  Management  of 
Asthma  as  part  of  the  National 
Asthma  Education  Program  (NAEP). 
The  Guidelines  are  intended  “to  as- 


The  major  development 
in  asthma  research 
over  the  last  5 years 
has  been  the  growing 
recognition  that  asthma 
is  a chronic 

inflammatory  disease  of 
the  airway,  with 
bronchospasm  as  its 
clinical  expression 
rather  than  the  disease 
itself. 


sist  clinician  and  patient  decisions 
about  appropriate  asthma  care”  and 
“are  not  to  be  construed  a either  an 
official  regulatory  document  or  as 
a document  that  has  been  endorsed 
by  the  United  States  Food  and  Drug 
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Administration.”  ^ They  nonethe- 
less constitute  an  important  basis 
from  which  the  clinician  may  begin 
to  tailor  an  effective  regimen  for  in- 
dividual patients.  The  NAEP  rec- 
ommends a 4-pronged  approach  to 
the  management  of  asthma: 

• Objective  measurements  of 
lung  function  to  assess  disease  se- 
verity and  response  to  therapy 

• Comprehensive  pharmaco- 
therapy directed  against  airway  in- 
flammation as  well  as  the  symptom 
of  bronchospasm 

• Environmental  control  to  re- 
duce exposure  to  triggering  factors 

• Attention  to  patient  and  family 
education. 

Measurement 

Because  patients  and  their  phy- 
sicians tend  to  underestimate  the 
severity  of  an  acute  asthma  attack, 
the  NAEP  recommends  regular 
monitoring  of  pulmonary  function 
by  office  spirometry  and  by  home 
peak  flow  monitoring.  Spirometry 
should  ideally  be  done  at  every  of- 
fice visit  and  at  least  annually.  A 
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respiratory  peak  flow  meter  is  sim- 
ple to  use,  inexpensive  ($15-45),  re- 
producible, and  reliable.  Asthmatic 
patients  should  be  given  a peak  flow 
meter,  instructed  to  use  it  regularly, 
and  to  keep  a diary  of  peak  flow 
rates  (PEFR)  to  be  reviewed  with 
the  physician  at  every  office  visit. 
Peak  flows  are  assessed  on  the  ba- 
sis of  predicted  normals  or  the  best 
peak  flow  a patient  can  achieve 
when  their  asthma  is  in  remission. 
A traffic  light  analogy  is  used  for 
interpretation  and  therapeutic  plan- 
ning. 

Green  (80-100%  of  target)  indi- 
cates all  clear  and  indicates  that 
routine  medication  plans  may  be 
followed.  Yellow  (50-80%  of  target) 
indicates  caution,  suggesting  either 
an  acute  exacerbation  or  inade- 
quate maintenance  therapy  and  that 
intensification  of  therapy  is  needed. 
Red  (below  50%  target)  points  to 
an  impending  crisis  and  suggests 
immediate  bronchodilator  therapy 
and  prompt  medical  attention  if 
initial  efforts  do  not  return  flows  to 
the  green  or  yellow  zones. 

Pharmacotherapy 

Acute  Asthma 

A series  of  articles  from  Brigham 
and  Women’s  Hospitals  in  the  early 
1980s  by  Fanta"*  and  Rossing  et  al.^ 
demonstrated  that  beta  agonists 
were  superior  to  intravenous  ami- 
nophylline  and  that  the  effects  of 
beta  agonists  were  comparable 
whether  given  by  the  inhaled  or  in- 
tramuscular routes,  irrespective  of 
the  severity  of  illness.  They  found 
that  aminophylline  added  little  to 
beta  agonists.  They  further  dem- 
onstrated that  corticosteroids  pro- 
duced significant  improvement  in 
airway  function  after  a delay  of  6- 
12  hours. 

There  probably  is  little  to  choose 
from  among  the  beta  agonists  cur- 
rently available  on  the  market.  Ide- 
ally, inhaled  beta  agonists  should 
be  given  repeatedly  at  intervals  of 
20-60  minutes  with  objective  meas- 
urement of  airflow  by  spirometry  or 


PEFR  assessment  until  the  re- 
sponse has  reached  a plateau.  A 
disposition  decision  may  be  made 
at  that  time.  Subcutaneous  epi- 
nephrine may  be  effective  in  some 
patients  who  do  not  respond  ade- 
quately to  inhaled  beta  agents. 
Tremor  may  be  a symptomatically 
limiting  factor  and  hypokalemia 
represents  a possible  risk. 

Several  studies  have  shown  that 
a metered-dose  inhaler  (MDl)  with 
a spacer  device  produces  a thera- 
peutic response  that  is  the  same  as 
that  obtained  from  a pressure-driven 
nebulizer.®  This  allows  a consid- 
erable savings  in  equipment  and 
personnel  costs. 

Corticosteroids  should  probably 
be  given  to  all  acute  asthma  pa- 
tients presenting  to  the  emergency 
room,  since  steroids  have  been 
shown  not  only  to  affect  favorably 
the  outcome  for  hospitalized  pa- 
tients but  also  to  decrease  signifi- 
cantly the  number  of  early  relapses, 
especially  in  patients  with  signifi- 
cant impairment  of  pulmonary 
function  at  the  time  of  emergency 
room  discharge."  Once  therapeutic 
plasma  cortisol  levels  have  been 
established  with  intravenous  corti- 
costeroids, there  is  little  advantage 
to  the  intravenous  route,  and  oral 
prednisone  or  methylprednisolone 
can  be  substituted  for  inpatients 
after  the  first  day. 


Some  troubling  data 
support  the  suspicion 
that  beta  agonists  may 
be  involved  in  the 
increase  in  asthma 
mortality  and  suggest 
that  p.r.n.  use  of  beta 
adrenergic  preparations 
may  be  more  desirable 
than  round-the-clock 
use. 


Theophylline  preparations  hav 
shown  no  independent  benefit  i 
the  emergency  management  c 
acute  asthma.®  Their  use  is  n 
longer  recommended  by  the  NAE 
group,  although  the  group  doe 
suggest  using  theophylline  for  hosi 
pitalized  patients,  recommendini 
oral  rather  than  parenteral  prepa 
rations.  1 

Anticholinergic  agents  have  re 
cently  been  studied  as  poten 
tial  anti-asthma  therapy.  Most  pa; 
pers  have  shown  anticholinergic:j 
to  be  comparable  to  beta  agonisb 
but  have  not  shown  superiority.' 
Synergism  between  beta  agonist: 
and  anticholinergic  agents  has  beer 
an  inconsistent  finding.  Glycopyr| 
rolate  (Robinul),  1-2  mg,  represent; 
a nebulizable  alternative  to  atroj 
pine  or  ipratropium  Br  (Atroventj 
until  the  latter  becomes  availabk 
in  a nebulizable  form.  The  relatively 
delayed  onset  of  action  (30-60  min| 
utes)  probably  precludes  the  first 
line  use  of  anticholinergics  in  thq 
emergency  room  but  the  NAEP  sugj 
gests  that  there  may  be  some  ben) 
efit  for  hospitalized  patients. 

Magnesium  sulfate  (MgSOJ  has 
attracted  recent  attention  as  a po- 
tential bronchodilator  for  emer 
gency  use.  1 .2-1 .5  gm  intravenous!} 
over  20  minutes  produces  signifi- 
cant bronchodilatation,  may  in- 
crease beta  adrenergic  receptor  re-j 
sponse,  and  may  help  avoidi 
admissions  in  patients  failing  to  re- 
spond to  beta  adrenergic  agonists. 
Blood  pressure  and  heart  rate  are; 
lower  in  MgSO^-treated  asthmatics, 
and  side  effects  are  minor  and  well- 
tolerated.  The  therapeutic  effect  olj 
MgS04,  however,  is  brief,  limitingi 
its  clinical  usefulness.*®  ' 

Hypoxia  is  a common  conse-jfl 
quence  of  the  acute  asthmatic  at-il 
tack  and  may  contribute  to  poten-j( 
tially  life-threatening  arrhythmias.ji 
The  NAEP  recommends  monitoringj 
oxygen  saturations  and  administer-|) 
ing  oxygen  whenever  saturations  fallj! 
below  90%.  In  the  absence  of  mon- 
itoring, supplemental  oxygen 
— -i( 
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lould  be  given  to  all  acute  asthma 
atients. 

able  Asthma 

The  recent  literature  strongly 
jpports  the  thesis  that  the  primary 
lerapy  for  asthma  is  anti-inflam- 
latory  and  that  bronchodilators  be 
sed  for  symptomatic  management 
aly.  Some  troubling  data  support 
le  suspicion  that  beta  agonists  may 
e involved  in  the  increase  in 
5thma  mortality  and  suggest  that 
,r.n.  use  of  beta  adrenergic  prep- 
ations  may  be  more  desirable  than 
)und-the-clock  use. 

Corticosteroids  represent  the 
^ primary  modality  of  anti-in- 
ammatory  therapy,  and  the  MDI  is 
le  route  of  choice.  Inhaled  corti- 
asteroids  should  be  instituted  as 
rst-line  asthma  therapy  for  any 
5thma  patient  who  requires  regu- 
ir  as  opposed  to  strictly  p.r.n. 
ledication  for  symptom  control.  In 
le  last  few  years,  it  has  been  rec- 
gnized  that  higher  doses  than  rec- 
mmended  in  the  manufacturer’s 
ackage  insert  are  necessary  for  a 
lerapeutic  effect."  Four  inhala- 
ons  four  times  daily  of  beclo- 
lethasone  or  triamcinolone,  or  four 
ihalations  twice  daily  of  fluniso- 
de,  represent  reasonable  starting 
OSes.  The  number  of  inhalations 
squired  and  a delay  of  weeks  to 
3veral  months  before  a therapeu- 
c effect  becomes  evident  post  po- 
mtial  risks  for  noncompliance.  Pa- 
ents  should  be  appropriately 
ounselled.  More  concentrated 
reparations  requiring  fewer  inhal- 
tions  per  day  should  reach  the 
merican  market  in  the  next  few 
2ars. 

Although  the  systemic  absorp- 
on  of  inhaled  steroid  preparations 
; low,  regular  use  of  these  medi- 
ations is  equivalent  to  5-1 5 mg  oral 
rednisone  per  day.  Loss  of  bone 
latrix  has  been  demonstrated,  and 
alcium  supplementation  is  ad- 
ised  for  patients  at  risk  for  osteo- 
orosis.  Thrush  and  dysphonia  are 
igh  risks  for  inhaled  steroid  users. 


and  mouthwashing  after  use  must 
be  emphasized.  The  use  of  spacer 
devices  significantly  reduces  these 
risks.  Cataracts,  hypertension,  der- 
mal thinning,  and  exacerbation  of 
diabetes  have  been  encountered 
only  anecdotally. 

Oral  corticosteroids  are  helpful 
in  the  short-term  management  of 
acute  exacerbations.  They  should 
be  used  in  doses  of  1-2  mg/kg/day 
for  3 days.  Reassessment  of  contin- 
ued need  should  be  made  at  3 days 
since,  in  many  cases,  only  a short 
burst  of  oral  steroid  will  suffice. 
Once  the  episode  is  under  control, 
the  medication  may  be  stopped.  As 
long  as  the  duration  of  oral  steroid 
use  remains  under  3-4  weeks,  a ta- 
pering course  is  not  necessary.  The 
occasional  severe  asthmatic  will 
exhibit  steroid  dependence,  de- 
fined as  the  predictable  occurrence 
of  an  asthmatic  exacerbation  when- 
ever the  daily  oral  steroid  dose  falls 
below  a certain  level.  The  steroid- 
dependent  asthmatic  is  a high-risk 
patient  liable  to  the  adverse  effects 
of  oral  steroids. 


Loss  of  bone  matrix 
has  been  demonstrated 
in  persons  who 
regularly  use  inhaled 
steroid  preparations; 
calcium 

supplementation  is 
advised  for  those  at 
risk  for  osteoporosis. 


Every  effort  should  be  made  to 
determine  whether  a patient  is  truly 
steroid  dependent  and  to  use  the 
lowest  dose  that  will  control  symp- 
toms. Attempts  should  be  made  to 
decrease  the  daily  dose  require- 
ment by  employing  high  dose  in- 
haled steroids,  or  by  steroid-sparing 
or  anti-inflammatory  preparations 
such  as  troleandomycin,  metho- 
trexate, or  gold  and  by  alternate-day 


steroid  therapy  whenever  possible. 

Mullarkey  et  al.’^  in  1988  sug- 
gested that  low  doses  of  metho- 
trexate (15  mg/wk)  had  significant 
steroid-sparing  effects  in  steroid 
dependent  asthmatics.  Mullarkey 
extended  his  data  in  a recent  se- 
ries,’^ and  supporting  data  have 
come  from  Britain. At  the  same 
time,  however,  a negative  study  ap- 
peared from  Colorado.’^  Questions 
remain  as  to  whether  a significant 
benefit  from  methotrexate  persists 
beyond  the  duration  of  methotrex- 
ate persists  beyond  the  duration  of 
methotrexate  therapy  or  will  be  seen 
when  the  same  level  of  attention 
and  care  is  given  to  conventionally 
treated  patients  as  to  those  given 
methotrexate.  The  current  consen- 
sus is  that  methotrexate  is  an  ex- 
perimental therapy  best  used  within 
the  confines  of  a clinical  trial. 

Cromolyn  sodium  (DSCG)  is 
available  for  inhalation  in  dry 
powder,  metered-dose  inhaler,  and 
nebulizable  forms.  No  oral  equiv- 
alent is  currently  available  in  the 
United  States.  The  mode  of  action 
of  DSCG  is  still  not  well  understood, 
but  it  is  known  to  block  the  early 
and  late-phase  asthmatic  reactions 
as  well  as  exercise-induced  asthma. 
DSCG  is  not  effective  in  all  asth- 
matic patients,  but  a 4-6  week  ther- 
apeutic trial  is  usually  warranted.’® 

Beta  adrenergic  agonists  have 
been  the  first  line  of  asthma 
therapy  for  the  past  decade.  With 
pharmacologic  potency,  a rapid  (5- 
15  minute)  onset  of  action  and  rel- 
ative beta-two  selectivity,  these 
agents  have  formed  the  basis  for 
acute  and  chronic  asthma  care.  In- 
haled beta  agonists  in  general  have 
been  preferred  to  oral  preparations 
because  of  a better  side  effect  pro- 
file and  greater  potency.  However, 
some  limitations  of  beta  agonists  as 
anti-asthma  agents  have  become 
apparent. 

Although  local  potency  and  side- 
effect  profiles  favor  the  use  of  in- 
haled as  opposed  to  oral  beta  ag- 
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onists,  many  patients  have  a great 
deal  of  difficulty  in  mastering  the 
MDl.  More  than  half  the  patients 
presenting  to  an  outpatient  setting 
may  have  suboptimal  drug  delivery 
due  to  faulty  inhaler  technique. 
While  the  majority  can  master 
proper  technique  with  instruction, 
a sizable  proportion  will  have  prob- 
lems on  subsequent  visits.  Inhaler 
technique  must  be  regularly  reas- 
sessed and  reinforced.'^  Patients 
should  be  observed  to  make  sure 
that  there  is  a single  activation  of 
the  MDl  followed  by  a slow  full  in- 
spiration and  a 6-10  second  breath 
hold  for  each  puff.  Some  patients 
will  remain  unable  to  master  an 
MDl.  These  patients  may  benefit 
from  a spacer  device  which  both 
increases  drug  delivery  and  re- 
duces the  need  for  coordination  in 
using  an  MDl.  Home  nebulizers 
should  be  reserved  for  those  pa- 
tients who  cannot  master  an  MDl 
even  with  a spacer  or  whose  dis- 
ease remains  poorly  controlled. 

Currently  available  inhaled  beta 
agonists  have  a relatively  short  du- 
ration of  action,  4-6  hours,  and  will 
not  suffice  to  control  nocturnal 
asthma  symptoms.  Until  agents  with 
longer  profiles  become  available  in 
the  United  States,  oral  sustained- 
release  beta  adrenergic  prepara- 
tions or  sustained-release  theo- 
phylline can  be  used  to  control 
nocturnal  asthma  symptoms. 

Recent  data  suggests  that  beta 
agonists  may  be  as  much  a part  of 
the  asthma  problem  as  a remedy. 
It  has  been  customary  to  prescribe 
beta  adrenergic  agonists  on  a round- 
the-clock  basis  as  well  as  p.r.n. 
Sears  et  al.'®  call  this  practice  into 
question.  They  compared  the  effec- 
tiveness of  asthma  control  between 
q.i.d.  inhaled  dry  powder  fenoterol 
and  placebo  added  to  a regimen  of 
inhaled  steroids,  cromolyn,  and  ad 
lib  use  of  a beta-adrenergic  MDl. 
They  found  patients  had  better 
asthma  control  during  the  placebo 
period,  and  their  airways  were  more 
reactive  while  taking  the  beta  ago- 
nist. The  authors  concluded  that 


p.r.n.  use  of  a beta  MDl  provides 
superior  control  to  round-the-clock 
dosing. 

Theophyllines  were  the  primary 
mode  of  asthma  therapy  in  the 
United  States  before  beta  adrener- 
gic agonists.  They  now  occupy  a 
second-  or  third-line  status.  Theo- 
phyllines are  mild-to-moderately  ef- 
fective bronchodilators  with  a rel- 
atively narrow  therapeutic  window 
of  plasma  theophylline  levels  of  10- 
15  mg/L  plasma.  A number  of  sig- 
nificant drug  interactions  and  phys- 
iologic variables  make  theophylline 
clearance  rates  difficult  to  predict 
and  necessitate  regular  monitoring 
of  theophylline  levels.  Neverthe- 
less, theophyllines  have  a smooth 
and  prolonged  effect,  may  have 
some  anti-inflammatory  activity,  and 
are  particularly  effective  for  the 
management  of  nocturnal  asthma 
symptoms.  A bedtime  dose  of  a 
sustained-release  theophylline 
preparation  will  produce  peak  lev- 
els at  4-6  a.m.,  when  circadian 
rhythms  seem  to  produce  the  most 
severe  nighttime  wheezing.'^ 

Environmental  Control 

The  NAEP  makes  specific  rec- 
ommendations regarding  environ- 
mental management  in  asthmatics 
including  recognition  of  patients 
with  primarily  allergic  asthma  and 
counselling  avoidance  of  known 
triggers  where  possible,  especially 
animal  proteins,  house  dust  mites, 
roaches,  and  molds.  The  guide- 
lines favor  the  use  of  air  condition- 
ing and  advise  caution  in  the  use 
of  home  humidifiers  and  vacuum 
cleaners.  They  further  recommend 
immunotherapy  when  pharmaco- 
logic management  is  unsatisfac- 
tory. 

Education 

Patient  education  is  an  important 
aspect  of  care.  It  is  important  that 
patients  understand  their  disease, 
especially  the  chronic  nature  of  the 
process  and  the  need  for  regular 


The  current  consensus  I 
is  that  methotrexate  is  i 
an  experimental 
therapy  best  used 
within  the  confines  of  i I 
clinical  trial. 


medication  and  follow  up.  Patient 
should  be  provided  with  explic 
plans  for  management  of  theii 
chronic  condition,  for  contingenc 
management  plans  based  on  symp 
toms  and  PEFR  diaries,  and  espe 
cially  for  management  of  severe  e> 
acerbations  and  impendin 
emergencies.  Patients  and  thei 
families  should  have  a clear  ur 
derstanding  about  what  actuall 
constitutes  an  emergency  situatior 
whom  to  contact,  and  when  anj 
where  to  go  in  case  of  respirator 
distress.  Written  guidelines,  crite 
ria,  and  instructions  should  be  prc. 
vided  whenever  possible. 
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Recent  Advances  in  Mechanical 
Vfentilatory  Support  for  Adults 

M.  Christine  Stock,  M.D. 


Two  CLINICAL  situations  in  which 
conventional  ventilatory  sup- 
)ort  performs  poorly  are  patients 
vith  ventilatory  muscle  fatigue  and 
hose  with  acute  lung  injury.  This 
irticle  will  focus  on  alternate  meth- 
)ds  of  ventilatory  support  for  those 
juffering  with  these  difficult  clini- 
:al  problems  and  will  discuss  three 
lewer  modes  of  mechanical  ven- 
ilatory  support  for  adults:  pressure 
iupport  ventilation  (PSV),  airway 
)ressure  release  ventilation  (AT*RV), 
iind  extracorporeal  CO2  removal 
ECCO2R).  PSV  will  be  discussed  in 
nore  detail  than  the  other  modes 
because  it  is  more  widely  available. 

Pressure  Support  Ventilation 

1 Since  the  advent  of  microproces- 
(ior-controlled  mechanical  ventila- 
ors,  several  new  mechanical  ven- 
ilatory  “modes”  have  become 
ivailable.  Despite  a paucity  of  in- 
vestigation to  delineate  the  efficacy 
[ind  physiologic  consequences  of 
hese  new  techniques,  they  have 
peen  marketed  widely.  One  of  these 
hew  modes,  pressure  support  ven- 


This  article  focuses  on 
alternate  methods  of 
ventilatory  support  for 
those  suffering  with 
ventilatory  muscle 
fatigue  and  acute  lung 
injury  and  discusses 
three  newer  modes  of 
mechanical  ventilatory 
support. 


tilation  (PSV),  offers  unique  advan- 
tages compared  to  conventional 
ventilatory  modes  and  can  be  used 
in  spontaneously  breathing  pa- 
tients to  overcome  demand  valve 
inertia  and  tracheal  tube  resist- 
ance. 

Pressure  support  ventilation  is 
flow-controlled,  pressure-limited 


Dr.  Stock  is  Associate  Professor,  Department  of 
Anesthesiology,  Emory  University  School  of  Med- 
icine, 1364  Clifton  Rd.,  Atlanta,  GA  30322-1144. 
Send  reprint  requests  to  her. 


positive-pressure  ventilation.  Every 
mechanical  breath  is  triggered  by 
the  patient’s  inspiratory  effort.  When 
the  ventilator  detects  inspiration,  it 
delivers  a gas  flow  sufficient  to 
maintain  a predetermined  supra- 
ambient  inspiratory  airway  pres- 
sure for  as  long  as  the  patient  con- 
tinues to  inspire. The  ventilator  con- 
tinually monitors  airway  pressure 
and  adjusts  inspiratory  flow  to 
maintain  the  same  pressure 
throughout  the  “plateau  phase.” 
When  the  inspiratory  flow  falls  to 
25%  of  the  peak  flow,  inspiration 
ends.  A microprocessed  feedback 
loop  assures  a constant  inspirtory 
plateau  pressure.  Thus,  PSV  gen- 
erates the  airway  pressure  and  flow 
patterns  depicted  in  Figure  1. 

MacIntyre’  studied  ventilatory 
work  requirements  during 
unassisted  and  PSV  pressure-as- 
sisted breathing  with  a two-com- 
partment mechanical  lung  simula- 
tor. As  the  PSV  level  was  increased, 
the  spontaneous  ventilatory  rate  was 
decreased  so  that  a constant  min- 
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Figure  1 — Schematic  diagram  of  air- 
way pressure  in  the  distal  endotracheal 
tube  (top  panel),  air  flow  (middle 
panel),  and  lung  volume  (lower  panel) 
of  a spontaneously  breathing,  intu- 
bated patient  breathing  with  a demand 
valve.  The  horizontal  axis  depicts  time. 
The  solid  line  is  an  unassisted  breath, 
whereas  the  dashed  lines  depict  two 
levels  of  pressure-assisted  ventilation 
with  pressure  support  ventilation  (PSV). 
Under  all  conditions,  an  initial  negtive 
airway  pressure  is  required  of  the  pa- 
tient to  open  the  demand  valve  and 
initiate  flow.  Thereafter,  continued  neg- 
ative airway  pressure  is  required  of  the 
unassisted  patient  to  maintain  flow  and 
deliver  gas.  With  PSV,  however,  a pla- 
teau is  produced  that  augments  the  pa- 
tient’s inspiratory  effort  and  increases 
flow  and  tidal  volume.  (From  MacIntyre 
NR.  Respiratory  function  during  pre- 
sure  support  ventilation.  Chest 
1986;89:677-683.  Reproduced  with  per- 
mission.) 


ute  ventilation  was  achieved  at  each 
combination  of  spontaneous  min- 
ute ventilation  and  PSV  augmenta- 
tion. MacIntyre  found  that  as  the 
PSV  plateau  increased,  alveolar 
ventilation  was  augmented.  A 
slower  spontaneous  respiratory  rate 
was  achieved  at  the  same  level  of 
minute  ventilation,  and  the  work  of 
the  muscle  compartment  de- 
creased significantly. 

In  the  same  report,  MacIntyre 
studied  15  stabilized  patients  who 
required  mechanical  ventilatory 
support  in  a medical  intensive  care 
unit.  He  compared  synchronized 
intermittent  mandatory  ventilation 
(SIMV)  with  PSV.  During  SIMV,  pa- 
tients received  tidal  volumes  of  10 
to  15  ml/kg  at  a rate  sufficient  to 
maintain  PaC02  below  50  mmHg. 

The  maximum  PSV  level  (PSV- 
max)  for  each  patient  was  defined 
as  the  PSV  plateau  pressure  that  re- 
sulted in  the  slowest,  regular  spon- 
taneous respiratory  rate.  PSVmax 
ranged  from  13  to  41  cmH20  and 
resulted  in  tidal  volumes  that  were 
similar  to  SIMV  mechanical  tidal 
volumes.  PSVmax  also  produced  a 
lower  spontaneous  ventilatory  rate 
and  lower  peak  and  mean  airway 
pressures  than  SIMV.  There  were  no 
differences  in  hemodynamic  vari- 
ables between  the  two  ventilatory 
modes.  Eight  of  the  nine  patients 
who  were  fit  to  respond  to  ques- 
tions communicated  that  PSVmax 
was  “clearly  more  comfortable” 
than  a comparable  level  of  SIMV. 

This  study  compared  PSV  with 
SIMV,  which  employs  a demand 
valve  that  produces  greater  inspi- 
ratory work  than  spontaneous  ven- 
tilation systems  which  employ  a 
high  continuous  gas  flow.^  During 
SIMV,  the  patient  must  assume  the 
work  added  by  the  demand  valve. 
Therefore,  it  is  not  surprising  that 
the  work  of  breathing  for  both  the 
lung  model  and  patients  is  reduced 
by  PSV  by  decreasing  the  breathing 
work  imposed  by  the  demand  valve. 
MacIntyre’s  study  shows  that  in- 
creased work  caused  by  the  de- 
mand valve  can  be  alleviated  by  us- 


ing PSV.  Further,  it  defines  the  flo\- 
pressure,  and  volume  character! 
tics  of  the  PSV  mechanical  breatl 

Pressure  support  (PS)  also  ca 
be  used  at  low  levels  to  attei 
uate  or  to  eliminate  the  inspiratoij 
work  imposed  by  tracheal  tube  n 
sistance.  Fiastro^  demonstrated  th< 
smaller  diameter  tracheal  tubes  n 
quire  higher  PS  levels  because  the 
have  higher  resistance  (Table  1 
For  example,  if  a patient  breathe 
spontaneously  through  an  8.0  mr 
ID  tracheal  tube,  6 cmH20  PS  wi 
be  needed  to  overcome  trachea 
tube  resistance  and  demand  valvi 
inertia.  These  data,  therefore,  impl 
that  if  one  is  using  PSV  to  wean  i 
patient  with  an  8.0  mm  ID  trachea 
tube  from  mechanical  ventilatior 
weaning  will  be  complete  when  PS' 
level  is  6 cmH20.  The  work  that  th 
ventilator  performs  at  6 cmH2(i 
should  overcome  only  the  work  ir  ; 
duced  by  the  ventilator  circuit.  Thd 
is,  the  patient’s  work  of  breathin:  I 
independent  of  the  tracheal  tub. 
and  the  ventilator  should  be  thi 
same  as  his  work  with  the  trachea 
tube,  demand  valve,  and  6 cmH2( 
PS.  Thus,  low  PS  levels  overcom" 
the  inspiratory  breathing  work  fo 
spontaneously  breathing  patienti 
induced  by  tracheal  tube  resistano 
and  demand  valve  inertia. 

As  a primary,  stand-alone  mod« 
of  ventilatory  support,  PS^ 
poorly  serves  the  critcally  ill  anc 
unstable  patient.  If  the  patient  faih 
to  trigger  the  ventilator,  no  me 
chanical  breaths  are  delivered.  PS\ 
is  not  an  appropriate  mode  of  sup 
port  for  patients  who  are  not  mak 
ing  spontaneous  inspiratory  efforts 
For  patients  whose  ventilatory, 
failure  is  complicated  by  respira 
tory  muscle  fatigue.  PSV  may  offe 
unique  advantages  compared  tc 
weaning  from  ventilation  with  othe 
available  techniques.  These  pa 
tients’  weaning  courses  are  com 
plicated  by  persistent  respiratory 
muscle  dysfunction  that  contrib 
utes  to  the  inability  to  wean  afte: 
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TABLE  1 Pressure  support  level  required  to  overcome 
tracheal  tube  resistance  and  demand  valve  inertia  based 
on  tracheal  tube  internal  diameter.^ 


Tracheal  Tube  Size 

PSV  Level 

(mm) 

(cmHzO) 

7.0 

8 

8.0 

6 

9.0 

4 

prolonged  mechanical  ventilatory 
upport/  They  are  at  high  risk  for 
refatiguing”  already  stressed  ven- 
ilatory  muscles. 

Conventional  weaning  tech- 
liques  using  volume-cycled  venti- 
ators  include  T-piece  trials  or  IMV- 
tyle  weaning.  Either  of  these  tech- 
liques  result  in  totally  unsupported 
nspiratory  efforts.  The  patient  re- 
eives  either  mechanical  breaths  via 
MV  or  breathes  spontaneously 
hrough  the  T-piece,  but  the  spon- 
aneous  breaths  are  without  me- 
:hanical  assistance.  The  pressure- 
olume  product,  or  work  expendi- 
ure  of  these  unsupported  breaths, 
s abnormally  high,  which  reduces 
he  efficiency  of  respiratory  mus- 
;les,  increasing  muscle  oxygen 
;onsumption  for  each  breath,^  fa- 
oring  muscle  strength  at  the  ex- 
)ense  of  endurance  conditioning,® 
)redisposing  to  inspiratory  muscle 
atigue,  and  creating  dyspnea.  In 
;ontrast,  support  with  PSV  allows 
he  clinician  to  reduce  the  total  work 
)f  breathing  per  minute  as  well  as 
he  inspiratory  work  for  each 
)reath.’^'  ® 

Brochard  and  coworkers^  dem- 
rnstrated  that  patients  recovering 
rom  ventilatory  muscle  fatigue  and 
'entilatory  failure  could  be  weaned 
rom  mechanical  ventilation  using 
^SV  without  inducing  further  mus- 
:le  fatigue.  In  addition,  they  ob- 
served that  activity  of  the  sterno- 
deidomastoid  muscle  during 
esting  spontaneous  ventilation  re- 
lected  the  onset  of  ventilatory  mus- 
:le  fatigue.  Therefore,  when  wean- 
ng  patients  from  mechanical 
ventilation,  contraction  of  the  ster- 
locleidomastoid  muscle  during  in- 
spiration can  be  a helpful  warning 
t)f  impending  ventilatory  muscle  fa- 
iigue. 

Primary  Uses  for  PSV 

Fhe  primary  uses  for  PSV  fall  into 
hree  categories: 

1.  Low  level  PS  (4  to  8 cmHjO) 
ised  to  overcome  tracheal  tube  re- 
sistance and  demand  valve  inertia 


for  spontaneously  breathing  pa- 
tients (those  receiving  CPAP,  IMV, 
SIMV). 


Minimizing  airway 
pressure  while 
providing  adequate 
alveolar  ventilation  is 
becoming  a critical 
concern  in  the 
treatment  of  acute  lung 
injury. 


2.  PSVmax  to  render  full  venti- 
latory support  for  patients  who  are 
hemodynamically  stable  and  have 
reliable  ventilatory  drive.  The  PSV 
level  required  to  fully  support  me- 
chanical ventilation  produces  the 
equivalent  of  tidal  volumes  of  10- 
12  ml/kg,  and  the  PSV  level  at  which 
the  spontaneous  ventilatory  rate  is 
lowest,  preferably  12  to  18  breaths/ 
min. 

3.  For  PSV-style  weaning  after  full 
ventilatory  support  is  achieved  with 
PSVmax  and  no  other  positive  pres- 
sure breaths.  The  level  of  PSV  can 
be  gradually  decreased  as  long  as 
the  patient’s  respiratory  rate  re- 
mains low  and  the  sternocleido- 
mastoid muscle  remains  inactive 
during  inspiration.  Once  the  PSV 
level  has  been  dropped  to  the  min- 
imal level  necessary  to  overcome 
endotracheal  tube  resistance  and 
demand  valve  inertia,  the  patient  is 
ready  to  be  weaned. 


The  primary  limitations  of  PSV 
are  that  it  requires  a stable 
spontaneously  breathing  patient  for 
appropriate  clinical  use.  Addition- 
ally, the  ventilatory  circuit,  includ- 
ing the  patient’s  lungs,  must  be  a 
closed  system.  Tracheal  tube  cuff 
leaks,  for  example,  will  create  ex- 
ceptionally high  inspiratory  flow  re- 
quirements to  achieve  and  main- 
tain the  PSV  plateau  pressure.  Flows 
can  be  sufficiently  high  to  cause 
serious  barotrauma.®  Finally,  the 
application  of  PSV  requires  one  of 
the  new-generation  microproces- 
sor-driven ventilators  and  is  not 
available  on  older,  simpler  ma- 
chines. 

Alternate  Modes  of  Ventilation 
on  the  Horizon 

Airway  Pressure  Release 
Ventilation  (APRV). 

One  of  the  most  serious  prob- 
lems in  the  ventilator  management 
of  acute  lung  injury  (ALI,  adult  res- 
piratory distress  syndrome)  is  bar- 
otrauma, the  damage  done  to  tis- 
sues by  high  airway  and  alveolar 
pressures  delivered  by  the  ma- 
chine. Minimizing  airway  pressure 
while  providing  adequate  alveolar 
ventilation  is  becoming  a critical 
concern  in  the  treatment  of  ALI.  Air- 
way pressure  release  ventilation  is 
a continuous  positive  airway  pres- 
sure (CPAP)  system  that  mechani- 
cally ventilates  the  lungs,  providing 
brief  CPAP  interruptions  that  allow 
airway  pressure  to  fall  and  gas  to 
leave  the  lungs  passively.’®  " This 
ventilatory  mode  was  designed  for 
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patients  suffering  from  ALI  to  sup- 
ply CPAP  and  augment  ventilation 
at  the  minimal  level  necessary  to 
support  CO2  elimination  w^ithout 
excessively  high  peak  airway  pres- 
sures and  without  hemodynamic 
embarrassment. 

One  difference  between  conven- 
tional ventilation  and  APRV  is  that 
the  expiratory  time  for  APRV  is  only 
1.5  seconds,  creating  a long  inspi- 
ratory phase.  Peak  airway  pressures 
during  APRV  never  exceed  the  in- 
dividual’s CPAP  level  (a  mean  of  1 1 
± 1 cmH20  (X  ± SD),  compared 
to  mean  peak  airway  presures  of  32 
± 4 cmH20  for  the  same  patients 
receiving  conventional  ventilation. 
APRV  resulted  in  similar  gas  ex- 
change and  hemodynamic  status 
compared  to  IMV  with  5 cmH20 
CPAP  in  patients  following  cardiac 
operations. '2  These  patients  were 
weaned  from  mechanical  ventila- 
tion with  APRV  by  decreasing  the 
number  of  APRV  breaths/min  they 
received  as  they  recovered  from 
narcotic  anesthesia  and  neuromus- 
cular blockade. 

Rasanen  and  coworkers'^  dem- 
onstrated that  during  severe  All, 
APRV  supported  arterial  oxygena- 
tion and  reversed  ventilatory  fail- 
ure, even  in  some  patients  who 
could  not  be  successfully  venti- 
lated by  conventional  mechani- 
cal ventilation.  Ventilation  was 
achieved  at  mean  airway  pressures 
similar  to  conventional  modes  with 
CPAP/PEEP,  but  at  significantly 
lower  peak  airway  pressures.  Thus, 
APRV  is  a promising  mode  which 
may  help  decrease  barotrauma  and 
cardiovascular  embarrassment  for 
patients  requiring  aggressive  air- 
way pressure  therapy  during  ALL 

Extracorporeal  CO2  Removal 
(ECCO2R). 

An  even  more  aggressive  ap- 
proach to  the  reduction  of  ventila- 
tor pressure  uses  the  circulation 
rather  than  the  lungs  for  CO2  re- 
moval. Ventilatory  support  with 
ECCO2R  employs  only  venous  ex- 


tracorporeal circulation.  Blood 
drains  passively  from  a large  vein 
into  a reservoir,  is  pumped  from  the 
reservoir  through  the  membrane 
lung,  and  then  returns  to  the  venous 
circulation.  Venous  ECCO2R  may  be 
more  successful  than  venoarterial 
extracorporeal  membrane  oxygen- 
ation (ECMO),  because  it  does  not 
decrease  pulmonary  perfusion  nor 
is  it  subject  to  the  complications 
associated  with  arterial  perfusion.’"' 

ECCO2R  can  be  performed 
through  a single  coaxial  large-bore 
venous  cannula.  Cannulation  of 
only  one  vessel  should  decrease  the 
risk  of  bleeding,  infection,  and 
thrombosis.  It  requires  passive 
drainage  of  at  least  1.0  L/min  blood 
from  the  venous  circulation  into  a 
reservoir  chamber.  From  the  res- 
ervoir, a roller  pump  drives  blood 
through  the  membrane  lung.  Ap- 
proximately 20  to  30%  of  the  car- 
diac output  must  flow  continually 
through  the  membrane  lung  to 
achieve  total  ventilatory  support. 
The  humidified  gas  mixture  (usu- 
ally O2  and/or  air)  that  ventilates  the 
membrane  lungs  is  entrained,  so 
that  the  membrane  lung’s  gas  com- 
partment remains  at  subatmos- 
pheric  pressure,  thus  minimizing 
the  chance  for  air  embolism.  The 
ventilating  gases  and  blood  in  the 
membrane  lung  are  warmed  to  37°C 
to  preserve  body  heat. 

Arterial  oxygenation  is  achieved 
by  employing  low-level  CPAP  and 
apneic  oxygenation,  or  by  using 
low-frequency  positive  pressure 
ventilation.  Low-frequency  ventila- 
tion includes  2 to  4 mechanical 
breaths/min  with  tidal  volumes  of 
10  to  15  ml/kg.  Mechanical  breaths 
are  pressure-limited  at  35  cmH20 
to  reduce  the  risk  of  barotrauma. 
Alternatively,  patients  can  receive 
apneic  oxygenation  and  CPAP.  A 
cannula  delivers  O2  into  the  tra- 
cheal tube,  and  5-10  cmH20  CPAP 
is  applied.  Patients  are  usually  par- 
alyzed and  anesthetized  during 
supportive  care.  When  the  patient 
demonstrates  improved  lung-thorax 


compliance  and  improved  rad 
ographic  findings,  anesthesia  an 
muscle  relaxation  are  discontinue 
and  ECCO2R  is  decreased  slowl 
until  the  patient  breathes  sponh 
neously  with  CPAP  only.  This  tech 
nique  requires  systemic  heparin 
zation  with  an  activated  clottin' 
time  approximately  twice  the  cor 
trol  level. 

Extracorporeal  CO2  removal  wib 
low-frequency  positive-pressur 
ventilation  uniquely  separates  th 
two  gas  exchange  functions  of  th 
lungs.  It  allows  the  lungs  to  cor 
tinue  arterial  oxygenation  whil 
employing  the  membrane  lung  ii 
an  extracorporeal  venous  circula 
tion  to  extract  CO2  at  the  same  rah 
at  which  it  is  produced. 

Currently,  controlled,  prospec 
tive  multi-institutional  studies  ard 
underway  in  the  US  and  Europe  t(| 
determine  ECC02R’s  efficacy.  Gat 
tinoni  and  coworkers'^  have  haci 
encouraging  results  in  their  smallj 
uncontrolled,  uni-institutionaM 
studies.  In  their  early  series  of  1 
patients,  seven  experienced  tota 
recovery  from  acute  lung  injury,  twc 
patients  experienced  improved  resi 
piratory  function  but  succumbed  tJ 
septic  shock,  and  two  experienceJ 


Extracorporeal  CO2  I 
removal  with  low-  | 
frequency  positive-  | 
pressure  ventilation  1 
uniquely  separates  the  j 
two  gas  exchange 
functions  of  the  lung.  | 


normalization  of  gas  exchange  bu 
no  improvement  in  pulmonary  me 
chanics.  Thus,  in  a populatior 
where  he  expected  90%  of  his  pa 
tients  to  die,  seven  of  eleven  surj 
vived.  : 
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Obstructive  Sleep  v^nea  Syndrome 

Bashir  A.  Chaudhary,  M.D.,  James  K.  Smith,  M.D. 


Introduction 

The  discovery  of  nocturnal  ap- 
neic  episodes  by  polysomno- 
graphic  recording  in  patients  with 
the  Pickwickian  syndrome  her- 
alded the  modern  era  of  sleep-dis- 
orders medicine.  During  the  past  2 
decades,  there  has  been  a striking 
growth  in  the  recognition  of  sleep 
apnea  and  other  sleep-related  dis- 
orders as  well  as  widespread  es- 
tablishment of  sleep  laboratories 
across  the  country. 

Sleep  apnea  is  a chronic  syn- 
drome characterized  by  ces- 
sation (apnea)  or  severe  reduction 
(hypopnea)  of  airflow  during  sleep. 
Three  principal  types  of  sleep  ap- 
jnea  are  recognized:  obstructive, 
central,  and  mixed.’  Obstructive 
apneas  are  the  most  common  type 
|and  are  characterized  by  cessation 
:of  oronasal  airflow  due  to  upper  air- 
way obstruction.  Continued  chest 
land  abdominal  movements  occur 
in  obstructive  apnea  and  separate 
this  form  from  central  apnea.  In 
jcentral  apneas,  interrupted  central 
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Sleep  apnea  has  been 
found  in  about  one- 
third  of  debilitated  and 
hypertensive  patients, 
and  in  the  majority  of 
hypothyroid  patients. 
Obesity,  upper  airway 
abnormalities,  and 
alcohol  and  sedative 
intake  all  increase  the 
incidence. 


ventilatory  drive  results  in  simul- 
taneous cessation  of  airflow  and 
respiratory  efforts.  Mixed  apneas 
display  features  of  both  obstructive 
and  central  forms.  Early  in  the  ap- 
neic  event,  mixed  apneas  resemble 
the  central  form  with  cessation  of 


Dr.  Chaudhary  specializes  in  Internal  Medicine/ 
Pulmonary  Diseases;  Dr.  Smith  specializes  in  Pul- 
monary Diseases.  Send  reprint  requests  to  Dr. 
Chaudhary,  Professor  of  Medicine,  Section  of  Pul- 
monary Diseases,  Medical  College  of  Georgia,  Au- 
gusta, GA  30912-3135. 


both  airflow  and  respiratory  efforts; 
later  in  the  apnea,  respiratory  ef- 
forts resume  and  the  apneas  resem- 
ble the  obstructive  form.  Frequent- 
ly, mixed  apneas  are  combined  with 
obstructive  apneas  for  calculations 
of  the  severity  of  sleep  apnea.  Table 
1 defines  the  commonly  accepted 
terms  used  in  the  diagnosis  of  sleep 
apnea. 

Apnea  frequency  (apnea  index 
>5  events  per  hour)  has  historically 
been  used  to  define  the  sleep  apnea 
syndrome.  Because  hypopneas  can 
cause  symptoms  similar  to  apneas, 
it  has  recently  been  proposed  that 
the  syndrome  be  defined  by  an  ap- 
nea plus  hypopnea  index  of  greater 
than  15  events  per  sleep  hour.  It  is 
important  that  these  objective  data 
also  be  accompanied  by  clinical 
symptoms  of  the  sleep  apnea  syn- 
drome in  order  to  establish  the  di- 
agnosis.^ 

Prevalence 

Sleep  apnea  is  a common  dis- 
order, estimated  to  affect  about  1- 
2%  of  the  general  population.  The 
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TABLE  1 

— Definitions 

Apnea: 

Cessation  of  airflow  for  at  least 

10  seconds 

Hypopnea: 

Reduction  in  airflow  associated 

with  oxygen  desaturation  of  at 

least  4% 

Apnea  Index: 

Number  of  apnes  per  sleep  hour 

Hypopnea  Index: 

Number  of  hypopneas  per  sleep 

hour 

Apnea- Hypopnea  Index: 

Number  of  apneas  and  h3rpop- 

neas  per  sleep  hour 

Apnea-Sleep  Ratio: 

The  percentage  of  sleep  time 

spent  in  apneic  state 

Apnea-Hypopnea  Sleep 

The  percentage  of  sleep  time 

Ratio: 

spent  in  apneic  and  hypopneic 

states 

incidence  of  apneas  increases  with 
age,  the  highest  frequency  occur- 
ring in  males  between  50  and  70 
years  of  age. 

Sleep  apnea  has  been  found  in 
about  one-third  of  debilitated  and 
hypertensive  patients,  and  in  the 
majority  of  hypothyroid  patients. 
Obesity,  upper  airway  abnormali- 
ties, and  alcohol  and  sedative  in- 
take all  increase  the  incidence. 
There  have  been  occasional  reports 
of  higher  incidence  in  family  mem- 
bers, but  no  genetic  markers  have 
been  identified. 

Pathogenesis 

During  apnea,  the  tongue  and 
palate  move  toward,  and  eventually 
come  in  contact  with,  the  posterior 
pharyngeal  wall,  resulting  in  occlu- 
sion of  the  upper  airway.  Airflow  is 
linearly  decreased  as  the  pressure 
in  the  upper  airway  becomes  neg- 
ative. When  the  negative  airway 
pressure  exceeds  a certain  critical 
pressure  (-13  cm  H2O  in  nor- 
mals), airway  occlusion  occurs. 
Four  interdependent  factors  play  a 
role  in  upper  airway  collapse  dur- 
ing sleep  apneas:  (1)  narrowing  of 
the  pharyngeal  cavity;  (2)  de- 
creased activity  of  the  upper  airway 
muscle;  (3)  excessive  compliance 
of  the  pharyngeal  airway;  and  (4) 
elevated  upstream  airway  resist- 
ance.2  The  sleep  apnea  patient  ex- 
hibits pharyngeal  cavity  narrowing 
because  of  upper  airway  anatomic 


abnormalities  and  obesity.  During 
inspiration  when  the  muscle  tone 
falls,  the  highly  compliant  upper 
airway  muscles  are  pulled  together. 
Increased  nasal  resistance  contrib- 
utes to  pharyngeal  closure  by  pro- 
moting more  negative  pharyngeal 
airway  pressure. 

When  apnea  occurs,  hypoxemia 
and  hypercapnia  develop,  causing 
arousal  and  resumption  of  breath- 
ing. Alcohol  and  sedatives  depress 
upper  airway  muscle  activity,  pro- 
moting apneas. 

Clinical  Features 

Patients  with  sleep  apnea  usually 
come  to  medical  attention  because 
of  loud  snoring,  daytime  hypersom- 
nolence, or  disturbed  sleep.  Falling 
asleep  during  periods  of  relative  in- 
activity such  as  watching  televi- 
sion, driving,  or  attending  meetings 
is  one  of  the  most  common  pre- 
senting signs.  In  extreme  cases,  the 
patient  may  fall  asleep  even  when 
engaged  in  activity  (e.g.,  talking, 
working,  and  eating).  Because  of 
sleepiness,  daytime  performance 
deteriorates.  At  times,  usually  in  the 
morning,  patients  may  be  disori- 
ented and  confused. 

The  reason  for  daytime  hyper- 
somnolence remains  undefined. 
Sleepiness  does  not  appear  to  be 
related  to  the  patient’s  weight,  se- 
verity of  sleep  apnea,  degree  of  ox- 
ygen desaturation,  or  percent  of 
sleep  time  spent  in  the  deeper 


stages  of  sleep.  The  best  correlc 
tion  of  daytime  hypersomnolenc 
appears  to  be  sleep  fragmentatioij 
(i.e.,  arousal  from  sleep)."* 

Snoring  is  the  most  commo: 
symptom  and  is  found  in  almost  a 
patients.  Disturbed  nocturnal  sleep 
characterized  by  frequent  tossin 
and  turning  is  very  common.  ; 
choking  sensation  often  repeatedl 
awakens  the  patient.  Other  conr 
mon  symptoms  include  mornin 
headache,  personality  changes; 
hallucinations,  diminished  hear 
ing,  nocturia,  and  sweating. 

Nocturnal  bradycardia  (HR  30-5 
per  min)  is  the  most  common  ai 
rhythmia  during  apneas.  Tachycai. 
dia  (HR  90-120  per  min)  is  fre^ 
quently  observed  during  th; 
resolution  of  an  apneic  event.^  Dar 


Sustained  pulmonary 
hypertension  has  been  j 
found  in  10-20%  of 
patients  with 
obstructive  sleep 
apnea,  principally  in 
those  individuals  with 
hypoxemia  and 
hypercapnia  during  the; 
day  and  severe  oxygen 
desaturation  at  night. 


gerous  cardiac  arrhythmias  are  ur 
common  in  the  absence  of  hypo» 
emia  or  underlying  cardiac  disease' , 
Systemic  hypertension  is  found  i 
about  50%  of  the  patients  with  slee* 
apnea.  Transient  elevation  of  bloo 
pressure  occurs  during  apneic  ep 
isodes. 

Pulmonry  hypertension  durin' 
apneic  episodes  is  common 
We  have  observed  acute  elevation 
of  pulmonary  artery  pressure  to  te^ 
els  approaching  systemic  pres 
sures.^  Sustained  pulmonaiy  h\pe 
tension  has  been  found  in  10-20*** 
of  patients  with  obstructive  slee 
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TABLE  2 - 

- Upper  Airway  Abnormalities 

Nose: 

Deviated  septum,  polyps,  septal 
dislocation 

Nasopharynx: 

Adenoids,  tumors,  pharyngeal 
flap,  papillomatosis 

Oropharnyx: 

Tonsillar  hypertrophy,  tumor, 
macroglossia,  lingular  cyst 

Larynx: 

Vocal  cord  paralysis,  edema  of 
epiglottis 

Others: 

Micrognathia,  pterognathia,  neck 

masses 

apnea,  principally  in  those  individ- 
uals with  hypoxemia  and  hypercap- 
nia during  the  day  and  severe  ox- 
ygen desaturation  at  night.® 

Acute  pulmonary  edema  has  been 
described  in  patients  with  severe 
obstructive  sleep  apnea  syndrome.^ 
Daytime  cardiac  function  may  be 
normal  in  these  patients.  Mechan- 
isms that  have  been  postulated  to 
cause  pulmonary  edema  include 
hypoxemia,  extremely  high  nega- 
tive intrathoracic  pressure  during 
obstructed  inspiratory  efforts,  pul- 
monary hypertension,  and  release 
of  endogenous  endorphins  during 
apnea.  Proteinuria,  as  well  as  other 
renal  function  abnormalities,  may 
complicate  severe  obstructive  sleep 
apnea.  We  found  reversible  high- 
grade  proteinuria  in  6 of  34  patients 
A-’ith  obstructive  sleep  apnea. Ne- 
ohrotic  syndrome  in  this  setting  has 
oeen  reported  and  may  respond  to 
correction  of  sleep  apnea.”  The  ne- 
ohrotic  syndrome,  like  acute  pul- 
monary hypertension  and  edema, 
'IS  a dramatic  complication  of  the 
Isleep  apnea  syndromes.  Presenting 
m this  manner,  sleep  apnea  is  likely 
0 be  misdiagnosed. 


Clinical  Evaluation 

Abnormalities  of  the  nose  and 
uharynx  including  upper  airway  al- 
ergy,  are  commonly  observed  in 
Datients  with  sleep  apnea  (Table  2). 
^Recognition  of  these  abnormalities 
Identifies  patients  who  are  most 
ifikely  to  benefit  from  surgical  ther- 
apy. Many  diseases  associated  with 
craniofacial  abnormalities  such  as 
(mandibular  abnormalities,  Robin 
imalformation  sequence,  Klippel- 
feil  sequence,  craniosynostosis, 
md  Down’s  Syndrome  can  be  as- 
jocited  with  sleep  apnea. 

Many  diseases  that  interfere  with 
control  of  upper  airway  muscles  or 
ventilation  have  been  associated 
vith  the  sleep  apnea  syndrome. 
These  include  poliomyelitis,  my- 
otonic dystrophy,  cervical  cordo- 
omy,  syringobulbia,  Shy-Drager 
'disease,  and  lateral  medullary  syn- 
iJrome. 


About  80%  of  patients  with  sleep 
apnea  are  overweight.  The  degree 
of  obesity  correlates  with  the  se- 
verity of  apneas.  Sleep  apnea  is  very 
common  in  patients  with  hypothy- 
roidism and  usually  improves  with 
replacement  hormones.  Many  other 
potentially  reversible  endocrine  ab- 
normalities, including  acromegaly, 
testosterone  therapy,  cortico-adre- 
nal  tumors,  and  diabetes,  can  be 
associated  with  sleep  apneas. 

Diagnostic  Tests 

The  overnight  polysomnogram  is 
the  standard  diagnostic  test  for  ob- 
structive sleep  apnea.  A typical  re- 
cording consists  of  monitoring  of 
EEG,  EOG,  EMG,  EKG,  oro-nasal  air- 
flow, chest  wall  and  abdominal 
movements,  and  oxygen  saturation 
for  a 6-8  hour  period.  The  diagnosis 
can  be  established  by  shorter-du- 
ration  recordings.  Correctly  assess- 
ing the  severity  of  sleep  apnea  and 
the  response  to  therapy,  however, 
is  difficult  without  full-night  poly- 
somnograms.  Polysomnography  re- 
veals the  type,  frequency,  and  du- 
ration of  apneas  and  hypopneas, 
falls  in  oxygen  saturation,  the  pres- 
ence or  absence  of  cardiac  arrhyth- 
mias, and  the  quality  and  quantity 
of  sleep.  Usually  a single  overnight 
polysomnogram  is  a sufficiently 
sensitive  test  to  exclude  clinically 
significant  sleep  apnea.  Occasion- 
ally, however,  a single  polysom- 
nogram may  be  falsely  negative. 
Factors  that  may  cause  a false-neg- 
ative polysomnogram  include  a 
technically  poor  sleep  study,  in- 
adequate amount  of  sleep,  reduced 
REM  sleep,  sleeping  in  the  lateral 


posture,  recent  weight  loss,  and  re- 
cent therapy  for  suspected  sleep 
apnea. 

Selected  other  tests  may  give 
clues  to  the  diagnosis  of  sleep  ap- 
nea. Identification  of  upper  airway 
obstruction  or  the  so-called  “saw 
tooth  pattern”  on  a flow-volume 
loop  may  suggest  the  diagnosis. 
Neither  pattern,  however,  is  sensi- 
tive enought  to  screen  patients  for 
the  diagnosis  of  sleep  apnea.  For 
the  same  reason.  Hotter  monitor- 
ing, pulse  oximetry,  and  daytime 
sleep  recordings  all  have  limited 
roles  in  sleep  apnea  screening. 


Polysomnography 
reveals  the  type, 
frequency,  and  duration 
of  apneas  and 
hypopneas;  falls  in 
oxygen  saturation;  the 
presence  or  absence  of 
cardiac  arrhythmias; 
and  the  quality  and 
quantity  of  sleep. 

Treatment 

Tracheostomy  has  been  the 
standard  for  measuring  the  success 
of  sleep  apnea  therapy.  Because  of 
the  availability  of  many  other  ther- 
apeutic modalities,  tracheostomy  is 
now  rarely  used.'^  Uvulopalato- 
plasty  (UPP)  enlarges  the  posterior 
pharynx  by  removing  the  uvula,  ton- 
sils, and  excessive  tissue  from  the 
lateral  pharyngeal  wall  and  phar- 


yngopalatal  arch.’^  UPP  is  associ- 
ated with  symptomatic  improve- 
ment in  >90%  of  patients.  Objective 
improvement,  defined  as  50%  re- 
duction in  the  apnea  index,  occurs 
in  about  two-thirds,  and  cure  is 
achieved  in  about  half  of  the  pa- 
tients undergoing  the  procedure. 
Uvulopalatoplasty  produces  an  in- 
crease in  pharyngeal  area  and  a 
tendency  toward  less  collapsibility. 
The  success  rate  is  higher  in  people 
with  excessive  enlargement  of  the 
uvulo-palatal  folds.  Failures  of  UPP 
are  probably  related  to  the  multi- 
plicity of  causes  and  variability  of 
sites  of  upper  airway  obstruction  in 
sleep  apnea  patients.  In  an  attempt 
to  establish  predictors  for  success- 
ful UPP,  Gislason  et  al'"*  studied  34 
consecutive  patients  undergoing 
uvulopalatoplasty.  Responders  to 
UPP  (22  patients)  had  fewer  apneas 
(apnea  and  hypopnea  index  32  vs 
64),  a lower  body  mass  index  (31 
vs  36  kg/m^),  and  less  airway  nar- 
rowing than  did  nonresponders. 
These  findings  led  the  authors  to 
suggest  that  UPP  is  effective  in  mild 
to  moderate  sleep  apnea  but  not  for 
severely  affected  or  heavily  over- 
weight patients.  UPP  can  be  com- 
plicated postoperatively  by  oro- 
pharyngeal obstruction  because  of 
edema,  bleeding,  and  narrow  up- 
per airways.  Long-term  problems 
following  UPP  include  nasophar- 
yngeal reflux,  pharyngeal  infection, 
and  hemorrhage.  In  126  patients 
undergoing  UPP  at  our  institution, 
only  hemorrhage  (6%)  and  rhino- 
lalia (2%)  were  significant  compli- 
cations. However,  two  deaths  were 
indirectly  related  to  the  surgery. 

Nasal  continuous  positive  air- 
way pressure  (CPAP)  therapy 
has  been  found  to  be  very  effective 
in  patients  with  obstructive  and 
central  sleep  apneas.'^  The  thera- 
peutic effect  of  CPAP,  as  judged  by 
sleep  quality,  is  immediately  ap- 
parent. Because  of  patient  accept- 
ance and  low  morbidity,  CPAP  has 
now  become  the  mainstay  of  ther- 
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apy  for  obstructive  sleep  apnea. 
Many  neuropsychologic  and  en- 
docrine abnormalities  seen  in  pa- 
tients with  sleep  apnea  have  been 
shown  to  reverse  with  CPAP  ther- 
apy. Nasal  CPAP  increases  the  up- 
per airway  cross-sectional  area  from 
the  level  of  the  nasopharynx  to  or- 
opharynx,’® but  the  tonic  and  phasic 
activity  of  the  genioglossus  muscle 
is  decreased  or  remains  un- 
changed. CPAP  therapy  is  tolerated 
well  by  most  patients.  CPAP  must 
be  applied  continuously  through- 
out the  night  and  is  relatively  ex- 
pensive. Epistaxis,  conjunctivitis, 
sinusitis,  airway  obstruction,  and 
pneumocephalus  have  been  re- 
ported as  complications. 

Weight  loss,  at  times  even  a small 
amount,  is  associated  with  signifi- 
cant improvement  of  sleep  apnea. 
The  mechanism  by  which  weight 
loss  is  associated  with  a reduction 
in  the  number  of  apneas  is  not  clear 
but  may  be  related  to  improvement 
in  pharyngeal  and  glottic  function 
and  size. 

Drug  therapy  in  sleep  apnea 
patients  has  been  found  to  be  un- 
satisfactory in  most  studies.  Pro- 
gesterone, protriptyline,  and 
acetazolamide  are  the  three  drugs 
tht  have  been  most  extensively  eval- 
uated. 

Sleeping  in  the  supine  posture  is 
associated  with  the  highest  number 
of  apneas.  In  some  patients,  apneas 
may  be  totally  eliminated  by  sleep- 
ing in  the  lateral  posture.  Many  oral 
appliances,  including  nasopharyn- 
geal tubes,  and  tongue-retaining 
devices  have  been  found  to  de- 
crease the  number  of  apneas  but 
these  are  generally  not  well-toler- 
ated. 

Oxygen  has  been  extensively 
studied  as  a therapy  for  sleep  ap- 
nea. Initial  studies  using  intermit- 
tent high  concentrations  of  oxygen 
showed  prolongation  of  apneas  and 
an  increase  in  arrhythmias.  Low 
concentrations  of  oxygen  (3-4  L/ 
min)  have  resulted  in  either  slight 
improvement  or  worsening  of  ob- 
structive apneas.  Oxygen  therapy  for 


sleep  apnea  was  recently  reviewe 
with  the  conclusion  that  oxyge 
therapy  should  be  administere 
only  to  patients  who  remain  hypo; 
emic  despite  other  forms  of  the, 
apy. ’8  ; 


Because  of  patient 
acceptance  and  low 
morbidity,  nasal 
continuous  positive 
airway  pressure  ^ 

(CPAP)  has  become  j 
the  mainstay  of  therap] 
for  obstructive  sleep  f 
apnea.  [ 


Mortality  ' 

Extreme  hypoxemia  and  cardia. 
arrhythmias  occur  during  sleep  af 
nea  and  increased  mortality  durin 
sleep  in  these  patients  is  not  ur 
expected.  He  et  al’^  found  that  p^ 
tients  with  an  apnea  index  >20  af 
peared  to  have  a much  highe 
mortality  than  patients  with  an  af 
nea  index  <20.  In  this  study,  ther 
were  no  deaths  among  patient' 
treated  with  tracheostomy  or  nas£ 
CPAP,  while  8 of  60  UPP-treated  pel 
tients  died.  A five-year  follow  up  c 
198  patients  with  obstructive  slee^ 
apnea  found  no  deaths  among  7 
patients  treated  by  tracheostomy 
There  were  14  deaths  in  127  ur 
treated  patients  (advised  weight  los 
only).  The  excess  mortality  in  th 
conservatively  treated  group  oc 
curred  despite  a lower  apnea  inde 
and  lower  mean  body  mass  index.- 
The  results  of  these  and  other  stuc 
ies  suggest  that  obstructive  slee 
apnea  may  be  associated  with  sir 
nificant  mortality.  While  tracheoe 
tomy  and  nasal  CPAP  appear  to  hav 
a beneficial  effect  on  suiv'ival,  th 
long-term  effect  of  UPP  on  the  prog 
nosis  of  sleep  apnea  remains  to  b 
proven. 
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Summary 

K Over  the  past  2 decades,  we  have 
{lined  great  insight  into  the  sleep 
)nea  syndromes.  Though  prog- 
ss  in  this  field  continues,  many 
il-oblems,  including  an  incomplete 
nderstanding  of  the  disease  and 
» natural  history,  remain.  Future 
ork  should  clarity  these  areas  as 
ell  as  provide  a better  understand- 
ig  of  our  available  therapeutic  op- 
pns. 
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Restrictive  Covenant  Law  in  Georgia: 
Back  to  the  Drawing  Board 

Cliona  M.  Robb 


The  Jackson  & Coker  u.  Hard 
case,  decided  by  the  Georgia 
Supreme  Court  on  June  27,  1991, 
struck  down  Georgia’s  restrictive 
covenant  act  (“the  Act”).^  The  Act, 
enacted  in  1990,  attempted  to  re- 
solve uncertainties  in  Georgia  law 
regarding  covenants  that  restrict  fu- 
ture employment.  In  a medical  con- 
text, restrictive  covenants  consist  of 
binding  promises  not  to  compete, 
not  to  solicit  patients,  and  other 
prohibitions  that  become  effective 
upon  the  sale  of  a medical  practice 
or  upon  the  termination  of  an  em- 
ployment contract  or  partnership 
agreement.  This  Legal  Section  ar- 
ticle will  examine  the  rise  and  fall 
of  this  controversial  Act  and  its  fu- 
ture implications  for  physician  em- 
ployment arrangements. 

The  Need  for  Reform 

The  legal  community  recognized 
the  need  for  reform  well  before  the 
General  Assembly  enacted  the  1990 
Act.  In  1984,  for  example,  a study 
commissioned  by  a section  of  the 
State  Bar  of  Georgia  concluded  that 
restrictive  covenant  law  in  Georgia 
had  been  distorted  by  a complex 
set  of  judicial  rules  that  frequently 
yielded  unpredictable  or  arbitrary 
decisions.^  Again  in  1989,  the  au- 
thor of  this  study  noted  that  none 
of  the  reforms  had  been  adopted  to 
any  significant  extent  by  Georgia 
courts,  and  urged  further  action  on 
this  issue,  including  legislative  re- 
form. 

The  dissatisfaction  with  restric- 
tive covenant  law,  as  it  had  devel- 


• In  a medical  context, 
restrictive  covenants 
consist  of  binding 
promises  not  to 
compete,  not  to  solicit 
patients,  and  other 
prohibitions  that 
become  effective  upon 
the  sale  of  a medical 
practice  or  upon  the 
termination  of  an 
employment  contract 
or  partnership 
agreement.  J 

oped  over  the  years,  stemmed  from 
the  Supreme  Court’s  insistence  that 
these  covenants  in  employment 
agreements  contain  definite  and 
reasonable  scope,  territory,  and 
time  restrictions.  If  any  one  of  these 
restrictions  is  deemed  to  be  too 
broad  by  the  court,  the  entire  cov- 
enant will  fail  when  an  employment 
contract  is  involved.  Since  partner- 
ship agreements  and  contracts  for 
the  sale  of  a medical  practice  are 
generally  negotiated  between  par- 


This  article  was  prepared  at  the  request  of  the 
Journal.  Ms,  Robb  is  a summer  associate  in  the 
law  firm  of  Vincent,  Chorey,  Taylor  & Fell,  Suite 
1700,  The  Lenox  Building,  3300  Peachtree  Rd.,  At- 
lanta, GA  30326.  Send  reprint  requests  to  Mr,  Rob- 
ert N.  Berg  at  Vincent,  Chorey,  Taylor  & Fell. 


ties  of  more  equal  bargainir| 
power,  courts  show  much  greatii 
respect  for  freedom  of  contract  i| 
these  instances.^  , 

Difficulties  with  enforcing  r' 
strictive  covenants  are  mot 
often  encountered  with  emplol 
ment  contracts,  because  courts  rii 
idly  apply  scope,  territory,  and  tinrl 
restrictions  to  covenants  whic| 
must  be  fixed  at  the  time  an  en^ 
ployee  is  hired.  As  a result,  cour< 
are  required  to  interpret  restrictid 
covenants  literally,  without  a(f 
counting  for  circumstances  whici 
change  during  the  course  of  tH 
employee’s  tenure.  For  instance,  ^ 
an  employee’s  duties  change,  tL 
scope  restrictions  may  become  iit 
valid,  while  relocating  an  emplol 
er’s  office  may  invalidate  territori.j 
restrictions. 

The  scope  restriction  encompai 
ses  the  nature  of  the  prohibited 
business  activity,  which  must  t 
specifically  described  and  bear  ^ 
reasonable  relation  to  the  formt^ 
employee’s  responsibilities  or  e:- 
pertise.  Physician’s  employmei' 
contracts  are  different  from  mo^ 
contracts  in  that  the  scope  requin 
ments  are  easily  defined  for  ph 
sicians.  Generally,  as  long  as  tf 
prohibited  activity  is  described  c 
“the  practice  of  medicine  and  su 
gery,’’  or  an  appropriate  practic 
specialty  thereof,  courts  considt 
this  description  sufficiently  defini’ 
and  reasonable. 

The  guidelines  for  satisfying  te 
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torial  restrictions  are  much  less 
'ell  defined.  Concerning  definite- 
ess,  the  general  rule  is  that  en- 
)rceable  covenants  must  contain 
n express  geographical  descrip- 
on  of  the  restricted  territory.®  Thus, 
escribing  the  territory  as  “where 
le  employee  is  working  at  the  time 
f termination”  is  automatically  in- 
alid.  Any  territorial  restriction 
'hich  cannot  be  determined  until 
le  date  of  the  employee’s  termi- 
ation  is  too  indefinite. 

Another  problem  with  this  geo- 
raphical  requirement  is  that  a ter- 
torial  description  is  also  invalid 
'hen  it  exceeds  the  territory  where 
le  employee  was  working  at  the 
me  the  employment  was  termi- 
ated.  Essentially,  an  employer  is 
pquired  to  predict  a precise  geo- 
raphical  location  when  an  em- 
loyee  starts  working.  If  this  loca- 
on  subsequently  changes,  the 
ovenant  may  be  held  invalid,  un- 
;ss  written  amendments  to  the  em- 
loyment  contract  are  executed 
ach  time  the  territory  changes.  The 
jifficulties  of  constructing  an  en- 
)rceable  territorial  restriction  are 
ompounded  by  the  fact  that  there 
re  absolutely  no  guidelines  for  the 
uantitative  aspect  of  territorial  re- 
lictions. The  Georgia  Supreme 
ourt  has  explicitly  stated  that  the 
ppropriate  size  of  the  territory  can 
inly  be  determined  on  a case  by 
iase  basis:  “[r]easonableness  as  to 
|;rritory  depends,  not  so  much  on 
jie  geographical  size  of  the  terri- 
■pry,  as  on  the  reasonableness  of 
[le  territorial  restrictions  in  view  of 
le  facts  and  circumstances  of  the 
|ase.”^ 

i|  Time  restrictions  are  subject  to 
pe  same  uncertainties  that  plague 
brritorial  restrictions.  The  Supreme 
iourt  has  not  set  any  limitations  on 
jme  restrictions  that  would,  perse, 
10  unenforceable.  Prohibitions 
Ijmging  from  2 to  10  years  have  all 
teen  enforced  by  the  Georgia  Su- 
|reme  Court  in  medical  employ- 

I 
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ment  contracts,®  but  there  is  no 
guarantee  that  any  of  these  limits 
are  automatically  enforceable  in 
different  medical  employment  con- 
tracts. 

Legislative  Reforms 

Until  1990,  Georgia  law  consid- 
ered restrictive  covenants  to  be  in 
general  restraint  of  trade  unless  they 
were  sufficiently  limited,  as  dis- 
cussed above.  Only  covenants 
which  were  sufficiently  limited 
could  be  enforced,  as  they  were 
considered  partial  (as  opposed  to 
general)  restraints  of  trade.  In  order 
to  make  Georgia  law  more  hospit- 
able to  business  contracts,  the  Gen- 
eral Assembly  enacted  the  Act  to 
automatically  classify  restrictive 
covenants  as  “contracts  in  partial 
restraint  of  trade.”®  This  reclassifi- 
cation meant  that  restrictive  cove- 
nants were  presumed  to  be  enforce- 
able until  proven  otherwise.  Rather 
than  starting  with  a presumption  of 
illegality,  courts  were  to  interpret 
the  covenants  as  freely  as  possible 
to  ensure  that  they  could  be  en- 
forced. In  addition,  the  General  As- 
sembly declared  that  certain  terri- 
torial and  time  limitations  were 
automatically  deemed  enforceable. 

Under  the  Act,  territorial  descrip- 
tions in  medical  employment  con- 
tracts would  have  been  enforceable 
if  they  prohibited  the  practice  of 
medicine  and  surgery  in  any  area 
where  the  physician  worked  and  in 
any  area  that  patients  were  pres- 
ent.’® This  provision  completely 
eliminated  the  precise  geographi- 
cal description  required  under  the 
common  law  and  the  prediction 
problems  this  requirement  created. 

The  reforms  regarding  time  lim- 
itations were  equally  drastic.  For 
prohibitions  on  the  practice  of 
medicine  and  surgery  within  a cer- 
tain place,  time  limits  of  2 years  or 
less  would  automatically  have  been 
deemed  enforceable.  Time  restric- 
tions regarding  former  patients  that 


•Covenants  most 
likely  to  be  enforced 
will  be  those  which 
prohibit  the  practice  of 
medicine  and  surgery 
. . . and  which  contain 
geographical  and  time 
limitations  that  are 
directly  related  to 
protecting  the 
employing  physician’s 
interests.  ^ 

extended  as  long  as  3 years  would 
also  have  been  guaranteed  enforce- 
ment under  the  Act.” 

Another  drastic  departure  from 
the  common  law  was  a provision 
that  required  courts  to  salvage  il- 
legal contracts  by  blue  penciling 
them  — literally,  by  excising  any 
offensive  terms. (Under  a long  line 
of  cases,  Georgia  courts  historically 
would  not  “blue  pencil”  restrictive 
covenants  in  employment  con- 
tracts.) Once  these  terms  had  been 
eliminated,  the  valid  portions  of  the 
restrictive  covenant  could  be  en- 
forced. No  longer  could  a minor  flaw 
in  one  provision  of  the  covenant 
render  the  entire  covenant  unen- 
forceable. 

The  Court’s  Response 

The  blue  penciling  provision 
proved  to  be  the  Achilles  heel  of 
the  Act  when  two  former  employees 
of  a physician  placement  service 
challenged  the  constitutionality  of 
the  Act  in  the  Jackson  & Coker  case. 
In  a two  page  opinion,  the  Court 
determined  that  the  blue  penciling 
provision  was  representative  of  the 
illegality  of  the  Act  as  a whole  and 
ordered  a lower  court  to  re-examine 
the  employment  contract  in  light  of 
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the  common  law  for  restrictive  cov- 
enants. 

Unlike  many  state  courts,  the 
Georgia  Supreme  Court  has  long 
opposed  blue  penciling  in  employ- 
ment contracts  because  the  Court 
believes  that  this  practice  encour- 
ages the  creation  of  over-expansive 
covenants.  According  to  the  Court, 
those  who  draft  such  covenants  will 
have  no  incentive  to  limit  the  scope 
of  these  demands  to  legally  ac- 
ceptable standards  unless  such 
abuses  render  the  entire  contract 
unenforceable. 

Although  the  Supreme  Court’s 
hostility  to  blue  penciling  is  well 
established,  the  breadth  of  the 
court’s  holding  is  somewhat  sur- 
prising. The  former  employees  had 
sought  a declaratory  judgment  that 
the  Act  “was  unconstitutional  in- 
sofar as  it  relates  to  restrictive  cov- 
enants ancillary  to  employment 
contracts.”'^  The  Court  responded 
by  holding  the  entire  Act  invalid, 
even  though  parts  of  the  Act  con- 
cerned covenants  in  sale  of  busi- 
ness contracts:  “the  Act  is  beyond 
the  power  of  the  General  Assembly 
insomuch  as  it  is  one  that  author- 
izes contracts  and  agreements 
which  may  have  the  effect  of  or 
which  are  intended  to  have  the  ef- 
fect of  defeating  or  lessening  com- 


petition or  encouraging  monop- 
oly.”’^ 

This  holding  invalidates  the  Act’s 
reclassification  of  restrictive  cove- 
nants as  partial  restraints  of  trade. 
Once  again,  courts  will  have  to  pre- 
sume that  such  covenants  are  ille- 
gal because  “the  General  Assembly 
is  expressly  prohibited  by  our  Con- 
stitution from  authorizing  any  con- 
tract that  is  violative  of  the  consti- 
tutional provision”  regarding 
contracts  that  harm  competition. 

Back  to  the  Drawing  Board 

By  declaring  that  “this  purported 
Act  of  authorization  is  ‘unlawful  and 
void,’  ” the  Georgia  Supreme  Court 
reimposed  the  common  law  which 
prevailed  prior  to  the  Act.'®  Drafting 
an  enforceable  covenant  for  a phy- 
sician’s employment  contract  will 
now  again  be  subject  to  the  uncer- 
tainties regarding  territory  and  time 
discussed  above. 

To  create  an  enforceable  cove- 
nant under  these  circum- 
stances, the  best  approach  is  not 
to  overreach  by  imposing  an  all-en- 
compassing restrictive  covenant. 
The  covenants  most  likely  to  be  en- 
forced will  be  those  which  prohibit 
the  practice  of  medicine  and  sur- 
gery (or  an  appropriate  practice 


specialty)  and  which  contain  ge 
graphical  and  time  limitations  th 
are  directly  related  to  protecting  tl 
employing  physician’s  interest 
Following  these  guidelines  w 
serve  the  interests  of  both  the  pf 
sician  employer  and  the  physici; 
employee.  The  employing  phyi 
cian  will  be  ensured  the  protectic 
which  served  as  an  inducement 
enter  the  employment  contract,  ai 
the  employee  physician  will  not  1 
subjected  to  unnecessary  prohit, 
tions  in  the  event  he  or  she  choos , 
to  terminate  or  is  terminated  fro| 
the  employment  arrangement. 
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Stereotactic  Radiosurgery 
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itroduction 

STEREOTACTIC  RADIOSURGERY  IS  a 
:/  technique  for  obliterating  in- 
ijicranial  targets  which  are  inac- 
ijssible  or  unsuitable  for  open  sur- 

1:al  techniques.  The  target  within 
e brain  is  treated  with  a highly 
cused  and  well-collimated  beam 
ij  ionizing  radiation  delivering  a 
ijgh  dose  of  single  fraction  radia- 
im  to  a well-defined  volume  of  tis- 
;e.  The  entrance  and  exit  doses 
»e  distributed  in  such  a way  that 
le  tissue  ouside  the  target  is  min- 
Ijially  affected. 

Radiosurgery  was  introduced  in 
_51  by  the  Swedish  neurosurgeon, 
]‘rs  Leksell,  who  initially  used  mul- 
l|>le  250  kVp  x-rays  to  produce  ster- 
ij tactic  radiosurgery  beams.'  These 
(jthovoltage  x-rays  did  not  have 
I'lfficient  penetration  to  produce  the 
t| sired  characteristics  of  rapid  dose 
111  off  outside  the  target  volume. 

1 Rowing  Leksell’s  original  devel- 
"ments,  refinements  in  the  tech- 
ique  of  radiosurgery  were  made  by 
l ing  Proton  beams  produced  from 
< clotrons.  This  type  of  radiosur- 
j ry  became  available  in  Uppsala, 
beden;  Berkeley,  California;  and 
bston,  Massachusetts,  starting  in 
Is  1950s.  More  recently,  Leksell 
'"veloped  the  so-called  Gamma 
liiife,  which  presently  contains  201 
<i)balt  sources  arranged  in  a hem- 
ipherical  pattern  such  that  the  sta- 
nnary beams  are  directed  toward 
ipommon  focus  into  which  the  in- 
Ijicranial  target  is  placed  stereo- 
liZtically.  The  precision  of  dose  de- 
iiery  to  the  target  is  extremely  high, 
';thin  a fraction  of  a millimeter. 
The  current  surge  of  interest  in 
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radiosurgery  in  the  United  States  is 
in  part  related  to  the  greater  avail- 
ability of  units  including  Gamma 
Knives  and  modified  Linear  Accel- 
erators capable  of  producing  ster- 
eotactic radiation.  At  present,  there 
are  at  least  70  centers  in  the  United 
States  performing  sterotactic  radio- 
surgery. 

^The  hallmark  of 
radiosurgery  is  the 
ability  to  use  small 
beams  of  radiation 
focused  on  small 
targets  from  multiple 
directions  to  produce  a 
steep  dose  gradiant  at 
the  edge  of  the  target 
which  minimizes 
unwanted  dose 
deposition  outside  of 
the  treatment 
volume.  J 

The  first  gamma  unit  in  the 
United  States  became  opera- 
tional in  August,  1987,  at  the  Uni- 
versity of  Pittsburgh,  and  this  unit 
has  treated  more  than  500  patients 
with  small  vascular  and  neoplastic 
lesions.^  Radiosurgery  using  exter- 


Dr.  Duttenhaver  is  Chairman,  Department  of  Ra- 
diation Oncology,  Memorial  Medical  Center,  P.O. 
Box  23089,  Savannah,  GA  31403.  Send  reprint  re- 
quests to  him. 


nal  beams  of  x-rays  from  a linear 
accelerator  was  first  proposed  by 
the  group  at  the  Karolinska  Insti- 
tute. Using  this  technique,  the  first 
patients  were  treated  in  Europe  in 
the  early  1980s.  In  February,  1986, 
the  first  patient  in  the  United  States 
was  treated  with  radiosurgery  using 
a modified  6 million  volt  linear  ac- 
celerator at  the  Joint  Center  for  Ra- 
diation Therapy  in  Boston.'^  '' 

Because  linear  accelerators  are 
widely  available,  they  have  been 
modified  for  radiosurgery  in  differ- 
ent ways  by  several  investigators. 
All  techniques  yield  the  same  result 
of  providing  well-collimated  and 
precisely  focused  beams  of  radia- 
tion while  simultaneously  protect- 
ing the  surrounding  normal  tissue. 

Ionizing  radiation  is  used  in  both 
conventional  radiotherapy  and  ra- 
diosurgery. The  two  forms  of  exter- 
nal beam  irradiation  differ  in  sev- 
eral important  physical  and 
biological  respects. 

In  conventional  radiotherapy, 
multiple  small  doses  of  radiation 
are  delivered  to  targets  that  include 
a tumor  plus  a zone  of  surrounding 
normal  tissue.  Multiple  doses,  or 
fractions,  are  delivered  in  order  to 
take  advantage  of  the  differential  re- 
pair capacities  between  normal  tis- 
sue and  tumor  tissue.  Death  results 
from  loss  of  reproductive  capacity. 
Stereotactic  radiosurgery  relies  on 
the  delivery  of  a single  high  dose 
of  necrotizing  radiation  to  a radi- 
ographically well-defined  intra- 
cranial target  without  delivering  a 
significant  proportion  of  the  pre- 
scribed dose  to  the  surrounding 
normal  brain  tissue. 
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Stereotactic  Apparatus 

The  stereotactic  head  ring,  or 
halo,  is  fastened  to  the  cranium  with 
fixation  screws  prior  to  the  initia- 
tion of  imaging  studies  which  are 
used  for  radiographic  localization 
of  the  target  volume.  CT  scanning, 
angiography,  and  magnetic  reso- 
nance imaging  are  all  useful  in  de- 
veloping a three  dimensional  ref- 
erence point  of  the  target  to  the 
stereotactic  head  ring  attached  to 
the  patient’s  skull.  For  radiosurgery 
to  be  accurate,  the  relationship  be- 
tween the  three  dimensional  coor- 
dinate system  and  the  source  of  ra- 
diation has  to  be  known  and 
verified.  When  treating  such  small 
volumes  accurately,  extra  care  is  re- 
quired as  compared  with  conven- 
tional radiotherapy.  The  hallmark 
of  radiosurgery  is  the  ability  to  use 
small  beams  of  radiation  focused 
on  small  targets  from  multiple  di- 
rections to  produce  a steep  dose 
gradient  at  the  edge  of  the  target 
which  minimizes  unwanted  dose 
deposition  outside  of  the  treatment 
volume.  This  sharp  dose  gradient 
allows  for  the  prescribed  dose  of 
radiation  to  be  given  to  a tumor 
while  avoiding  vital  structures  only 
millimeters  away. 

Clinical  Applications 

Currently,  stereotactic  radiosur- 
gery is  used  primarily  to  treat  be- 
nign brain  tumors,  arteriovenous 
malformation,  acoustic  neuromas, 
pituitary  adenomas,  craniopharyn- 
giomas, pineal  region  tumors,  and 
solitary  brain  metastases.  Histor- 
ically, stereotactic  radiosurgery  has 
been  used  to  relieve  certain  types 
of  chronic  pain  or  movement  dis- 
orders. The  ideal  target  should  be 
3 centimeters  or  less  in  diameter. 

Arteriovenous  malformations 
(AVMs)  present  the  largest  number 
of  patients  treated  with  radiosur- 
gery to  date.®  AVMs  are  congenital 
anomalies  which  develop  from 
aberrant  connections  within  the 


• Post-treatment 
morbidity  is  extremely 
low,  and  mortality  is 
virtually  non-existent. 
The  procedure  usually 
requires  only  local 
anesthesia  and  mild 
sedation.  ^ 

primitive  arterial  and  venous  plexus 
overlying  the  developing  brain.  Pa- 
tients with  AVMs  present  most  fre- 
quently with  intracranial  hemor- 
rhage, seizure,  headache,  or 
neurologic  deficits.  They  are  asso- 
ciated with  a mortality  rate  of  ap- 
proximately 1-2%  per  year,  and  a 
morbidity  rate  of  approximately  3- 
4%  per  year.® 

Based  on  the  data  from  multiple 
series  using  stereotactic  radiosur- 
gery to  treat  AVMs,  complete  oblit- 
eration has  been  seen  in  40%  of 
patients  at  1 year  and  approxi- 
mately 80%  of  patients  at  2 years. 
The  3-year  complete  response  rate 
is  90%.  The  rate  of  fatal  hemorrhage 
and  non-fatal  re-bleed  occurs  at  a 
significantly  reduced  rate  in  treated 
patients  compared  to  historical  se- 
ries of  untreated  patients.^  ® 

Loeffler,  et  al.^  recently  pub- 
lished the  results  of  radiosurgical 
treatment  of  brain  metastases:  83 
brain  metastases  in  64  patients  were 
treated  with  stereotactic  radiosur- 
gery. Four  patients  had  been  pre- 
viously treated  with  whole  brain  ir- 
radiation. Several  of  the  patients  had 
multiple  lesions  treated  simulta- 
neously with  stereotactic  radiosur- 
gery, although  most  patients  had 
solitary  lesions.  All  patients  were 
followed  with  CT  scan  or  MRl  fol- 
lowing radiosurgery.  Within  this 
follow-up  period,  78  of  83  lesions 
were  controlled  by  radiosurgery  as 
defined  radiographically  by  a de- 
crease or  stabilization  of  the  treated 


enhancing  volume.  After  radiosu 
gery,  five  lesions  recurred  local 
Neurologic  improvement  was  se<l 
in  27  of  64  (42%)  of  patients  treaU) 
with  radiosurgery  within  the  first 
months  of  therapy. 

Complications 

Acute  complications  include  na' 
sea  and  vomiting  within  12  to  I 
hours  of  radiosurgery.  The  im 
dence  and  severity  of  these  sym* 
toms  correlate  directly  with  the  do’ 
delivered  to  the  target  area  and  ' 
the  location  of  the  lesion  within  tl' 
brain.  Corticosteroids  and  anti 
metic  therapy  significantly  reduC' 
the  incidence  and  severity  of  the' 
symptoms.  Seizures  develop  ' 
about  5%  of  patients  within  the  fill 
24  hours  of  radiosurgery.  Patieb 
reporting  seizure  activity  had  a hf 
tory  of  prior  seizures.  It  is  now  re 
ommended  that  patients  with  a sf* 
zure  history  be  maintained  cj 
therapeutic  levels  of  anti-convi‘ 
sive  medication  before  undergoiil 
radiosurgery.  Alopecia  occurs  or 
in  patients  where  the  target  volun* 
is  located  close  to  the  dura  nece‘ 
sitating  a higher  dose  to  the  sea' 
region  immediately  adjacent  to  tl' 
treatment  volume.  Return  of  hc^ 
growth  is  complete  in  all  patier 
by  4 months  status  post  treatmei^ 
Chronic  complications  include  r 
diation  necrosis  and  cranial  ner 
dysfunction.  Operation  to  rese 
symptomatic  radiation  necrosis  o 
curs  in  5-10%  of  patients  treate 
The  development  of  cranial  ne 
ropathies  is  more  frequently  see 
in  the  treatment  of  acoustic  ne 
romas  where  the  seventh  crani: 
nerve  is  immediately  adjacent  to  tl 
target  volume  in  the  eighth  crani;i 
nerve. 

Conclusion 

Stereotactic  radiosurgerv'  h< 
consistently  proven  to  be  a precis  ■ 
safe,  effective,  and  cost-efficie  : 
modality  of  treating  inoperable  1 1 


550 


Journal  of 


CANCER 


3ns  within  the  brain.  The  fall  off 
radiation  dose  at  the  periphery 
a target  is  dramatic  and  results 
an  extremely  safe,  yet  effective 
rm  of  treatment.  There  is  no  need 
make  an  incision  in  the  scalp, 
inetrate  the  skull,  or  physically 
iter  the  brain,  thereby  eliminating 
rgical  complications  such  as  in- 
:tion,  hemorrhage,  and  CSF  leak- 
e.  Post-treatment  morbidity  is  ex- 
imely  low,  and  mortality  is 
tually  non-existent.  The  proce- 
ire  usually  requires  only  local  an- 
thesia  and  mild  sedation. 

The  results  of  stereotactic  radio- 
rgery  in  the  treatment  of  arterio- 
nous  malformations,  acoustic 
luromas,  meningiomas,  meta- 
itic  lesions,  pituitary  tumors,  and 
aniopharyngiomas  have  been  ap- 
oximately  equal  to  the  results 
ling  standard  external  beam  irra- 
jation  or  invasive  surgery.  Com- 
iication  rates  have  been  accepta- 
j/  low  and  acute  side  effects  have 
|en  well  tolerated. 

As  more  medical  centers  develop 
2 capability  to  perform  stereotac- 
radiosurgery,  the  number  of  pa- 
nts receiving  this  treatment  will 
pease  dramatically  over  the  next 
veral  years. 


Prospective  clinical  studies  will 
determine  the  role  of  radiosurgery 
in  the  initial  management  of  pa- 
tients with  a wide  variety  of  intra- 
cranial lesions  and  will  help  estab- 
lish important  biological  parameters 
for  tumor  control  and  complica- 
tions. 
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CLASSIFIEDS 


PHYSICIANS  WANTED 


E.R.  Physicians  — Join  the  Liberty 
Healthcare  Group  providing 
Emergency  Medical  Services  in 
Augusta,  Georgia.  Enjoy  flexible  hours 
while  earning  an  excellent  salary  plus 
paid  malpractice  insurance.  We  seek 
BE/BC  EM,  IM,  or  FP-trained 
physicians  to  assume  the  key  role  in 
this  well  run  E.R.  For  more 
information,  contact  Annamarie 
Alieva  at  800-331-7122  or  215-592- 
7400.  For  immediate  consideration, 
please  fax  C.V.  to  215-592-4652. 


District  Health  Director,  Georgia  — 
Opening  in  Southwest  Georgia  Health 
District.  Responsible  for  planning  and 
direction  of  public  health  and  mental 
health/mental  retardation/substance 
abuse  programs  in  the  district. 
Requirements:  M.D.  degree  and 
minimum  of  2 years’  clinical 
experience.  Postgraduate  work 
desirable.  Send  CV  to  Patricia  Grace, 
Room  206,  878  Peachtree  St.,  Atlanta 
30309,  404-894-6584.  EOE.  Deadline 
Oct.  31,  1991. 


Wanted:  House  physicians  to 

contract  for  daytime  coverage  of  a 
University-Affiliated  Municipal 


Hospital  in  Charleston,  SC.  Base 
salary  and  incentive.  For  details: 
Contact  Dr.  J.  Brzezinski  or  Dr.  Fox. 
Ph:  803-792-2541. 


South  Georgia:  Enjoy  a challenging 
and  a relaxed  southern  lifestyle  in 
this  pleasant  community  of  Jesup. 
Excellent  opportunity  for  emergency 
physicians  for  this  moderate  volume 
hospital,  excellent  nursing  support 
and  backup  coverage.  Attractive 
remuneration  with  fee-for-service, 
flexible  schedules,  and  professional 
liability  insurance  procured  on  your 
behalf.  Contact  Judy  Wilson,  Coastal 
Emergency  Services  of  Augusta,  Inc., 
3633  Wheeler  Rd.,  Suite  250,  Dept. 
SO,  Augusta  30909  or  call  800-868- 
2627  or  collect  404-868-0185  for  more 
information. 


Georgia:  Coastal  community  of  St. 
Mary’s  offers  a quieter  lifestyle  in  this 
low  volume  ED  setting.  Enjoy  the 
flexible  scheduling,  no  on-call 
responsibilities  with  excellent 
support.  Professional  liability 
insurance  can  be  procured  for  you. 
Contact  Judy  Wilson,  Coastal 
Emergency  Services  of  Augusta,  Inc. 
3633  Wheeler  Rd.,  Suite  250,  Dept. 
SO,  Augusta  30909,  or  call  800-868- 
2627  or  collect  404-868-0185  for  more 
information. 


Georgia:  Primary  Clinic  opening  in 
Lake  Park.  1 7 miles  south  of 
Valdosta,  2 hours  north  of 
Jacksonville,  Florida.  Hours  are 
Monday-Friday  8:00  A.M.-5:00  P.M. 
Must  be  BE  or  FP  or  IM.  Call  Kathy 
Hurley  for  more  details  at  800-333- 
3637,  or  send  CV  to  Coastal 
Emergency  Services  of  Atlanta,  Inc., 
2200  Century  Parkway,  Suite  725, 
Dept.  SO,  Atlanta  30345. 


Georgia:  Independent  contractor 


opportunity  in  Bainbridge,  Georgia,  dj 


minutes  north  of  Tallahassee,  Floridiii 
12,000  volume.  Must  have  ACLS  and 
ATLS.  Malpractice  insurance  can  be 
procured  on  your  behalf.  For  more 
information,  call  Kathy  Hurley  at  800 
333-3637  or  send  CV  to  Coastal 
Emergency  Services  of  Atlanta,  Inc, 
2200  Century  Parkway,  Suite  725, 
Dept.  SO,  Atlanta  30345. 


FOR  SALE 


ft. 


M.D.  Office  Space  1000-3000  sq 
available  near  Georgia  Baptist 
Hospital  in  Atlanta.  At  1-20  & Blvd. 
New  drugstore  500  yards  away. 
Immediate  vacancy  available  with  x- 
ray  machine  and  darkroom.  Dr.  Gar\- 
627-6639. 
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Dr.  Karl  Hatten  doesn’t  work  in 
rehabilitation,  but  he  knows  more 
about  it  than  many  so-called 
experts.  He  got  his  experience 
first-hand.  As  a nephrologist,  he’s 
spent  more  than  25  years  helping 
patients  deal  with  life-threatening 
diseases.  But  when  he  was  hit  by  a 
stroke,  he  saw  his  own  life  hanging 
by  a thread. 

“Like  many  doctors,  I had  been 


confused  by  all  the  physical 
therapy  programs  that  refer  to 
themselves  as  rehab,”  he  says.  “My 
experience  at  MMRC  taught  me 
there’s  a big  difference. 

“The  staff  was  incredibly 
supportive.  They  set  realistic  goals 
for  my  recovery,  and  helped  me 
regain  my  self-confidence.”  In  six 
months  as  a patient  Dr.  Hatten 
learned  more  about  rehab  than  in 
25  years  as  a doctor.  Now  he  under- 


stands why  MMRC  is  the  South’s 
leading  rehabilitation  center. 

Today,  he’s  back  at  work.  With 
a fresh  outlook  on  life.  And  a new 
perspective  on  rehabilitation. 

Because  when  it's  done  right, 
rehab  can  do  a lot  more  than  repair 
a patient’s  body  It  can  even  help  a 
doctor  see  things  more  clearly. 

MMRC 

MISSISSIPPI  METHODIST 
REHABILITATION  CENTER 

1350 East  Woodrow  Wilson,  Jackson,  MS 3921b 
mil  9S1-2611  or  lSOO-223-6672 
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Doctors  Collect-All  Incorporated 


"A  Full  Service  Medical  Only  Collection  Agency" 


Catering  to  the  Financial  Needs  of  the  Medical  Providers 
And  Their  Clients  in  a Firm  But  Fair  Manner 


No  Recovery  - No  Fee  ■ No  Dues  ■ No  Membership  Fee 
No  Minimum  Piacement  ■ No  Long  Term  Contract 

No  Coupons  to  Fiii  Out 


JUST  STRAIGHT  BUSINESS  - THAT’S  ALL  BUSINESS 
Count  The  Ways  We  Can  Serve  Your  Practice: 


— Toll  Free  Nationwide  Support  Lines 
— Bad  Debt  Reporting  to  All  5 National  Credit  Bureaus 
— Integrity  & Credibility  Backed  With  Years  in  Business 
— Prompt  Payment  and  Accounting  on  a Personal  Basis. 

— Highest  Professional  and  Ethical  Standards 
— Fair  Debt  Collection  Practice  Act  Trained  Employees 
— Highest  Successful  Collections  Rate  in  the  Industry 
— Complete  Skip  Tracing  8c  Database  Finding  of  "Missing"  Clients 
— $1000,000  Business  Liability  Insurance 
— All  This  8c  More  At  No  Charge  to  You  — Ever!! 

— Servicing  All  50  States 

You  CAN’T  Afford  Not  to  Have 
DOCTOR’S  COLLECT- ALL,  INC.  in  Your  Practice. 

Call  or  Write  Us  Now  for  An  Immediate  No  Obligation  Consuitation 

NATIONWIDE  TOLL  FREE  1-800-226-8340  or  1-800-741-2075 

Post  Office  Drawer  3238,  Winter  Park,  FL  32790-3238  Post  Office  Drawer  724614,  Atlanta,  GA  30339-4614 

{ INTRODUCTORY  OFFER  > 

I (Ne\A/ Clients  Only)  | 

$500.00  i 

{ CREDIT  ; 

1 ‘CALL  FOR  DETAILS.  SUBJECT  TO  LIMITATIONS  AND  EXCLUSIONS.  ' 


Doctor's  Collect-All  Incorporated 

TELEPHONE  407-740-8340  • FAX  407-629-1841  ORLANDO 
TELEPHONE  404-432-2075  • FAX  404-432-2305  ATANTA 
TELEPHONE  813-264-7531  • FAX  813-264-0027  TAMPA 

NATIONWIDE  TOLL  FREE  1-800-226-8340  or  1-800-741-2075 


Dear  Doctor: 


Is  your  office  suffering  from  “deadbeat  depression”?  Are  you  tired  of  paying  your  bills  whif 
unappreciative  patients  who  owe  you  money  fail  to  pay  you? 


I would  like  to  take  this  opportunity  to  introduce  you  to  Doctor’s  Collect-All,  Incorporated 
After  serving  the  Southeastern  medical  community  for  over  five  years  in  the  medical  col 
lection  business.  Doctor’s  Collect-All,  Inc.  has  shown  remarkable  results  in  debt  recovery  fo 
professionals  such  as  yourself. 

Our  true  strength  lies  in  the  fact  that  we  treat  each  individual  case  of  delinquency  in  a per 
sonal  and  professional  manner.  Each  patient  is  contacted  directly  by  mail  and  telephone.  B; 
treating  them  in  a friendly  but  firm  fashion,  and  we  get  RESULTS! 

Th  ere  are  times  when  we  feel  we  have  no  other  alternative  but  to  take  selected  cases  to  smal 
claims  court.  We  do  not  hesitate  to  use  the  court  system  as  we  feel  it  is  an  essential  step  ir 
recovering  a delinquent  debt  with  your  approval. 


Enclosed  you  will  find  a current  roster  with  a sampling  of  some  of  our  clients  as  well  as  som<i 
very  favorable  comments.  I am  certain  we  can  assist  in  your  practices  collection  accounts.  I 
you  would  like  to  arrange  for  me  to  call  or  visit  your  office  for  a free  no  obligation  consulta 
tion.  simply  fill  out  and  mail  the  enclosed  postcard,  or  call  us  on  our  nationwide  toll  frer 
number,  even  if  you  already  are  using  another  collection  agency.  I will  contact  your  offict 
immediately  upon  receiving  it. 

I can  assure  you  that  your  association  with  Doctor’s  Collect-All,  Inc.  will  prove  to  be  ver 
beneficial  to  you  in  recovering  the  outstanding  accounts  of  your  patients. 

I thank  you  in  advance  for  your  consideration  and  look  forward  to  hearing  from  yoi 
soon. 


Sincerely, 

Stephen  G.  Becker 
C.E.O. /President 
Doctor’s  Collect-All,  Inc. 


ORLANDO  - WINTER  PARK 

1 720  SOUTH  ORANGE  AVENUE 
SUITE  550 

ORLANDO,  FLORIDA  32806 


POST  OFFICE  DRAWER  3238 
WINTER  PARK,  FLORIDA  32790-3238 


TAMPA  - ST.  PETERSBURG 

3820  GUNN  HIGHWAY 
SUITE  100 

TAMPA,  FLORIDA  33624 


POST  OFFICE  DRAWER  82339 
TAMPA,  FLORIDA  33682-2239 


ATLANTA 

9000  CENTRAL  PARK  WEST 
SUITE  620 

ATLANTA,  GEORGIA  30328 


POST  OFFICE  DRAWER  724614 
ATLANTA,  GEORGIA  30339-4614 


INTRA-OFFICE  MEMO 


i 

TO:  ALL  FINANCIAL  OFFICERS  OF  THIS  PRACTICE 
FROM:  MIKE/CHIEF  FINANCIAL  OFFICER 

NOVEMBER  16,  1990 

SUBJECT:  COLLECTIONS 

This  orthopedic  practice  has  recently  changed  collection  agencies  to  DOCTOR'S  COLLEC  T- 
ALL,  INC.  Past  due  accounts  will  be  sent  to  them  for  collection.  We  will  no  longer  use  any  ol  ihe 

I 

jother  collection  agencies  that  have  served  us  so  poorly  in  the  past. 

[j 

j DOCTOR’S  COLLECT-ALL,  INC.  has  exhibited  a very  positive  and  aggressive  approach  to 
jseveral  problem  accounts  that  I turned  over  to  them  in  the  past  month.  1 hope  that  they  maintain 
|the  high  activity  level  shown  so  far.  Accounts  that  are  past  due  or  we  cannot  locate  a current 
address  for  should  be  turned  in  to  me  and  I will  review  them  before  sending  them  to  collection. 
Please  give  me  all  information  you  have  on  the  account.  The  minimum  information  required  is 
NAME  and  SOCIAL  SECURITY  NUMBER,  along  with  account  balance  due  us.  Please  try  to 
ascertain  that  insurance  has  been  exhausted  and  we  do  not  have  a letter-of-protection  from  an 
attorney  before  we  go  to  collections.  If  we  need  the  current  address  for  a patient,  I can  call  with 
the  NAME  and  SOCIAL  SECURITY  NUMBER  and  they  will  use  their  computer  to  find  the 
address  for  us. 

: When  an  account  is  turned  over  to  DOCTOR’S  COEEECT-AEE,  INC.  we  cannot  accept  any 
payments  directly,  or  make  any  adjustments  or  payment  plans  with  the  patient.  The  patient 
must  deal  only  with  DOCTOR’S  COLLECT-ALL,  INC.  They  have  established  arrangements 
with  several  loan  companies  and  can  help  a patient  get  reasonable  financing,  or  establish  other 
payment  terms.  If  a patient  refuses  to  cooperate,  DOCTOR’S  COLLECT-ALL,  INC.  will  take 
them  to  small  claims  court  in  order  to  collect  our  bill. 

' Please  transfer  all  phone  calls  from  Stephen  Becker  or  any  agent  of  DOCTOR’S  COLLECT- 
ALL,  INC.  directly  to  me.  If  a patient  wants  to  discuss  his  account  after  it  has  been  sent  to  collec- 
tions also  transfer  that  call  to  me. 

bo  GET  EM... 

1 

MIKE  SHARPSTEIN 
C.F.O./Orthopedict  Practice-Atlanta 

I 


:c:  Stephen  Becker 


TESTIMONIALS  ) 

"Nothing  bothers  me  more  than  a deadbeat!  I am  most  pleased  with  Doctor's  Collect- 
All,  Inc  They  really  know  how  to  collect  the  uncollectible!" 

Dr.  Norman  “Bill”  Becker,  Jr. 

"Doctor's  Collect-All,  Inc.  is  the  best  collection  agency  we've  ever  used.  I highly 
recommend  them!"  Renee  Searcy,  West  Oakridge  Dental  Center 

"A  fifty  percent  col  lection  rate  in  just  the  first  week!  Doctor's  Collect-All,  Inc.  is  unbeliev- 
able!" They're  doing  a great  job. " Dr.  N.  Qureshi,  Conway  Dental  Center 

Please  feel  free  to  contact  any  of  our  clients  below  for  references.  You  may  also  con- 
tact our  office  if  you  should  have  any  questions,  comments  or  to  set  up  an 
appointment. 

All  of  us  here  at  Doctor's  Collect-All,  Inc.  look  forward  to  serving  you  and  your  office  in 
the  very  near  future. 

Ss i 

- REFERENCES  - 


Franklin  G.  Norris,  M.D. 

John  Penn,  M.D. 

Cardiologist 

Plastic  Surgery 

55  W.  Columbia  St. 

1925  Mizell  Avenue,  Suite  303 

Orlando.  FL  32806 

Wnter  Ftirk,  FL  32824 

(407)  425-7555 

(407)644-3137 

Waiter  Bryant,  D.D.S. 

Norman  G.  Becker,  D.D.S. 

Orthodontist 

Peridontist 

2250  W.  Fairbanks  Ave. 

1 720  S.  Orange  Avenue 

Winter  Park,  FL  32789 

Orlando,  FL  34615 

Mark  Nagrani,  M.D. 

(407)  843-3695 

Internist 

Centers  For  Orthopedic  Physical 

420  Palmetto  St. 

Orthopedics  and  Rehabilitation 

New  Symrna  Beach,  FL  32168 

1301  Sligh  Boulevard 

(407)  323-3333 

Orlando,  FL  32806 

Gordon  Kiester,  D.D.S. 

(407)  281-1222 

Oral  and  Maxillofacial  Surgery 

James  Binder,  D.D.S. 

15  W,  Columbia,  Suite  G 

General  Dentistry 

Orlando,  FL  32806-1174 

3997  Lawrenceville  Hwy, 

(407)843-1670 

Lilburn,  GA  30247 

Oriando  Neurosurgical  Association 

(404)  921-6001 

Neurologists 

Larry  Propst,  D.D.S. 

1801  Cook  Avenue 

120  E.  Lake  Mary  Blvd.,  Suite  118 

Orlando,  FL  32806 

Lake  Mary,  FL  32746 

(407)  425-7470 

(407)321-9698 

Additional  References  Available  Upon  Request 


□ YES,  we  would  love  to  set  an  appointment  with  you  so  that  you  can  solve  all  of 
our  collection  problems  forever. 

Doctor’s  Name 

Practice  Name  ) 

— f 

State Zip § 

Contact  Name  


Address  _ 

City 

Telephone 


MAG  Directory  Update 

The  1991  House  of  Delegates  mandates  us  to  obtain  members’  updates  of  information  in  the  MAG  Directory.  If  any 
of  the  information  below  has  changed  since  the  1990-91  Directory  was  published  in  October,  1990,  please  complete 
the  information  below  and  return  it  to  the  MAG  headquarters  office.  This  information  will  be  compiled  and 
distributed  to  the  membership  as  a supplement  to  the  Journal. 

Also,  a new  FEC  regulation  requires  that  employer  information  be  provided  when  reports  of  contributors  are  filed. 
Please  also  complete  the  employer  (or  group  practice  information)  below  and  return  it  to  MAG. 

ONLY  CHANGES  SUBMITTED  ON  THIS  FORM  WILL  BE  PUBLISHED.  COMPLETE  ONLY  IF  INFORMATION 
HAS  CHANGED 


Office  address 

Home  address 

City,  State,  Zip 

City,  State,  Zip 

Phone 

FAX 

Hospital  Affiliation: 

1 

2 

3 

jName  of  Employer 
Ilf  different  from  above: 

Employer  address 

City,  State,  Zip 

I, 

,1 

Phone  FAX 

|WE  NEED  YOUR  UPDATE  NO  LATER  THAN  NOVEMBER  30,  1991. 
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"This  comput 
system  is 
going  to  be 
my  iast." 


“I  first  bought  a computer  system  four  years  a 
help  me  with  my  billing  and  insurance  paperwl 
I shopped  around. . . did  research.  I thought  I 
being  smart.  I got  a system  at  a bargain  pricej 
believing  that  I could  still  get  decent  quality.  1 
was  nothing  but  problems.  No  on-site  hardwai 
maintenance,  no  software  support,  no  updateji 
and  now,  the  company  is  going  out  of  businesi 


“That’s  why  this  computer  system  is  going  to  ^ 
my  last.  This  time  I’m  going  to  get  real  suppo^ 
from  a well-established  company. . . one  with  | 
ven  system,  thorough  training,  quality  support^ 
a commitment  to  customers.  I’m  going  to  invit 
IBM  hardware  with  local  service.  This  time,  1 1 
going  with  Elcomp.” 


Make  this  computer  system  your  last  — schedule  a no-charge,  comprehensive 
practice  evaluation  with  your  local  Elcomp  Sales  Consultant. 


□ Yes!  Call  me  to  schedule  a no-charge,  comprehensive  practice  evaluation. 

□ Yes!  I’m  gathering  information  to  make  the  right  decision. . . please  send  me 

information  on  Elcomp  and  the  Flexible  Package.’^^  I need  to  make  a decision  in: 
1-3  months 4-12  months 12  + months 


Practice  name 

Address 

City,  State,  Zip 

Phone Specialty 

Person  to  contact of  Physicians 

Existing  system:  Manual Billing  service Computer 

rr . — ;__j  f J,.. 


n 


EHEfnP* 


Elcomp  Systems,  Inc. 

Foster  Plaza  VI 
681  Andersen  Dr. 
Pittsburgh,  PA  15220 

412/937-0690 

800/441-8386 
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Cyler  D.  Gamer 


WE  PHYSICIANS  have  recently 
been  justifiably  concerned 
about  the  drastic  cuts  that  many  of 
us  will  receive  when  the  RBRVS  sys- 
tem is  instituted  on  Jan.  1,  1992. 

1 am  proud  of  you,  my  col- 
leagues, for  your  prompt  actions  in 
our  efforts  to  let  Congress  know  that 
its  original  intent  was  being  sub- 
verted by  the  Health  Care  Financ- 
ing Administration  (HCFA).  HCFA 
has  received  more  than  100,000  let- 
ters from  physicians  protesting  the 
cuts  in  Medicare  payments.  Our 
representatives  in  Washington, 
D.C.,  tell  us  that  Georgia  physicians 
were  in  the  forefront  of  the  effort. 

Whether  RBRVS  will  be  re- 
pealed, as  the  Catastrophic  Health 
Care  bill  was  a couple  of  years  ago 
after  there  was  a great  hue  and  cry 
from  the  public,  is  anyone’s  guess. 
More  likely,  we  will  have  an  in- 
creasingly confusing  system  foisted 
upon  us  in  the  coming  years. 

1 suppose  1 should  be  concerned 
about  predictions  that  the  special- 
ties will  fight  with  each  other  over 
the  shrinking  medical  dollar.  But  1 
don’t  really  believe  that  many  phy- 
sicians would  be  so  unwise.  It  is 


imperative  that  we  remain  a united 
House  of  Medicine,  for  there  in  lies 
our  strength. 

What  does  concern  me  is  what 
RBRVS  in  its  present  form  may 
mean  to  patients  in  rural  Georgia 
and  even  in  some  underserved  met- 
ropolitan areas.  There  are  an  esti- 
mated one  million  Georgians  who 
have  no  health  insurance.  But  in 
Gordon,  where  1 practice,  the  ma- 
jority are  covered  by  either  Medi- 
caid, Medicare,  or  some  form  of  pri- 
vate insurance.  My  concern  is  that 
there  won’t  be  a physician  in  Gor- 
don to  replace  me  when  1 finally 
decide  to  retire.  I’m  not  about  to 
do  that  for  a few  years,  but  the 
thought  has  to  come:  who  will  care 
for  my  patients  when  1 am  gone. 
And  we  all  know  we  can  multiply 
Gordon  by  many  other  small,  rural 
communities  across  the  state.  In 
some  parts  of  the  state,  there  are 
not  enough  patients  to  keep  a doc- 
tor’s practice  going.  And,  recently, 
we  heard  from  Dr.  Frank  Houser, 
head  of  our  Public  Health  Depart- 
ment, of  still  another  small  town 
with  its  small  hospital  in  financial 
trouble  and  its  four  doctors  consid- 


i 


} 

JJ 
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ering  moving  out  if  — and  mo| 
likely  when  — that  hospital  clos^ 
its  doors. 

It’s  hard  for  me  to  help  the  pei 
pie  from  HCFA  see  the  faces  of  pe, 
pie  who  need  more  help.  Peop. 
who  have  insurance,  but  are  miltj 
away  from  medical  care  — or  jU| 
a doctor  or  two  away  from  care  h 
can  be  in  a fragile  position.  I b; 
lieve  that  anything  as  poor!, 
thought  out  as  RBRVS  must  evenb 
ally  fail.  I just  don’t  want  patients  r 
die  because  they  are  unable  to  finij 
a doctor.  ]j 


We  are  pledged  to  help  our  p| 
tients,  and  today,  as  nev(| 
before  that  means  that  you  and  j 
must  keep  up  the  pressure  on  th  1 
government.  The  best  way  to  dJj 
that  is  through  MAG  and  the  Amei] 
can  Medical  Association.  Talk  t|l 
your  colleagues  who  are  not  menj 
bers,  and  tell  them  this  is  the  tim| 
to  put  themselves  on  the  line  an  j 
do  something  extra  for  their  p^i 
tients. 
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EDITORIAL 


Introducing  This  Special  Issue 

John  R.  Lewis,  Jr.,  M.D. 


I 


OMEN  HAVE  SOUGHT  to  be  at- 
tractive since  the  beginning 
jf  time.  To  accomplish  this,  they 
lave  bathed  in  ass’s  milk  to  soften 
nd  smooth  the  skin,  used  various 
jactions,  consumed  assorted  po- 
pns,  exercised,  dieted,  and  been 
filled  and  massaged.  Therefore,  it 
iiould  not  be  surprising  that,  at  this 
aint  in  time,  when  there  are  vari- 
js  surgical  procedures  which  can 
iprove  the  appearance  of  the  face 
id  neck,  including  the  nose,  eye- 
is,  and  ears,  as  well  as  the  trunk 
id  extremities,  she  will  look  for 
iditional  ways  to  make  herself 
ore  attractive.  Increasingly,  men 
e also  opting  for  the  cosmetic 
mefits  of  aesthetic  plastic  surgery. 
The  plastic  surgeon  cannot  make 
jeryone  look  alike,  nor  does  s/he 
|sh  to.  There  are  many  variations 
human  form  and,  while  many  of 
lese  are  determined  by  inherited 
liaracteristics,  others  are  deter- 
. ined  or  at  least  affected  by  habits 
'i  diet,  exercise,  attitude,  emo- 
'■ins, — even  one’s  friends.  Need- 
Iss  to  say,  illnesses,  injuries,  and 
iiatomic  strengths  and  weak- 
I sses  must  of  necessity  play  their 
|rt. 

fOne  must  not  forget,  however, 

I it  there  are  true  variations  from 
Ij3  norm  which  can  set  one  apart, 
llereby  affecting  a person’s  self-im- 
f’e  and  self-esteem.  These  patients 
liy  need  surgery,  which  should 

I I be  denied  them  if  they  have 
Lisonable  expectations.  Obvi- 
f sly,  the  patient  who  is  simply 
(lerweight  can  lose  the  excess 
V‘ight  by  proper  diet  and  exercise, 
le  patient  who  has  only  a mild 
M^iation  from  the  normal  must  bal- 


ance the  benefit  to  be  derived 
against  the  inevitable  scars. 

There  are  so  many  variables  in 
the  anatomic  structure  of  pa- 
tients, their  expectations,  and  the 
healing  of  tissues,  that  the  plastic 
surgeon  must  examine  the  patient 
carefully  to  determine  the  amount 
of  benefit  that  can  be  achieved  by 
surgery,  and  to  determine,  if  possi- 
ble, the  type  of  healing  which  this 
patient  will  exhibit.  If  the  patient 
has  a weight  which  varies  up  and 
down  within  a considerable  range, 
the  tissue  is  bound  to  be  stretched, 
and  the  surgical  results  compro- 
mised or  shortlived.  If  a female  pa- 
tient has  plans  of  becoming  preg- 
nant later,  it  is  usually  wise  to 
recommend  a delay  of  surgery  until 
after  the  final  pregnancy  and  a gen- 
eral recovery.  Obviously  severe  de- 
formities, such  as  large  abdominal 
hernias,  warrant  repair,  even  with 
the  possibility  of  future  pregnan- 
cies. Other  major  changes  in  the 
tissues,  such  as  marked  ptosis  of 
the  breasts  or  a large  apron  of  ab- 
dominal fat  and  skin,  also  warrant 
repair. 

Some  of  the  body  areas  dealt 
with  in  this  special  issue  of  the  Jour- 
no/ are  fraught  with  more  than  the 
usual  possibility  of  not  pleasing  the 
patient  with  the  surgical  result.  It  is 
important  to  give  a detailed  expla- 
nation of  the  surgery  and  the  ex- 
pected results,  being  certain  that 


Dr.  Lewis  practices  plastic  and  reconstructive  sur- 
gery and  is  the  Guest  Editor  of  this  special  issue. 
His  address  is  365  E.  Paces  Ferry  Rd.,  Atlanta,  GA 
30305. 


the  patient  understands.  The  fe- 
male patient  often  has  visions  of  a 
snug,  flat,  sensuous,  nulliparous  ab- 
domen, whereas  the  surgical  result 
may  fall  far  short  of  this.  The  plastic 
surgeon  should  only  promise  what 
s/he  is  absolutely  certain  can  be 
achieved,  and  further  allowances 
should  still  be  made  for  results  that 
are  less  than  expected  and  for  pos- 
sible revisions.  Asymmetries  of  the 
arms,  hips,  buttocks,  breasts,  eyes, 
ears,  and  even  cheeks  will  be  pres- 
ent following  surgery  as  they  were 
before  surgery.  Postoperatively  the 
patient  is  almost  sure  to  notice 
asymmetries  which  he  or  she  com- 
pletely ignored  preoperatively. 

The  patient  who  is  a perfectionist 
and  who  has  long  planned  to  have 
these  physical  improvements  made 
may  visualize  the  unveiling  from 
the  bandages  to  be  a pain-free,  ex- 
citing event  with  the  absence  of 
swelling,  bruising,  and  scars.  It  is 
essential,  therefore,  that  the  sur- 
geon adequately  explain  the  extent 
of  the  surgery,  the  length  of  the  con- 
valescence, and  the  long  period  re- 
quired for  scar  resolution.  The  sur- 
geon should  promise  only  that 
s/he  will  attempt  to  accomplish  the 
desired  result  and  should  have  the 
patient  expect  less  than  is  actually 
anticipated.  A happy  patient  is  a joy 
forever,  but  a dissatisfied  one  is  a 
millstone  around  the  neck.  My  best 
advice  is  to  make  haste  slowly  and 
avoid  problems  of  understanding 
before  they  arise. 

I have  been  honored  by  the  Jour- 
nal by  being  asked  to  organize  a 
panel  of  writers  from  among  plastic 
surgeons  throughout  Georgia  to  dis- 


EDITORIAL 


CUSS  Aesthetic  Plastic  Surgery  for 
this  special  issue.  The  following  ar- 
ticles should  be  of  interest  to  the 
doctors  of  our  state  and  region.  The 
talent  of  our  various  plastic  sur- 
geons will  show  through  in  the  pre- 
sentations of  these  subjects. 


Lastly,  I would  like  to  state  that 
we  are  quite  aware  that  this  issue 
does  not  fully  cover  the  subject  of 
Aesthetic  Plastic  Surgery.  We  have 
introduced  several  topics  and 
given  you,  the  readers,  something 
to  think  about.  Perhaps  we  can 


come  back  at  another  time  and  fi 
in  some  of  the  gaps.  We  would  a 
predate  your  ideas  and  suggestio) 
or  criticisms  if  you  have  the  time 
pass  them  on  to  us. 


“Being  a patient  advocate 
is  what  Being  a physician  is 
all  about.” 

Dr.  Kevin  Fullin,  Cardiologist,  Kenosha,  Wisconsin, 

Member,  AmericanI  Medical  Association 

Why  would  a cardiologist  get  involved  in  the  issue 
family  violence?  Perhaps,  because  what  he  saw  simp 
cried  out  for  action. 

“Fully  a third  of  all  women’s  injuries  coming  into  o’ 
emergency  rooms  are  no  accident,”  says  Dr.  Fullin 

While  others  were  content  to  downplay  the  issue  c 
family  violence.  Dr.  Fullin  would  not.  He  petitioned 
state  officials,  and  through  his  efforts  the  first  Domes 
Violence  Advocate  Program  in  his  state  was  created. 

“Organized  medicine  must  serve  as  an  advocate  fo: 
patients,”  stressed  Dr.  Fullin. 

The  American  Medical  Association  (AMA)  couldn'l 
agree  more.  We’re  committed  to  focusing  physician 
attention  on  the  issue  of  family  violence. 

Become  a member  of  the  AMA  today. 

Members  of  the  AMA  are  encouraged  to  join  their  state,  county  and  specialty  sod  " 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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On  Dining  Out 

n addition  to  the  family  dinner, 
consisting  of  cabbage  soup,  suck- 
ing pig,  goose  with  apples,  and  so 
m,  a so-called  “French”  or  “chefs” 
iinner  used  to  be  prepared  in  the 
litchen  on  great  holidays,  in  case 
my  visitor  in  the  upper  storey 
canted  a meal.  When  they  heard 
he  clatter  of  crockery  in  the  dining 
oom,  Lyscvich  began  to  betray  a 
loticeable  excitement;  he  rubbed 
lis  hands,  shrugged  his  shoulders, 
-.crewed  up  his  eyes,  and  described 
oith  feeling  what  dinners  her  father 
md  uncle  used  to  give  at  one  time, 
md  a marvelous  matelote  of  turbots 
he  cook  here  could  make;  it  was 
lot  a matelote,  but  a veritable  reve- 
ation!  He  was  already  gloating  over 
he  dinner,  already  eating  it  in  imagi- 
lation  and  enjoying  it.  When  Anna 
\kimovna  took  his  arm  and  led  him 
0 the  dining-room,  he  tossed  off  a 
\lass  of  vodka  and  put  a piece  of 
almon  in  his  mouth;  he  positively 
lurred  with  pleasure.  He  munched 
Dudly,  disgustingly,  emitting  sounds 
mm  his  nose,  while  his  eyes  grew 
lily  and  rapacious. 

\ The  hors  d’oeuvres  were  superb; 
imong  other  things,  there  were  fresh 
\ohite  mushrooms  stewed  in  cream, 
md  sauce  provengale  made  of  fried 
lysters  and  crayfish,  strongly  fla- 
voured with  some  bitter  pickles.  The 
iinner,  consisting  of  elaborate  holi- 
lay  dishes,  was  excellent,  and  so 
uere  the  wines.  Mishenka  waited  at 
uble  with  enthusiasm.  When  he  laid 
ome  new  dish  on  the  table  and 
ifted  the  shining  cover,  or  poured 
lut  the  wine,  he  did  it  with  the  so- 
emnity  of  a professor  of  black 
nagic,  and,  looking  at  his  face  and 
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On  Dining  Out 

Charles  R.  Underwood,  M.D. 


^Of  greater 
consequence  is  the 
question  of  whether  it 
was  we  who  changed 
or  have  we  and  our 
patients  been  but  the 
victims  of  social  and 
financial  planners 
inflamed  with  the 
unshakable  conviction 
that  they  know  better 
than  we  how  the 
system  should  work?  J 

his  movements  suggesting  the  first 
figure  of  a quadrille,  the  lawyer 
thought  several  times,  ''What  a 
fool!” 

After  the  third  course  Lysevich 
said,  turning  to  Anna  Akimovna: 

“The  fin  de  siecle  woman  — / 
mean  when  she  is  young,  and  of 
course,  wealthy  — must  be  indepen- 
dent, cleaver,  elegant,  intellectual, 
bold,  and  a little  depraved.  De- 
praved within  limits,  a little;  for  ex- 
cess, you  know,  is  wearisome.  You 
ought  not  to  vegetate,  my  dear;  you 
ought  not  to  live  like  everyone  else, 
but  to  get  the  full  savour  of  life,  and 
a slight  flavor  of  depravity  is  the 
sauce  of  life.  Revel  among  flowers  of 
intoxicating  fragrance,  breathe  the 
perfume  of  musk,  eat  hashish,  and 
best  of  all,  love,  love,  love.  ...  To 
begin  with,  in  your  place  / would  set 
up  seven  lovers  — one  for  each  day 


of  the  week;  and  one  I would  call 
Monday,  one  Tuesday,  the  third 
Wednesday,  and  so  on,  so  that  each 
might  know  his  day.  ” 

This  conversation  troubled  Anna 
Akimovna;  she  ate  nothing  and  only 
drank  a glass  of  wine. 

“Let  me  speak  at  last,  ” she  said. 
“For  myself  personally,  I cant  con- 
ceive of  love  without  family  life,  lam 
lonely,  lonely  as  the  moon  in  the  sky, 
and  a warning  moon,  too;  and  what- 
ever you  may  say,  I am  convinced, 
/ feel  that  this  waning  can  only  be 
restored  by  love  in  its  ordinary 
sense.  It  seems  to  me  that  such  love 
would  define  my  duties,  my  work, 
make  clear  my  conception  of  life.  I 
want  from  love  peace  of  soul,  tran- 
quility; I want  the  very  opposite  of 
musk,  and  spiritualism,  and  fin  de 
siecle  ...  in  short”  — she  grew  em- 
barrassed — “a  husband  and  chil- 
dren. ” 

A Woman ’s  Kingdom 

ANTON  CHEKHOV,  1894 


Sweetbreads 

a la  Grand  Hotel  de  Monte  Carlo 
From  St.  James  Cookery  Book, 
1894,  Louisa  Rochfort 

sweetbreads 
cold  water 

lardons  (thin  strips  of  salt  pork  or 

bacon)* 

fat  bacon 

veloute  sauce  (below) 
fried  croutons  of  bread 
Parmesan  cheese 
(Soak  sweetbreads  for  3-4  hours  in 
cold  water,  then  remove  the  mem- 
braneous covering.)  Blanch  the 
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sweetbreads  thoroughly  (by  plac- 
ing in  cold  salted  water  and  sim- 
mering 15  minutes),  then  throw 
them  into  cold  water;  when  quite 
cold  trim  and  lard  neatly,*  then 
wrap  them  in  slices  of  fat  bacon, 
and  stew  them  for  hour.  Drain 
them,  crisp  the  lardons  with  a sala- 
mander and  serve  them  with  a 
good  veloute  sauce  over  them;  gar- 
nish with  fried  croutons  of  bread, 
glazed  with  a little  Parmesan 
cheese. 

(One  pound  sweetbreads  will 
serve  2) 

The  Literary  Gourmet 

LINDA  WOLFE,  WRITER  AND  EDITOR 


CAREFUL  THOUGHT  and  planning 
is  required  to  search  out  or  sim- 
ply stumble  upon  those  quiet  and 
reflective  moments  when  the  cares 
and  concerns,  the  tribulations, 
which  afflict  us  all  are  away,  and 
we  find  ourselves  in  such  a state  of 
mind  that  we  consider,  give  cre- 
dence to,  matters  which  in  our 
more  rational  and  realistic  mo- 
ments escape  our  thought  pro- 
cesses. Those  times  when  “flights 
of  fancy”  overwhelm  rationality  as 
well  as  the  burden,  the  creative  re- 
strictiveness, of  our  daily  lives  and 
the  happy,  unrestrictive  subcon- 
sciousness of  us  all  holds  sway. 

So  it  was  that  evening  when  1 sug- 
gested to  my  room  and  bedmate 
that  we  “celebrate”  the  attaining  of 
yet  another  milestone  along  the 
highway  of  togetherness.  Celebrate, 
make  note  of,  the  somewhat  un- 
usual accomplishment  in  these 
days  of  instant  marriage,  instant  di- 
vorce, of  having  enjoyed  the  com- 
pany of  each  other  for  yet  another 
year. 

Gastronomical  research  and 
careful  planning  led  us  at  day’s  end 
to  The  Dining  Room  at  the  Buck- 
head  Ritz  Carlton  in  Atlanta.  One 
must  at  one  time  or  another,  or  for 
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one  excuse  or  yet  another,  experi- 
ence this  place.  This  is  no  advertise- 
ment, and  if  so  unsolicited  and  un- 
paid for,  yet  one  finds  in  this  quiet 
and  sophisticated  “Room”  beset 
with  dark  wood  paneling,  old  En- 
glish landscapes,  and  tuxedoed 
waiters  an  oasis  of  gastronomical 
calmness  befitting  most  any  occa- 
sion.  The  menu  must  be  ap- 
proached with  that  degree  of  sub- 
dued anxiety  and  hidden  certainty 
characteristic  of  the  freshman  med- 
ical student  upon  first  opening 
Gray's  Anatomy  — “Sea  Urchins  in 
Aspic,  Mussels  in  Lobster  Bisque, 
Mango  Morass,”  that  sort  of  thing. 
It  requires  a degree  of  self  assur- 
ance to  conquer  the  unknown  as 
well  as  an  adventuresome  spirit. 
The  city  offers  others  of  close  or 
equal  perfection  — La  Grotta, 
Hedgerose  Heights  Inn,  103  West  — 
but  here  at  “The  Dining  Room”  one 
comes  closest  to  perfection. 

Gastronomies  aside,  I said  to 
her,  “Now  about  that  gather- 
ing the  other  night  at  our  nurse 
friend’s  house.  Why  were  you  so 
quiet?  Why  did  the  conversation 
bother  you?”  We  had  found  our- 
selves that  evening  invited  for  cock- 
tails and  dinner  with  a small  group 
which  included  physicians  and 
their  spouses  both  older  and 
younger  than  were  we,  thus  creat- 
ing an  age  differential  which,  it 
seemed,  later  on  guided  the  con- 
versation. 

‘There  seemed  such  a differ- 
ence, such  a void,  between  what 
the  young  physician  was  saying 
and  what  I am  accustomed  to  you 
and  our  contemporaries  saying 
when  we  sit  around  at  social  gather- 
ings engaged  in  casual,  perhaps 
meaningless,  but  nonetheless 
thoughtful  conversation.  You  and 
your  medical  friends,  our  contem- 
poraries, seem  always  to  start  the 
talk,  the  reminiscences  with  the  re- 
mark, ‘Let  me  tell  you  about  this 


patient  1 have  been  seeing,’  anc 
you  talk  on  about  how  that  patien 
got  along.  Your  patient  seems  to  b(i 
the  focus,  the  catalyst,  for  the  entire 
conversational  encounter.  But  tha 
particular  evening  it  seemed  the 
talk  always  started  with  a concerr 
over  who  would  pay  for  the  care; 
given  to  the  patient  and  to  which 
HMO  or  whatever  they  belonged  to 
There  seemed  to  be  a shift  of  em 
phasis  — of  importance  — and  thel 
basic  and  most  im,portant  aspect  o 
it  all,  the  patient,  seemed  to  have 
been  relegated  to  the  back  row  o 
the  theater.  I worried,”  she  said 
“that  your  generation  of  physicians 
had  become  the  dinosaurs  of  the! 
physicians  of  today.” 

1 caught  my  breath.  1 thought 
“Me,  a dinosaur?  When  all  I said  tc 
the  young  physician  was,  ‘Do  yoi 
really  send  patients  to  your  refer' 
ring  colleagues  for  tests,  for  opin 
ions,  which  you  could  obtain  your 
self  and  accurately  interpre 
yourself  just  because  they  will  re 
turn  the  favor  — and  surely  yoL 
don’t  mean  that  you  do  this  be  I 
cause  as  you  said,  ‘Everybody  else 
does  it  — it  is  expected  of  me.’"' 
Do  you  call  me  a dinosaur  simply 
because  of  such  an  innocent  re- 
mark?” 

So  went  the  conversation  be 
tween  the  two  of  us  as  the  evei 
ning  wore  on.  Yet  1 was  forced  tq, 
consider,  to  ponder,  whether  or  not|| 
we  have  all  been  conditioned,  ancu 
more  worrisome,  has  the  next  gen 
eration  of  physicians  been  rigidh 
programmed  to  perform,  to  prac- 
tice medicine,  with  the  “profit  mo- 
tive” as  a driving  force,  leaving  the 
patients  and  their  care  at  the  merc\ 
of  a materialistic  mentality  focused 
on  personal  gain. 

Perhaps  it  would  help  a bit  to 
take  refuge  in  that  most  comforting 
and  near  universal  tendency  of  we 
humans  to  search  out  the  place  or 
person  upon  whom  to  place  the 
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purden  of  blame  if  indeed  such  an 
jnfortunate  change  is  occurring. 
Now  if  this  approach  of  the  physi- 
:ian  to  his  or  her  patient  is  indeed 
occurring,  and  1 must  say  that  many 
ndices  would  seem  to  indicate  that 
t is,  then  1 for  one  might  turn  my 
re  first  and  foremost  on  that  move- 
nent  in  the  financing  mechanism 
)f  paying  for  medical  care  which 
eplaced  individual  responsibility 
or  reimbursement  with  a formless 
md  faceless  bureaucracy.  With 
TMOs,  PPOs,  IPAs,  and  the  like.  So 
illuring  were  the  prospects  of  solv- 
ng  the  fiscal  side  of  medical  care 
hat  our  own  MAG  devised  and  op- 
erated, ever  so  briefly,  their  very 
)wn  such  animal,  only  to  find  in  so 
ioing  that  as  financiers  and  “third 
)arty  payors”  we  are  at  best  but 
*ood  physicians.  This  aside,  1 can 
)ut  ponder  the  change  which  came 
)ver  us  when  we  cared  for  all  who 
;ame  to  us,  took  payment  from 
hose  of  some  means  and  knew  tit- 
le nor  cared  much  for  the  fiscal 
tate  of  those  who  could  not  pro- 
ide  such  payment.  We  simply  took 
-.are  of  them  and  saw  such  individ- 
lals  as  sick  people  who  needed  our 
ittention  rather  than  as  members 
)r  not  of  some  nebulous  HMO.  Of 
ireater  consequence  is  the  ques- 
ion  of  whether  it  was  we  who 
hanged  or  have  we  and  our  pa- 
tents been  but  the  victims  of  social 
,nd  financial  planners  inflamed 
v^ith  the  unshakable  conviction 
It  hat  they  know  better  than  we  how 
he  system  should  work? 


i 


The  Baked  Alaska  ran  thin  upon 
the  plate  as  the  evening  and  the 
discussion  wore  on  toward  its  in- 
conclusive terminus.  “Have  you 
changed,  you  and  your  colleagues, 
you  physicians  of  years  past?”,  she 
put  to  me  with  an  edge  of  decisive- 
ness which  these  many  years  of  to- 
getherness had  taught  me  required 
more  than  vacuous  answers.  “Yes, 
surely,  we  have  changed,”  1 said. 
“We  had  to.  We  would  have  been 
foolish  not  to  have  done  so.  Our 
patients  can  no  longer  pay  us  for 
our  services  with  a chicken  or  a 
bushel  of  corn.  Not  even  with  a 
check  or  a dollar  bill.  Nor  are  our 
expenses  a matter  of  personal  deci- 
sion as  once  they  were  but  rather 
determined  for  us  by  a conglomer- 
ate of  governmental  and  organiza- 
tional dictums.  But  one  word  of 
caution  let  me  add,”  said  1 as  she 
cast  upon  me  the  gaze  and  long 
recognized  demand  for  reason 
rather  than  fatuous  excuse,  “we  are 
yet  the  physicians  we  have  always 
been,  both  young  and  aged.  We 
have  always  had  in  our  midst  those 
whom  we  wished  elsewhere.  Today 
our  world  differs  from  the  past.  So  it 
is  that  our  conversation,  our  social 
intercourse,  differs  from  the  past. 
Yet,  there  still  rules  the  everlasting 
and  incontrovertible  demand,  the 
absolute  unavoidable  “Golden 
Law,”  that  should  not  the  patients 
and  their  best  attention  occupy  us 
first  and  foremost  then  surely,  there 
is  no  doubt  about  it,  the  success  of 
our  professional  lives,  the  size  and 
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prestige  of  our  practice,  yes,  the  fi- 
nancial aspect  of  our  endeavors 
will  fall  far  short  of  our  best  expec- 
tations. 


We  left  The  Dining  Room  some- 
where in  the  course  of  these 
reflections.  Happy.  Content.  Re- 
lieved of  a significant  reduction  in 
the  credit  on  our  MasterCard.  We 
left  and  started  the  journey  home 
to  the  suburbs.  Still  holding  hands. 
Still  convinced  that  no  social  plan- 
ner, no  third  party  expert,  can  sin- 
glehandedly  and  unopposed  con- 
trol the  course  or  the  provision  of 
medical  care  in  the  future.  It  is  too 
securely  in  the  hands  of  these 
young  physicians  who  enter  this 
profession  for  the  simple  reason 
that  it  is  the  manner  in  which  they 
choose  to  spend  their  lives.  Who 
place  the  welfare  of  their  patients 
at  the  top  of  their  list  of  priorities 
and  who  recognize  that  caring  for 
the  sick  in  our  society  must,  as  in 
life  itself,  be  a joint  effort  with  those 
other  parties  concerned  and  in- 
volved in  the  adventure. 

“Some  hae  meat  and  cannot  eat, 
And  some  would  eat  that  want  it; 
But  we  hae  meat,  and  we  can  eat, 
Sae  let  the  Lord  be  thankit.  ” 

ROBERT  BURNS.  1759-1796 
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LETTERS 


Dear  Editor, 

As  I have  mentioned  to  you  in 
the  past,  I feel  that  the  contents  of 
the  Journal  have  become  progres- 
sively more  pertinent  and  practical. 
1 feel  that  it  fills  an  area  of  commu- 
nication information  that  otherwise 
would  be  void,  and  1 would  con- 
gratulate you  on  the  quality. 

1 have  noticed,  however,  that  it 
seems  to  be  getting  thinner  and 
thinner  with  time.  1 would  hope 
that  this  is  a transient  phenomenon 
and  that  we  will  have  the  benefit  of 
a fatter  Journal  in  the  future. 

Sincerely  yours, 

John  P.  Wilson,  M.D.,  F.A.C.S. 

General  Surgeon,  Atlanta 

Dear  Editor, 

Congratulations  on  the  very  at 
tractive  cover  of  the  September  is- 
sue of  the  Journal' 

Are  there  any  copies  of  this  eye- 


catching cover  available?  (1  would 
like  to  put  one  up  in  my  office,  but 
didn’t  want  to  dismember  my  li- 
brary’s only  copy.) 

Congratulations  again  on  the  ex- 
cellent production. 

Sincerely, 

Gary  G.  Schwartz,  Ph.D.,  M.P.H. 

Assistant  Professor 

Univ.  of  Pittsburgh 

School  of  Medicine 

(Ed.  note:  And  then  we  asked  him 
how  he  came  to  see  onr  Journal.  His 
response . . .) 

Thanks  so  much  for  the  copies  of 
your  beautifully  produced  Septem- 
ber issue.  1 gave  the  extra  copy  to 
a colleague  who  also  was  much  im- 
pressed. I’m  sure  that  both  copies 
will  be  adorning  the  walls  of  the 
Department  of  Clinical  Epidemiol- 
ogy. 

In  answer  to  your  question,  1 orig- 


inally saw  the  Journal  on  the  ne^  i 
journal  shelf  of  the  Falk  Library  cj; 
Medicine,  at  the  University  of  Pitt;'* 
burgh. 

Thanks  again. 

Best  regards, 

Gary  G.  Schwartz,  Ph.D.,  M.P.J  \ 
Assistant  Professor 

Dear  Editor,  * 

After  reading  your  editorial  inth  | 
October  issue  of  the  Journal  of  th 
Medical  Association  of  Georgia, 
feel  that  we  who  belong  to  the  MA(,, 
are  privileged  to  have  you  as  ou 
editor.  ! 

1 agree  with  your  philosophy  ani(l 
encourage  you  to  continue  you  | 
very  excellent  writing.  j 

Sincerely, 

Howard  S.  Brown,  M.D. 

Thoracic  Surgeon,  Atlant 


About  the  Cover  Artist 


Vicki  Long 


4 4^1  ^he  common  thread  that 
K runs  through  most  of  the 
work  1 produce  is  taking  a familiar 
image,  such  as  the  human  figure, 
and  rearranging  its  parts  in  a new 
way,  creating  something  primal 
and  visually  unfamiliar,”  so  says 
Vicki  Long,  our  cover  artist  for  this 
special  issue  on  aesthetic  plastic 
surgery  in  which  authors  discuss 
their  techniques  for  “rearranging” 
body  “parts  in  a new  way.” 

“1  like  to  take  things  out  of  con- 
text, or  to  segregate  one  part  from 
the  whole.  Teeth,  for  instance,  de- 


pending on  how  they  are  bared, 
can  be  either  a smile  or  a bit,  lips 
can  offer  a kiss  or  a snarl. 

“This  disintegration  of  the  whole 
into  parts,  paired  with  gestural 
drawing  marks  based  on  the  fig- 
ure’s potential  for  movement  at  any 
second,  gives  these  figure  pieces 
their  strong  presence.  When  1 am 
in  the  studio  with  six  to  ten  of  these 
works  on  the  wall,  it’s  like  being  in 
the  thick  of  a very  noisy,  energetic 
crowd,  each  vying  for  first  atten- 
tion.” 


Vicki  Long  lives  on  a ranch  i 
Northern  California  where  sh 
raises  Quarter  horses  in  addition  t' 
creating  paintings,  monotypes,  ant 
sculpture.  She  received  her  bache 
lors  of  arts  from  the  University  c 
California,  Santa  Barbara  and  he 
M.F.A.  from  California  State  Unive: 
sity  at  Long  Beach.  She  is  repre- 
sented in  Atlanta  by  Galerie  Time 
thy  Tew,  TULA-D2,  75  Bennett  St 
Atlanta  30309,  404-352-0655. 
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Plastic  & Reconstructive  Breast  Surgery 

BY  JOHN  BOSTWICK,  M.D.,  III 

A Review  by  Charlie  Yarn,  M.D. 


1 

1 

I 

¥ HAVE  THOROUGHLY  enjoyed  re- 
K viewing  Plastic  and  Recon- 
structive Breast  Surgery  by  Dr.  John 
Bostwick,  III,  Professor  of  Surgery, 
Division  of  Plastic  and  Recon- 
structive Surgery,  Emory  University 
School  of  Medicine. 

This  work  in  two  volumes  is  the 
work  of  a master  craftsman.  Dr.  Bos- 
twick is  an  international  authority 
on  breast  surgery.  He  is  recognized 
for  his  leadership  and  innovative 
pioneering  in  modern  breast  aes- 
thetic and  reconstructive  surgery. 
Those  of  you  who  have  read  and 
enjoyed  Dr.  Bostwick’s  previous 
books  and  papers  will  find  this 
book  a must. 

Here,  Dr.  Bostwick  again  demon- 
strates his  complete  and  thorough 
understanding  of  the  female  pa- 
tient seeking  and/or  needing  breast 
surgery.  His  knowledge  of  her  anat- 
omy, physiology,  and  psyche,  as 
well  as  the  pathology  and  its  surgi- 
cal correction  is  clearly  translated 
to  the  reader.  Dr.  Bostwick  speaks 
clearly  and  to  the  point,  with  an 
appeal  not  only  to  the  finished  sur- 
geon but  to  the  student  as  well. 

This  text,  with  its  many  photo- 
graphs and  drawings,  is  also  an 
“Atlas.”  The  two  volumes  are  physi- 
cally beautiful  books  with  distinc- 
tive covers  and  fine  paper.  The 
pages  with  large  print  and  clear 
sub-titles  make  for  very  easy  read- 

ing  or  quick  reference.  The  vol- 
umes are  well  documented  with  a 
fine  list  of  references.  The  text 
throughout  is  greatly  reinforced 
with  photographs  and  drawings 
demonstrating  the  problems  and 
their  solutions,  as  well  as  possible 
complications. 

¥ Volume  1 deals  with  basic  funda- 
V mentals  and  aesthetic  breast 
surgery.  It  discusses  in  addition  to 
fundamentals,  implants  and  ex- 
panders, augmentation  and  reduc- 
tion mammoplasty,  mastopexy, 
and  problems  and  complications. 

Volume  11,  “Reconstructive 
Breast  Surgery,”  discusses  breast 
cancer,  decisions  in  breast  recon- 
struction, various  methods  of  re- 
construction, and  problems. 

The  author  avoids  unnecessary 
detail,  yet  gives  full  coverage  of  the 
subject.  He  states  as  his  motivation, 
“a  desire  to  share  insights  gleaned 
and  lessons  learned  from  clinical 
experience,  building  on  the  cumu- 
lative examples  of  others.” 

This  he  has  done  with  a book 
that  reads  with  the  ease  of  a good 
novel.  Once  started,  it  is  hard  to  put 
down. 

Dr.  Yarn  is  a retired  plastic  surgeon  in  Atlanta. 
This  review  was  orginally  published  in  our  March, 
1991,  issue.  Because  of  its  special  relevance  to  this 
issue  and  in  case  you  missed  it,  here  it  is  again. 
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DECEMBER 

2-6  — Atlanta:  Modern  Methods 
of  Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404-727- 
5695. 

6 — Atlanta:  Current  Neuro- 
Ophthalmology.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 

9-1 1 — Atlanta:  Nuclear 
Medicine  Update.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 

1 6-20  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 


JANUARY  1992 

16-18  — Sea  Island:  Triological 
Society  Southern  Section 
meeting.  Contact  Am. 
Laryngological,  Rhinological  & 
Otological  Society,  Box  155,  East 
Greenville,  PA  18041.  PH:  215-356- 
8348. 

13-17  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 

27-31  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 


C A L E N D A 


Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 


FEBRUARY  1992 

7 — Milledgeville:  Perinatal 
Addiction.  Category  1 credit  and 
AAFP  Prescribed  credit.  Contact 
Robert  C.  Fore,  Ed.D.,  Mercer 
Univ.  Sch.  of  Med.,  Office  of  CME, 
777  Hemlock  St.,  Macon  31201. 
PH:  912-744-1634. 

10-14  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 

17-21  — Atlanta:  MR-92-01. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404-727-5695. 

2 1 — Macon:  Update  on 
Infectious  Diseases.  Category  1 
credit  and  AAFP  Prescribed 
credit.  Contact  Robert  C.  Fore, 
Ed.D.,  Mercer  Univ.  Sch.  of  Med., 
Office  of  CME,  777  Hemlock  St., 
Macon  31201.  PH:  912-744-1634. 

24-28  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 

28-29  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404-721-3967. 

28-29  — Augusta:  Symposium  on 
Pre-menstral  Syndrome. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404-721-3967. 


MARCH  1992 

2-7  — Augusta:  27th  Annusd 
Primary  Care  and  Family 
Practice  Symposium.  Category  j 
credit.  Contact  Div.  of  Cont.  Ed.,,: 
MCG,  Augusta  30912-1400.  PH: 
404-721-3967. 

5-7  — San  Antonio,  TX:  Camitinf 
in  the  Clinical  Setting.  Categori[ 

1 credit.  Contact  Div.  of  Cont.  Ec 
MCG,  Augusta  30912-1400.  PH: 
404-721-3967. 

9-13  — Atlanta:  Modem  Method 
of  Diagnosing  2md  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 cred 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404-727- 
5695. 

20-21  — Augusta: 
Ophthalmology.  Category  1 J 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404-721-3967. 

20-2\  — Sea  Island:  mi 
Conference.  Category  1 credit  i 
and  AAFP  Prescribed  credit. 
Contact  Robert  C.  Fore,  Ed.D., 
Mercer  Univ.  Sch.  of  Med.,  Officer 
of  CME,  777  Hemlock  St.,  Maconi 
31201.  PH:  912-744-1634. 

23-27  — Atlanta:  Modem 
Methods  of  Diagnosing  £md 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440  . 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 

27  — Macon:  Cherry  Blossom  . 
Psychiatric  Conference. 

Category  1 credit  and  AAFP 
Prescribed  credit.  Contact  Robert 
C.  Fore,  Ed.D.,  Mercer  Univ.  Sch. 
of  Med.,  Office  of  CME,  777 
Hemlock  St.,  Macon  31201.  PH:  ' 
912-744-1634. 
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Basic  Techniques  of  Face  lifts 


race  lifts  are  variously  called 
i rhytidectomies,  rhytidoplasties, 
Ineloplasties.  The  intent  of  a face 
t is  to  give  the  illusion  of  turning 
i|:k  the  clock.  In  order  to  do  this, 
' must  first  examine  the  effects  of 
»|ng  on  the  face  and  neck.  Gener- 
1 /,  when  a plastic  surgeon  speaks 


a face  lift,  s/he  is  talking  about 
neck  and  face  excluding  the 
tjehead,  brow,  or  eyes.  A fore- 
ijid  lift  (coronal  lift)  and  eyelid 
1 (blepharoplasty)  can  and  is  fre- 
]bntly  performed  at  the  same  time 
1 ng  with  other  ancillary  proce- 


es  to  be  discussed.  This  article 
, focus  primarily  on  who  may 
nefit  from  the  procedure,  what 
can  expect  from  it,  some  of  the 


dllary  options  that  can  enhance 
result,  and  some  of  the  more 
mmon  questions  that  we  hear 
m patients. 


Characteristics  of  the 
j Aging  Face 

ijonzalez-Ulloa  and  Associates 
dicribed  the  morphology  of  wrin- 
s associated  with  aging:  dimin- 


E.  Ronald  Finger,  M.D.,  F.A.C.S. 


This  article  discusses 
who  may  benefit  from 
this  procedure,  what 
one  can  expect  from  it, 
some  of  the  ancillary 
options  that  can 
enhance  the  result,  and 
some  of  the  more 
common  questions 
asked. 


ished  thickness  and  elasticity  of  the 
skin,  gradual  gravitational  descent 
of  soft  tissues,  and  the  formation  of 
various  skin  folds  created  by  the 
above  and  by  the  contraction  of  fa- 
cial muscles,  as  in  frowning,  squint- 
ing, laughing,  etc.'’^  The  more  obvi- 
ous specific  sequelae  of  time  plus 
gravity  (plus  smoking,  excess  expo- 


Dr.  Finger  practices  plastic  surgery.  Send  reprint 
requests  to  him  at  8 St.  Joseph’s  Professional  Plaza, 
11706  Mercy  Blvd.,  Savannah,  GA  31499. 


sure  to  sunlight,  and  lack  of  proper 
nutrition)  are: 


3. 


4. 


1.  The  turkey  gobbler  or  ptotic 
neck. 

2.  The  jowl,  which  is  the  portion 
of  the  cheek  that  hangs  down 
below  the  mandibular  mar- 
gin. 

The  marionette  lines,  named 
after  marionette  dolls.  This  is 
the  crease  that  some  develop 
below  the  oral  commissures, 
creating  the  sad  or  unhappy 
look. 

The  nasolabial  fold  and  its  re- 
sulting nasolabial  groove  — 
difficult  to  correct. 

5.  The  lateral  orbital  wrinkles,  or 
crow’s  feet,  which  are  creases 
lateral  to  the  corner  of  the  eye. 
Sagging  brow.  The  entire 
brow  may  sag  or  just  a part 
of  it,  such  as  the  lateral  brow, 
creating  the  sad  look.  This 
also  can  obstruct  peripheral 
vision. 

The  transverse  forehead  fur- 
rows and  the  vertical  frown 
lines. 


6. 


li 
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8.  The  wrinkles  in  the  perioral  re- 
gion created  by  the  constant 
action  of  the  orbicularis  mus- 
cle, much  more  common  in 
smokers. 

9.  Depression  in  the  mid  cheek 
area,  creating  the  gaunt  look 
not  seen  in  those  who  are 
overweight. 

10.  Longer  upper  lips,  often  with 
thinner  upper  and  lower  lips. 

Evolution  of  the  Face  Lift 

Hollander  in  1901  was  probably 
the  first  to  perform  a surgical  face 
lift.  This  was  followed  by  Miller  in 
1906  and  Kolle  in  1911.  In  1919, 
Bettman  was  the  first  to  use  a con- 
tinuous incision  starting  in  the  tem- 
poral region,  going  around  the  ear 
and  into  the  mastoid  and  occipital 
regions.  This  is  similar  to  the  inci- 
sion that  we  use  today.  Baines  saw 
the  problem  of  simple  skin  excision 
and  recommended  the  undermin- 
ing of  the  skin  and  subcutaneous 
tissue.  The  problem  of  not  un- 
dermining is  the  tension  on  the  skin 
edges  which  causes  the  scars  to 
widen  and  advance  forward.  A ma- 
jor advancement  in  face  lifts  was 
by  Skoog,  who  reported  in  1974 
that  the  tissue  beneath  the  subcuta- 
neous tissue  should  also  be  utilized 
in  suspending  the  face.^  This  is  now 
referred  to  as  the  superficial  muscu- 
loaponeurotic  system  (SMAS)  and 
is  continuous  with  the  platysma 
muscle.  The  face  lift  procedure  has 
progressed  through  the  years  to  in- 
volve major  undermining  of  the 
skin  and  is  now  a multi-level  proce- 
dure involving  the  deep  tissue  lay- 
ers.'* This,  along  with  removal  of  fat 
by  various  methods,  has  afforded 
us  much  more  dramatic  results  and 
the  longevity  has  been  significantly 
extended. 

The  Plan 

There  are  always  certain  aspects 
of  the  patient’s  face  that  are  his  or 
her  primary  concern.  This  must  be 
discussed  openly  and  completely. 


Figure  1 — Coronal  incision. 


Figure  3 — Areas  to  be  undermined  are 
shaded. 


with  as  much  input  as  possible 
from  the  patient.  My  preference  is 
to  explain  what  our  current  tech- 
niques offer  along  with  the  limita- 
tions and  possible  complications. 
Fortunately,  the  most  common 
complaints  involve  the  neck  and 
jowl  areas  since  these  are  the  areas 
that  a cervicofacial  lift  helps  the 
most.  As  we  venture  from  these  ar- 
eas, we  see  less  correction. 

An  example  is  the  nasolabial 


Figure  2 — Face  lift  incision. 


Figure  4 — Plication  of  platysma  bam\ 


groove  and  fold.  Ideally,  the 
should  be  seen  when  smiling  b 
not  in  repose.  This  area  can  tl 
helped  but  not  eliminated.  Wh  I 
we  can  expect  is  a softening  of  tlij 
area  with  less  of  a shadow  in  tljj 
groove.  Another  example  is  the  1<)  i 
eral  orbital  wrinkles  which  also  Cc, 
be  improved  but  not  as  much 
we  would  like.  A forehead  lift  m< 
also  help  with  the  correction 
those  two  areas. 
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•igure  5 — (Left)  Preoperatively.  (Right)  Postoperative  face  and  eyelid  lift 


The  fatty  neck  is  approached 
Irom  two  directions:  a submental 
ncision  about  one  inch  long  and 
jhrough  the  face  lift  incision  later- 
■illy.  Most  of  the  fat  can  be  re- 
•noved,  which  gives  a dramatic  im- 
)rovement.  The  anterior  platysmal 
>ands  can  be  plicated  through  the 
f ,ubmental  incision.^  Some  suction- 
iissisted  lipectomy  (SAL)  may  be 
•jeeded  to  feather  the  edges.  The 
fxcess  cervical  skin  is  removed  by 
ijateral  tension  and  skin  excision  in 
he  posterior  scalp.  Rarely,  a direct 
'.nterior  vertical  excision  of  skin  is 
hecessary.  We  try  to  avoid  this  for 
• ear  of  an  obvious  scar  in  the  ante- 
, ior  neck. 

The  jowl  cannot  be  corrected  for 
iny  significant  length  of  time  by 
imply  suturing  it  superiorly.  It  must 


be  removed  by  excision  through 
the  face  lift  incision  and/or  SAL.  My 
preference  is  to  use  both:  the  major 
portion  is  directly  excised,  and  SAL 
is  used  for  smoothing  the  edges  and 
as  a means  to  thin  the  cheek  and 
mandibular  regions,  if  desired. 

The  mid  cheek  can  be  reduced 
with  a buccal  fat  pad  removal  or 
augmented  with  a submalar  im- 
plant. both  can  be  performed 
through  an  intraoral  approach. 
Again,  the  face  must  be  evaluated 
to  determine  what  is  needed. 

The  flat  malar  eminence  can  be 
augmented  with  a malar  prosthesis 
inserted  via  the  lower  lid  or  face  lift 
incision.  It  must  be  placed  in  the 
subperiosteal  plane  to  prevent  a 
scar  encapsulation  which  causes 
the  implant  to  buckle  and  protrude. 


The  surgeon’s  judgment,  based  on 
the  patient’s  desires,  will  determine 
the  size  of  the  implant  (or  if  it  is 
needed  at  all). 

The  nasolabial  fold  and  groove 
is  difficult  to  correct  to  the  satisfac- 
tion of  the  patient  or  surgeon  if  it  is 
a serious  problem.  A full  fold  can 
be  suctioned  and  thus  improve  the 
problem  — some,  not  much.  A co- 
ronal lift  can  help  some  also,  ac- 
cording to  how  it  is  performed.  Dur- 
ing the  face  lift  it  may  be  necessary 
to  undermine  the  skin  to  the  fold 
and  aggressively  elevate  the  SMAS 
in  the  infraorbital  region.  As  a last 
resort,  the  fold  can  be  excised.  This 
is  entirely  effective  but  the  resulting 
scar  prevents  most  surgeons  from 
attempting  this. 


U 
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Figure  6 — (Top  Left  and  Right)  Preoperatiuely.  (Bottom  Left  and  Right)  Postoperative  face  and  eyelid  lift  and  submalar 
implants 


i 


The  tranverse  forehead  furrows 
and  ptotic  brow  are  addressed 
with  a forehead  (coronal)  lift. This 
involves  an  incision  from  ear  to  ear 
across  the  scalp  several  centime- 
ters behind  the  hairline  or  at  the 
hairline  itself  (Figure  1).  The  ante- 
rior scalp  and  forehead  skin,  subcu- 
taneous tissue,  and  frontalis  muscle 
are  elevated  from  the  frontal  bone 
down  to  and  over  the  superior  or- 
bital rim.  This  exposes  the  corru- 
gator  muscles  which  create  the 
frown.  A portion  of  this  can  be  ex- 
cised along  with  a strip  of  frontalis 
muscle  which  creates  the  forehead 
wrinkles.  If  the  dissection  is  carried 
over  the  lateral  orbital  rim,  some 
positive  influence  can  be  directed 
toward  the  nasolabial  fold  problem 
with  lateral  and  superior  traction 
on  the  skin.  After  the  dissection, 
tension  is  placed  in  the  flap  crani- 
ally  and  excess  tissue  is  excised. 
This  will  elevate  the  frontal  hairline. 
If  it  is  already  high,  a hairline  inci- 
sion should  be  used.  This  incision 
actually  reduces  the  size  of  the  fore- 
ihead.  The  coronal  lift  is  an  excel- 
lent adjunct  to  the  face  lift  and  is 
usually  performed  at  the  same  time. 

Lips  get  longer  and  thinner  with 
age.  The  upper  lip  also  turns  under 
and  in  toward  the  teeth.  The  lips 
can  be  elevated  with  a skin  exci- 
sion under  the  nose  and  a dermal 
graft  or  SMAS  graft  placed  in  the 
lips  with  a lip  incision.  There  grafts 
can  be  utilized  in  other  areas  such 
as  the  marionette  and  frown  lines. 

' The  perioral  or  whistle  wrinkles 
;are  a tough  problem  as  they  are 
never  eliminated  completely.  A 
Chemical  peel  or  a dermabrasion 
rcan  be  used.  With  a face  list,  1 pre- 
I 'er  the  dermabrasion  as  it  is  more 
controllable. 

If  a chemical  peel  is  needed  for 
I i blotchy  complexion,  fine  wrin- 
des,  or  actinic  changes,  phenol  or 
irCA  (trichloracetic  acid)  may  be 
jsed.  The  latter  is  being  used  more 
ind  more,  because  it  is  more  super- 
icial,  less  painful,  and  there  are 
ess  pigmentation  problems.  The 


TCA  peel  can  be  repeated  several 
times  if  necessary.  The  full  face 
cannot  be  peeled  simultaneously 
with  a face  lift;  only  the  perioral 
area  is  peeled  safely. 

Technique 

A cursory  overview  of  the  tech- 
nique will  follow  with  some  dupli- 
cation of  the  preceding  discussion. 
It  is  generally  accepted  that  a face 
lift  requires: 

1.  Anesthesia  — sedation  with  lo- 
cal infiltration.  My  preference 
for  sedation  is  Nembutal  and 
Vistaril,  and  during  the  injection. 
Ketamine.  For  the  local  anesthe- 
sia, Marcaine  or  Xylocaine  with 
Epinephrine. 

2.  Proper  skin  incisions  (Figure  2). 
All  of  the  tension  should  be 
placed  in  the  scalp  area  and 
none  in  the  preauricular  region 
or  on  the  earlobes.  Lack  of  strict 
adherence  to  this  will  cause  visi- 
ble scars  and  earlobe  deformity. 

3.  Undermining  the  skin  and  sub- 
cutaneous tissue.  The  extent  var- 
ies, but  my  particular  preference 
is  beyond  the  deformity  to  be 
corrected,  i.e.  the  jowls,  entire 
cervical  area,  etc.  (Figure  3). 

4.  Suction-assisted  lipectomy 
(SAL)  of  the  jowl  area  and/or  ex- 
cision of  the  localized  fat.  Sutur- 
ing it  cranially  is  ineffective  in 
the  long  run. 

5.  Removing  excess  fat  in  the  cervi- 
cal region,  usually  by  SAL  and 
direct  excision. 

6.  Excision  of  and  plication  of  the 
platysma  bands  through  a sub- 
mental  incision  (Figure  4). 

7.  Elevating  the  SMAS  in  the  preau- 
ricular region,  exposing  the  par- 
otid gland,  and  extending  the  el- 
evation  into  the  neck  by 
elevating  the  platysma  muscle  at 
its  lateral  margin.  The  SMAS  is 
then  retracted  and  sutured  supe- 
riorly and  posteriorly.  The  ex- 
cess SMAS  is  excised  and  can  be 
inserted  as  a graft,  as  mentioned 
above. 


8.  Retracting  the  dissected  skin  su- 
periorly and  posteriorly,  excis- 
ing excess  skin  and  suturing  with 
a layered  closure.  Bald  areas 
must  be  avoided  in  the  temporal 
and  posterior  scalp  with  proper- 
ly planned  incision,  deep 
enough  dissection,  and  the 
proper  amount  of  tension. 

9.  Ancillary  procedures.  See  be- 
low. Major  and  subtle  variations 
are  individualized  according  to 
the  patient’s  needs  and  the  sur- 
geon’s preference. 

Complications 

The  more  common  complica- 
tions are; 

Hematoma  — 0.8  to  2.9% 

Facial  nerve  injury  — 0.1  to  0.8% 
The  most  common  nerve  injured 
is  the  buccal  branch  of  C.N.  Vll. 
This  is  usually  minor,  however, 
whereas  a loss  of  the  marginal 
mandibular  or  temporal 
branches  is  more  noticeable. 
Skin  slough  — 0.4  to  3.6% 

Hair  loss  — 0.8  to  1 .5% 

Minor  complications  include  hyper- 
trophic scars,  pigmentation 
changes,  edema,  earlobe  trac- 
tion, chronic  pain.^® 

Ancillary  Procedures 

Most  are  mentioned  above  but  as 
a summary  with  additional  com- 
ments, they  are  as  follows; 
Forehead  (coronal)  Lift)°  See  under 
Plan. 

Malar  Implants.  These  highlight  the 
cheek  bones  and  help  the  hypo- 
plastic infraorbital  rim.  The  most 
common  implant  used  is  Silastic 
and  should  be  placed  subperios- 
teally. 

Submalar  Implants.  These  fill  in  the 
sunken  mid  cheek  area  and  can 
also  help  reduce  the  nasolabial 
fold.  They  are  simple  to  insert 
through  a superior  sulcus  inci- 
sion. This  is  very  helpful  in  reduc- 
ing the  gaunt  appearance  that 
some  get  with  age. 
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Figure  7 — (T op)  Preoperative ly.  (Bottom)  Postoperative  lip  lift  and  dermal  graft  to 
upper  and  lower  lips 


Chin  Implant.  This  is  inserted  via  the 
submental  incision  or  the  infe- 
rior labial  sulcus.  A small  chin 
accentuates  any  excess  adipose 
tissue  in  the  submental  region. 

Dermabrasion.  A small  motorized 
burr  or  brush  is  used.  The  entire 
face  can  be  dermabraded  but  its 
primary  area  of  use  is  periorally. 


Chemical  Peel.  The  most  com- 
monly used  agent  is  50%  phe- 
nol."'^ It  is  effective  for  fine  wrin- 
kles but  must  be  used  very 
carefully.  Cardiac  arrhythmias 
can  occur.  Third  degree  burns 
with  scarring  is  a known  compli- 
cation, also  depigmentation. 
TCA  (trichloracetic  acid)  35%  to 


50%  is  enjoying  a resurgence  of 
popularity  because  of  its  in-| 
creased  safety,  reduced  pain, 
less  pigmentation  problems,  and 
faster  recovery.  Most  of  this  is  be- 
cause it  is  a more  superficial] 
peel.  Care  must  still  be  exercised 
or  scars  are  possible. 

Buccal  Fat  Pad  Removal.  This  is 
mainly  for  someone  with  a full 
lower  and  middle  cheek  and  can 
be  used  with  a malar  implant  to 
highlight  the  malar  prominence. 

Collagen  Injection.  The  most  com- 
mon source  is  bovine  and  is 
available  in  Zyderm  1,  Zyderm  II, 
and  Zyplast.  Zyderm  I contains 
35  mgm/ml,  Zyderm  11  contains 
65  mgm/ml,  and  Zyplast  is  a from 
with  cross-linked  glutaraldehyde 
and  should  give  a longer  lasting 
result.  Repeat  injections  are  nec- 
essary in  3 to  6 months. 

Fat  Injections.  This  is  controversial 
as  the  great  majority  is  absorbed. 
One  will  not  be  allergic  to  one’s 
own  tissue,  however.  j 

Lip  Grafts  and  Lip  Shortening.  A 
contoured  excision  of  skin  is  re- 
moved from  the  crease  beneath 
the  nose  to  shorten  the  lip.  Lip 
grafts  are  from  the  SMAS  or  der-| 
mis,  the  latter  taken  from  the  in-j 
framammary  or  gluteal  crease. 
This  has  been  a more  permanent 
solution  than  various  injections, 
and  when  combined  with  lip 
shortening,  can  give  a beautiful 
lip.  ; 

Frequently  Asked  Questions  ; 

1.  How  long  does  the  surgery  take?^. 
A face  list  alone  takes  from  2-4, 
hours  depending  on  the  sur- 
geon. Adding  the  forehead  lift.l 
adds  another  hour. 

2.  How  long  is  the  recovery  time?' 
You  will  not  mind  being  seen‘ 
in  1-2  weeks.  Make  up  may  be: 
required.  Most  swelling  and 
bruising  is  gone  in  4-6  weeks. 

3.  How  long  do  the  results  last?  You 
will  always  be  better  off  for  hav- 
ing had  it  done,  but  it  does  not 
stop  the  clock.  It  usually  reduces 
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the  appearance  of  age  by  5 to  10 
years.  The  most  durable  results 
are  in  the  neck  and  jowls.  Good 
nutrition,  minimal  sun  exposure, 
and  eliminating  cigarette-smok- 
ing aid  in  maintaining  a youthful 

^ appearance.’^ 

4.  When  should  I have  it  done?  Usu- 
ally when  the  jowls  or  neck  be- 
gin to  be  ptotic  enough  to  bother 
the  patient.  The  age  varies  any- 
where from  the  late  30s  to  the 
late  70s. 
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Clearly  the 
Quickest  Path 
to  an  Accurate 
Diagnosis. 


CLINICAL  HISTORY:  19-year-old  female  who  has  had  no  menstrual  period  for  over 
a year,  galactorrhea  and  headaches.  The  clinical  suspicion  was  a prolactinoma. 

FINDINGS:  1.5  cm.  pituitary  adenoma  extending  superiorly  through  the  sella  with 
compression  of  the  left  optic  chiasm. 

MRI  is  the  imaging  procedure  of  choice  for  the  evaluation  of  pituitary  adenomas 
because  of  its  ability  to  examine  the  parasellar  anatomy  in  all  planes  as  well  as  its  ability 
to  differentiate  subtle  tissue  differences  within  the  pituitary  gland  itself. 
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Rhinoplasty 

Paul  W.  Black,  M.D. 


“Plain  as  a nose  in  a man's  face.  ” 
FRANCOIS  RABELAIS,  1548 

Introduction 

Any  contemplation  of  changing 
a feature  as  important  to  one’s 
self-identification  and  self-image  as 
the  nose  carries  with  it  not  only 
‘physical  concerns  but  also  psycho- 
logical and  social  implications. 
While  such  things  may  be  accom- 
iplished  in  a very  positive  way 
through  rhinoplasty,  each  situation 
is  unique  and  should  be  ap- 
proached with  all  due  respect  and 
seriousness  and  importance  and  in- 
idividuality.  Few  surgeries  can  com- 
jpare  with  the  personal  challenge 
i rhinoplasty  presents  to  the  surgeon 
i!or  the  potential  it  carries  for  per- 
ijsonal  appreciation  by  the  patient. 
iAn  overview  of  nasal  recon- 
structive surgery  is  presented. 

1 General  Considerations 

The  word  rhinoplasty  incorpo- 
j rates  “plasty,”  a combination  form 
I derived  from  the  Greek  meaning  to 
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When  there  is  facial 
disharmony  by  virtue 
of  this  important 
feature  being  relatively 
unflattering, 
disproportionate, 
disfiguring,  or 
dysfunctional,  then 
surgical  change  can 
make  an  important 
contribution  physically, 
functionally, 
psychologically,  and 
socially. 


mold  or  to  give  form.  In  practice, 
nasal  surgery  must  consider  the  ex- 
ternal appearance  (aesthetic/cos- 


Dr.  Black  practices  with  Atlanta  Plastic  Surgery, 
97.5  Johnson  Ferry  Rd.,  Ste.  500,  Atlanta,  GA  30342. 
Send  reprint  requests  to  him. 


metic  aspects)  as  well  as  the  inter- 
nal structure  (functional  aspects) 
of  the  nose. 

External  rhinoplasty  may  be  car- 
ried out  for  purely  aesthetic  reasons 
— altering  the  form  of  the  nose 
from  less  flattering  to  more  flat- 
tering (Figures  lA-B);  or  for  recon- 
structive reasons  — altering  the 
form  toward  normalcy  following 
trauma,  congenital  deformities, 
and  other  conditions  such  as  can- 
cer (Figures  2A-B). 

Internal  nasal  reconstruction  is 
devoted  to  improvement  of  the  air- 
ways for  more  comfortable  breath- 
ing and  more  proper  sinus  drain- 
age. Traumatic  displacement  of  the 
nasal  septum  commonly  blocks  the 
airways  and  may  block  sinus  drain- 
age also  (Figure  3A).  Malalignment 
(deviation)  is  the  most  common 
reason  for  obstruction  and  can  re- 
sult easily  from  injuries  — some  of 
which  patients  may  have  forgotten 
or  overlooked,  especially  if  the  in- 
juries happened  in  childhood  (Fig- 
ure 3B).  Straightening  the  septum 
(septoplasty  or  submucous  resec- 
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tion)  may  provide  dramatic  relief 
(Figures  3C-D). 

The  thin  shelves  of  the  turbinates 
(a  tier  of  three  mucosa-covered 
bones  protruding  from  each  lateral 
nasal  vv^all)  are  responsible  for  hu- 
midifying, controlling  the  tempera- 
ture, and  cleaning  inspired  air  of 
particulate  matter.  They  occasion- 
ally become  hypertrophied  from  al- 
lergies or  as  a result  of  misdirected 
air  flow  from  abnormal  septal  cur- 
vatures, and  consequently  they 
also  can  block  airways  and  sinus 
drainage.  If  the  septum  is  the  cul- 
prit, then  septoplasty  may  result  in 
turbinate  improvement.  But  when 
the  condition  has  been  prolonged 
and  destructive,  or  in  chronic  al- 
lergy, some  turbinate  reduction 
may  be  in  order.  A person  with  al- 
lergies may  find  breathing  easier 
and  the  allergies  more  tolerable  if 
septal  and/or  turbinate  obstruc- 
tions are  relieved.  Improving  the 
airway  of  a person  with  allergies 
may  also  require  the  removal  of 
polyps.  Smoking,  prolonged  use  of 
decongestant  sprays,  dry  air,  and 
chronic  infection  can  inhibit  nor- 
mal ciliary  action  and  mucous 
movement  and  add  further  prob- 
lems. In  extreme  cases,  smell  and 
taste  may  be  affected. 

Preoperative  Considerations 

The  surgeon  needs  to  know 
many  things  in  assessing  a patient’s 
need  for  rhinoplasty.  Surgery  can 
be  performed  on  patients  of  any 
age  after  the  nasal  structures  are 
mature  enough.  For  girls,  nasal 
structures  usually  are  sufficiently 
mature  by  the  early  or  mid-teens, 
and  for  boys,  a year  or  two  later. 
The  patient  should  be  emotionally 
stable  and  in  good  general  health. 
Hypertension  or  medications  (like 
aspirin)  with  anticoagulant  effects 
must  be  dealt  with  preoperatively. 
The  condition  of  the  skin  is  im- 
portant (thick  glandular  skin  will 
lead  to  a less  predictable,  more  pro- 
longed, and  less  precise  result). 


The  surgeon  must  assess  the  shape 
of  the  face,  the  total  profile  (includ- 
ing the  chin),  nasal  width,  shape 
and  size  of  nostrils,  width  of  nostril 
base,  nasolabial  angle,  dental  bite, 
and  internal  nasal  structures.  The 
final  surgical  recommendation 
must  take  all  of  these  factors  into 
account  and  be  based  on  a surgical 


plan  custom  designed  for  the 
unique  features  of  each  individual 
case. 

The  patient  also  needs  to  know 
many  things  to  understand  his  or 
her  particular  problem  and  the  sur- 
geon’s proposals  for  treatment.  The 
patient  needs  to  understand  the  op- 
erative procedure,  anesthesia,  out- 
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Figure  lA.  (Left)  F)rominent  unflattering 
nose. 

Figure  IB.  (Top  Right)  Post  rhinoplasty. 

Figure  24.  (Bottom  Left)  Horse  injury  — 
dorsum  depressed,  septum  deviated. 
Figure  2B.  (Bottom  Right)  Post  septal 
cartilage  graft  dorsal  reconstmction  and 
internal  reconstmction. 


I patient  or  inpatient  system,  and 
what  to  expect  before,  during  and 
, after  the  surgery.  Patient  education 
j must  include  risks,  complications, 

I predictability  of  results,  insurance 
i'  considerations,  and  the  possibility 
of  secondary  surgery.  Commonly, 
insurance  coverage  is  written  for 
benefits  toward  functional  (inter- 
nal) improvement  only;  surgery 
[ done  to  alter  the  appearance  (ex- 
j:  ternal)  is  not  covered  unless  the  pa- 
[ tient  has  had  a documented  injury 
while  the  policy  was  in  effect.  Ex- 
' ceptions  may  include  congenital 
anomalies  and  cancer  cases.  For 
i the  same  operation,  internal  recon- 
; struction  benefits  may  vary  100  to 
200  percent  or  more  from  policy 
to  policy,  each  policy  claiming  its 
amount  to  be  usual  and  customary. 

, The  surgeon  and  patient  are  at  the 
i mercy  of  the  patient’s  ability  to  heal 
after  nasal  surgery;  rarely,  a change 
! may  take  place  that  might  require 
i some  later  (secondary)  surgery.  It 
is  normal  for  patients  to  experience 
' considerable  anxiety  about  facial 
; change,  especially  when  the  sur- 
, gery  is  purely  of  their  own  election. 

' Appropriate  understanding  and 
support  from  the  surgeon  is  im- 
' portant. 

I The  Operation 

Successful  rhinoplastic  surgery 
must  incorporate  science,  technol- 
ogy, and  art  into  an  effective  surgi- 
cal method  to  produce  an  individu- 
alized  and  appropriate  and 
pleasing  sculpture  which  is  also 
physiologically  correct.  The  surgi- 
cal goal,  therefore,  is  to  alter  the 
nose  positively  (aesthetic  improve- 
ment) or  to  restore  form  and  func- 
I tion  (reconstruction).  The  ideal  is 
to  provide  a flattering  appearance 
and  also  maximum  airway  space, 

I sinus  drainage,  and  breathing  com- 
fort. The  procedure  most  com- 
' monly  is  done  in  an  outpatient  set- 
ting. This  may  be  in  an  appropriate 
office  surgical  suite  or  freestanding 
or  hospital-based  outpatient  surgi- 
cal center. 


Figures  3A-B.  Post  injury  — septum  dislocated  to  right  and  deviated  to  left  (mid) 
and  nose  is  crooked. 

Figure  3C-D.  (Bottom  Left  and  Right)  Postoperative  internal  and  external. 


The  exact  method  of  surgery 
should  be  chosen  according  to  the 
patient’s  needs.  Most  nasal  alter- 
ations are  done  through  internal  in- 
cisions (which  are  not  apparent), 
allowing  the  surgeon  to  lift  the  skin 


away  from  the  bones  and  cartilage, 
reshape  these  structures,  and  let 
the  skin  drape  back  down.  Some- 
times an  external  incision  is  made 
around  the  alar  base  or  into  the  na- 
sal floor.  Occasionally,  an  incision 
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Figure  4A.  Prominent  nose,  receding 
chin. 


in  the  upper  labial  sulcus  is  used  to 
lift  the  midface  as  a flap  and  un- 
cover the  nasal  skeleton  for  a direct 
view  for  reconstruction.  Cartilage 
grafts  taken  from  the  nasal  septum 
or  from  ear  cartilage  are  sometimes 
used  to  add  strength  or  allow  con- 
touring (Figures  2A-B).  Bone  grafts 
are  used  rarely. 

Septal  surgery  usually  involves 
removal  and/or  rearranging  of  ob- 
structive cartilaginous  and  bony 
components  and  subsequent  cen- 
tral realignment.  Turbinate  surgery 
is  limited  to  direct  reduction  of 
these  structures  to  more  normal 
proportions  when  they  are  chroni- 
cally hypertrophied,  thereby  im- 
proving the  airway  and  reducing 
blockage  while  retaining  the  im- 
portant turbinate  functions.  Inter- 
nal and  external  nasal  surgery  can 
be  done  independently  or  at  the 
same  time  (Figures  3A-D),  de- 
pending upon  patient  needs.  Nasal 
packing  gauze  is  usually  used  (al- 
though not  always)  to  help  with  he- 
mostasis and  support,  and  an  exter- 


Figure  4B.  Post  rhinoplasty  and  chin 
augmentation. 


nal  splint  is  used  for  protection  and 
stabilization. 

In  some  cases,  combining  rhino- 
plasty with  surgical  alteration  of  the 


Figure  5A.  Prominent  nose,  receding 
chin. 


chin  may  create  a more  properly 
balanced  profile  (Figures  4 A-B  and 
5 A-B).  Chin  augmentation  can  be 
a remarkably  nice  additional  en-jj 
hancement.  It  is  ordinarily  done  byji 
making  a very  small  incision  in  the|| 
lower  labial  sulcus  and  placing  an  J 
alloplastic  implant  on  the  anterior 
mandibular  prominence.  There  are  | 
some  circumstances  in  which  di- : 
rect  bone  surgery  also  may  be  ap-  i 
propriate  for  altering  the  mandibu- ' 
lar  prominence.  i 

Most  outpatient  rhinoplastic  sur- 
gical procedures  involve  an  hour  or 
so  of  preoperative  preparation,  one 
to  two  hours  of  surgical  time,  and 
an  hour  or  two  of  observation  there- 
after. Local  anesthesia  with  a vaso- 
constrictive agent  is  used  with  a > 
light  general  anesthesia  or  intrave- 
nous sedation.  The  patient  is  dis- 
charged to  the  care  of  a responsible  i 
person  and  with  full  instructions 
about  postoperative  management, 
medications  (probably  a pain  pill 
and  an  antibiotic  obtained  pre- 
viously) and  a follow-up  appoint-  I 
ment.  The  surgeon  checks  on  the  ■ 
patient  by  phone  that  evening.  i 


Figure  5B.  Post  rhinoplasty  and  chin 
augmentation. 
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I Postoperative  Expectations 

j Some  edema  and  discoloration 
' builds  up  for  a day  or  two  and  then 
i gradually  subsides.  Packs  are  usu- 
j ally  removed  in  one  to  three  days, 
j and  the  splint  ordinarily  stays  one 
: to  two  weeks.  Because  of  the  heal- 
: ing  internal  incisions,  vigorous 
i cleaning  of  the  airways  is  best  de- 
! ferred  a week  or  two  as  are  activi- 
I ties  expected  to  result  in  raising  the 
’ blood  pressure.  Some  stuffiness 
j and  numbness  are  expected  for  a 
time.  Patients  are  advised  to  avoid 
injuries  to  the  nose  for  6 to  8 weeks 
postoperatively.  Sometimes  the 
skin  may  be  a bit  irritated  from  hav- 
ing been  covered  by  the  splint,  and 
exposure  to  the  sun  should  be 
avoided  until  the  skin  is  normal, 
i Most  patients  attain  a reasonable 
j appearance  about  two  weeks  after 
I surgery.  Little  spontaneous  refine- 
i ments  may  take  place  for  some 
I months  thereafter,  with  the  loss  of 
j slight  amounts  of  edema  and  the 
normal  maturation  of  healing.  Pa- 
tients commonly  experience  a very 
positive  personal  psychological  ad- 
justment when  they  see  that  the  sur- 
gery has  brought  about  a positive 
physical  change.  Each  patient 
should  have  his  or  her  own  distinc- 
tive result,  so  that  the  nose  seems  to 
be  a normal  and  pleasing  feature, 
blending  proportionately  with  the 
rest  of  the  face  as  well  as  being 
functionally  sound.  When  the  nose 
is  a strong  unflattering  feature,  it 
f can  steal  attention  from  an  other- 
wise handsome  face;  when  this  is 
corrected,  the  whole  face  may 
seem  more  attractive  (Figures  4 AB 
and  6 AB). 

Special  Cases 

While  the  majority  of  nasal  re- 
constructions are  aimed  at  correc- 
tions following  rather  ordinary  in- 
juries (Figures  2,  3,  and  6),  many 
cases  present  more  extreme  and 
varied  challenges.  These  include 
congenital  deformities  such  as  vari- 
eties of  clefting,  the  bifid  nose,  der- 


Figure 7 A.  Auto  injury  — soft  tissue,  car- 
tilage, bone. 

Figure  7B.  Post  primary  repair. 


bites,  and  gunshot  wounds.  Each 
case  presents  the  plastic  surgeon  its 
own  problems,  and  its  specific  solu- 
tions will  be  unique.  Often  it  is  nec- 
essary to  use  tissue  grafting  (bone, 
cartilage,  skin)  and/or  full-thick- 
ness tissue  flaps.  Frequently,  the  re- 
construction must  be  staged  in  two 
or  more  procedures. 


Figure  GA.Post  injury  — wide  prominent 
nose  with  septal  deviation. 

Figure  6B.  Post  external  and  internal  re- 
construction. 


moid  cysts,  and  hemangiomas.  An- 
other category  is  the  noninjury- 
related  acquired  deformities,  such 
as  those  of  cancer  treatment,  rhino- 
phyma,  and  septal  perforations.  Se- 
vere destructive  trauma  is  worthy  of 
its  own  classification  and  includes 
massive  crush  injuries,  severe  soft 
tissue  lacerations  (Figures  8 A-B), 
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Another  specific  category  of  rhi- 
noplastic  reconstruction  is  that  of 
secondary  rhinoplasty  (Figures  8 A- 
B).  A patient  may  have  had  a previ- 
ous nasal  operation  that  fell  short 
of  the  patient’s  or  surgeon’s  expec- 
tations. Further  surgery  might  be 
appropriate  if  the  patient  is  not  sati- 
sfied and  has  realistic  expectations. 
Secondary  surgery  to  make  such 
corrections  can  be  extremely  chal- 
lenging and  gratifying. 

Summary 

The  nose  is  one  of  a person’s 
most  noticeable  features,  a feature 
\vith  which  he  or  she  personally 
identifies  and  by  which  he  or  she 
may  be  known  and  recognized  by 
others.  When  there  is  a facial  dis- 
harmony by  virtue  of  this  important 
feature  being  relatively  unflat- 
tering, disproportionate,  disfigur- 
ing, or  dysfunctional,  then  surgical 
change  can  make  an  important 
contribution  physically,  function- 
ally, psychologically,  and  socially. 
Rhinoplasty  involves  a consider- 
able normal  concern  on  the  part 


of  the  patient  and  presents  a very 
significant  professional  challenge 
to  the  surgeon.  Both  the  patient  and 
the  surgeon  are  likely  to  receive  a 
great  deal  of  personal  satisfaction 
from  surgery  well  done. 
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Figure  8A.  (Left)  Status  post  previous  rhi- 
noplasty per  history  — profile  problem 
and  septal  problem. 


Figure  8B.  (T op)  Post  secondary  rhino- 
plasty and  internal  reconstruction. 


4 4 ^^leopatra’s  nose,  had  it  been 
X^shorter,  the  whole  face  of 
the  world  would  have  been 
changed.  ” 

BLAISE  PASCAL,  1656 


! 

I 

Journal  of  MAI, 

1 


Blepharoplasly 

Dianne  Leeb,  M.D. 
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Beauty,  character,  and  age  are 
all  seen  by  looking  at  a per- 
json’s  eyes.  If  eyes  cannot  be  seen, 
ijthey  cannot  be  the  window  into  the 
soul.  Patients,  however,  rarely  ex- 
i^press  their  complaints  poetically, 
|although  some  of  the  poetry  of  ex- 
ipression  and  beauty  is  gone  when 
the  eyelids  sag  and  become  baggy. 

I Usually  they  say  they  are  being  told 
ithey  look  “tired”  or  “sad”  or  “too 
pld.”  There  are  few  other  proce- 
dures that  give  as  wonderful  a 
-itrade-off  between  large  change  in 
Appearance  and  low  discomfort  as 
jsjblepharoplasty. 

I Sagging  eyelids  can  also  be  a 
functional  problem  when  the  visual 
field  is  partially  occluded.  Extreme 
/isual  field  loss  can  be  an  actual 
lazard  while  driving  a car,  while 
ess  extreme  problems  can  still  be  a 

I'eason  for  losing  a job  as  an  airline 
3ilot. 

Aging  eyelids  can  be  obvious 
even  to  a non-physician.  As  with 
pther  physical  findings,  there  can 
be  multiple  causes  leading  to  the 
;ame  change  in  appearance. 
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Blepharoplasly  is  useful 
for  eyelid  changes 
caused  by  excess  eyelid 
skin,  hypertrophic 
orbicularis  oculi 
muscles,  or  bulging  fat 
pads. 


Blepharoplasty  is  useful  for  eyelid 
changes  caused  by  excess  eyelid 
skin,  hypertrophic  orbicularis  oculi 
muscles,  or  bulging  fat  pads  (Figure 
1).  Blepharoplasty  may  help  but 
will  not  solve  problems  caused  by 
diagnoses  such  as:  forehead-brow 
ptosis  (Figure  2),  eyelid  ptosis,  my- 
asthenia gravis,  thyroid  problems, 
etc.  Blepharoplasty  will  not  remove 
fine-line  wrinkles  or  crow’s  feet 
creases. 


Dr.  Leeb  practices  plastic  surgery.  Send  reprint  re- 
quests to  her  at  Plastic  Surgery  Consultants,  P.C., 
3130  Fielding  Dr.,  Atlanta,  GA  30345. 


Blepharoplasty  is  done  by  re- 
moving the  overabundant  tis- 
sues.^ Scars  on  the  upper  eyelid  are 
planned  to  lie  in  the  first  crease  and 
to  carry  out  laterally  in  the  general 
direction  of  the  “crow’s  feet.’’ 
While  the  plan  is  to  have  the  final 
scar  in  the  position  noted,  the  ex- 
cess skin  is  removed  from  a 
broader  area.  Once  the  skin  is  re- 
moved, any  redundant  orbicularis 
oculi  can  be  seen  and  is  removed. 
Fat  pads  beneath  the  septum  orbi- 
tale  are  then  approached.  How 
much  fat  will  be  removed  is  a judg- 
ment call,  since  removal  of  too  little 
is  seen  as  remaining  “bags,”  while 
removal  of  too  much  can  give  an 
empty  socket  look. 

Lower  lid  scars  are  planned  to  lie 
just  beneath  the  lashes  and  carried 
out  into  the  natural  crease  area  lat- 
erally. In  patients  without  excess 
skin  or  muscle,  the  incision  can  be 
placed  within  the  conjunctiva.  The 
rest  is  individualized  depending  on 
the  problems  to  be  solved,  but  con- 
sists of  either  a skin  or  skin-muscle 
flap  being  raised  down  to  the  infe- 
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Figure  2 — Blepharoplasty  can  help,  but  will  not  solve,  problems  caused  by  forehead-brow  ptosis.  This  is  an  example  of  a 
brow  lift. 


rior  orbital  rim.  The  fat  pads  are 
then  approached  beneath  the  sep- 
tum orbitale.  Again,  experience 
and  judgment  tell  how  much  fat  to 
remove.  Removal  of  excess  skin 
and  muscle  has  to  allow  for  facial 
expression  in  its  extremes.  Patients 
are  warned  that  looking  “right”  in 
a mirror  may  not  mean  looking 
“right”  with  the  mouth  open  due 
to  loss  of  skin  elasticity,  and  that 
functional  activities  have  to  take 
precedence  over  aesthetic  consid- 
erations. 


Suturing  in  both  upper  and  lower 
eyelids  is  done  with  fine  material, 
and  the  sutures  are  removed  early. 
At  times,  a lower  lid  needs  extra 
support,  and  a Frost  suture  or  inter- 
nal supporting  suture  is  placed. 

Blepharoplasty  is  usually  per- 
formed as  an  outpatient  procedure 
under  local  anesthesia  or  IV  seda- 
tion, but  some  doctors  and  patients 
prefer  general  anesthesia.  Patients 
differ  in  the  amount  of  postopera- 
tive bruising  they  exhibit.  Most 
bruising  is  gone  or  can  be  covered 


by  make-up  within  a week.  Pain  is 
not  usually  a dominant  complaint. 
Head  elevation,  suture  line  lubrica- 
tion, ice  bags,  and  artificial  tears 
are  more  important  than  pain  medi- 
cation both  for  comfort  and  heal- 
ing. 

As  with  any  operation,  problems 
can  occur.  Some  are  avoided 
by  careful  pre-operative  planning 
including  a thorough  eye  examina- 
tion. Even  so,  patients  are  warned 
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Figure  3 — An  increasing  number  of  men  (16%)  have  chosen  to  have  blepharoplasty  done,  making  it  one  of  the  most 
common  cosmetic  procedures  for  men. 


about  the  scars,  ectropion,  dryness 
of  the  eye,  problems  with  contact 
lenses,  infection,  changes  with  the 
years,  what  will  not  be  helped,  and, 
by  far  the  scariest  and  rarest  prob- 
lem, blindness.  Patient’s  are  also 
warned  that  their  friends  will  rarely 
comment  on  the  changes  directly, 
but  will  usually  say  things  such  as 
“you  look  well-rested”  or  “happy.”^ 

Other  functional  and  cosmetic 
procedures  can  be  done  at  the 
same  time  as  blepharoplasty.  It  re- 
quires knowledge,  experience  and 
common  sense  to  decide  what 
combinations  are  appropriate  (Fig- 
ures 4,  5). 

Lay  press  stories  are  seen  on  “la- 
ser” blepharoplasty.  Scientific  stud- 
ies show  no  benefit  to  using  a laser 
in  this  procedure."^  Suction  lipec- 
tomy  has  no  place  in  dealing  with 
the  fat  causing  eyelid  bags. 


According  to  statistics  provided 
by  the  American  Society  of  Plastic 
and  Reconstructive  Surgeons,  there 
was  a 40%  increase  in  the  number 
of  patients  undergoing  blepharo- 
plasty from  1981  to  1990.  There  will 
probably  be  more  than  80,000  pa- 
tients undergoing  blepharoplasty 
by  Board  Certified  Plastic  and  Re- 
constructive Surgeons  in  1991. 

While  most  blepharoplasty  pa- 
tients are  women  (84%),  an 
increasing  number  of  men  (16%) 
now  choose  to  have  the  procedure. 
This  makes  it  one  of  the  more  com- 
mon cosmetic  procedures  for  men. 
Women  usually  ask  for  eyelid  sur- 
gery to  help  them  feel  better  about 
themselves,  but  for  some  it  is  neces- 
sary in  order  to  obtain  or  retain  jobs 
in  our  youth  oriented  society. 


While  men  do  it  for  the  same  rea- 
sons as  women,  historically  they 
have  denied  the  cosmetic  motiva- 
tion. 

In  conclusion,  blepharoplasty  is 
one  of  the  most  common  proce- 
dures in  aesthetic  surgery  and  is 
likely  going  to  remain  so.  Blepharo- 
plasty is  one  area  of  plastic  surgery 
where  a patient’s  demands  for 
change  can  be  met  with  a surgical 
procedure  that  offers  relative  com- 
fort and  safety. 
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'As  A Specialist, 
I'm  Not  Heavily 
Equipped  To 
Manage  Billings 
Or  Follow  Up  On 
Pending  Claims" 


Your  billing  process  requires  a 
specialist  too.  Because  we 
understand  the  unique  aspects  of 
your  speciality,  we  can  offer  you  a 
billing  service  that's  tailor-made  to 
your  practice — ensuring  fewer 
problems  in  settling  insurance 
claims. 

We'll  assist  you  in  coding  your 
procedures  accurately  in  order  for 
you  to  receive  maximum  reimburse- 
ment and  we'll  set  up  a billing 
system  that's  as  specialized  and 
effective  as  your  own  practice. 

Since  our  fees  are  based  on  net 
collections,  not  gross  billings,  there 
is  a built-in  incentive  to  maximize 
collection  and  eliminate  errors. 

Call  us  today  to  discuss 
improving  the  condition  of  your 
billings,  bookkeeping  and 
collections. 


PRACTICE 

MANAGEMENT 

SERVICES 


Your  Practice  Made  Perfect 


340  West  Ponce  de  Leon 
Decatur,  Georgia  30030 
(404)  377-1883 


Lasers  in  Plastic  Suigery: 
An  Expanding  Frontier 

Lovic  W.  Hobby,  M.D. 
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The  word  “laser”  is  an  acronym 
for  Light  Amplification  by  Stim- 
ulated Emission  of  Radiation.  This 
, concept,  first  introduced  by  Albert 
I Einstein  in  1917,  became  a clinical 
: reality  in  1960  when  the  Ruby  Laser 
I became  available.  Ophthalmolo- 
j gists  pioneered  the  medical  appli- 
I cation  of  lasers,  and  retinal  work 
! with  the  Argon  Laser  was  common 
by  1965.  Goldman  introduced  this 
same  laser  as  an  entirely  new  ap- 
: proach  for  the  treatment  of  superfi- 
cial cutaneous  vascular  lesions 
shortly  thereafter.  In  1969,  plastic 
surgeons  became  actively  involved 
in  this  field  at  the  Palo  Alto  Medical 
Clinic,  and  by  1975,  four  centers  for 
the  treatment  of  superficial  vascu- 
ilar  lesions  existed.  By  1980,  these 
: had  doubled,  and  now  many  hospi- 
I tals,  clinics,  and  offices  have  lasers 
i throughout  the  country. 

There  are  various  types  of  lasers 
used  by  many  different  specialties, 
(providing  solutions  for  multiple 
medical  problems.  All  lasers  have 
a few  things  in  common.  Each  has 
jl  an  energy  source,  a lasing  medium, 

■V| 
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The  natural  history  of 
portwine  stains  is  not 
fully  appreciated  by  a 
significant  number  of 
physicians.  Some  tend 
to  dismiss  this  tumor  as 
a “blemish”  or  as  a 
“purely  cosmetic 
problem.” 


a set  of  mirrors,  and  a delivery  sys- 
tem. The  energy  source,  usually 
electrical,  stimulates  the  electrons 
in  the  medium  to  an  excited  state 
in  which  protons  are  emitted.  The 
end  product  of  this  stimulation  is 
a light  emerging  from  the  delivery 
system.  It  is  monochromatic  (a  sin- 
gle wavelength),  coherent  (very  in- 
tense), and  columnated  (does  not 
disperse). 


Dr,  Hobby  practices  plastic  surgery.  Send  reprint 
requests  to  him  at  35  Collier  Rd.,  Ste.  485,  Atlanta, 
GA  30309. 


The  lasers  which  are  most  often 
used  in  plastic  surgery  are  those 
which  are  known  as  photocoagula- 
tion lasers.  There  are  various  lasers 
in  this  class,  but  they  all  have  in 
common  wavelengths  which  are 
absorbed  by  the  color  red.  This  red 
color  target  is  called  a chromo- 
phore.  The  absorption  of  light  en- 
ergy results  in  a transfer  to  heat  en- 
ergy, thereby  creating  a heat  source 
within  the  very  vessels  to  be  de- 
stroyed. The  end  result  is  a very  se- 
lective destructive  process.  There 
are  other  lasers  used  in  plastic  sur- 
gery that  do  not  photocoagulate. 
These  will  be  discussed  later. 

Use  of  the  Argon  Laser  for 
Portwine  Stains 

The  Argon  Laser  was  the  first  of 
the  photocoagulation  lasers.'  ^ It 
was  the  work-horse  for  the  treat- 
ment of  superficial  vascular  lesions 
throughout  the  1980s.  It  produces 
two  principle  wavelengths  (488 
and  514  nm)  and  results  in  a blue- 
green  light.  When  properly  used, 
this  laser  was  able  to  produce  mag- 


587 


nificent  results  in  the  treatment  of 
lesions  which  heretofore  had  been 
untreatable.  It  carried  with  it  the 
risk  of  possible  scarring,  hyper  or 
hypopigmentation,  and  skin  tex- 
ture changes.  Its  tendency  to  pro- 
duce scars  at  a significantly  in- 
creased rate  prior  to  puberty 
precluded  its  use  in  the  treatment 
of  portwine  stains  until  the  late 
teenage  years.  Portwine  stains  com- 
prised  the  bulk  of  the  lesions 
treated  by  the  Argon  Laser.  These 
are  intradermal  capillary  hemangi- 
omas that  are  present  at  birth  and 
usually  tend  to  worsen  with  age. 
The  lesions  usually  hypertrophy  at 
puberty  and  then  continue  to  be- 
come darker  and  larger  as  the  dec- 
ades progress.  By  the  fifth  or  sixth 
decade,  there  is  usually  lesional 
and  structural  hypertrophy  where 
the  tumor  is  located. 


In  contrast  to  the 
practice  in  recent 
decades,  laser  therapy 
in  the  very  early 
growing  strawberry 
hemangioma  is  now 
endorsed  whole- 
heartedly. 


The  natural  history  of  portwine 
stains  is  not  fully  appreciated  by  a 
significant  number  of  physicians. 
Some  tend  to  dismiss  this  tumor  as 
a “blemish”  or  a “purely  cosmetic 
problem.”  The  truth  is  that  most  of 
these  lesions  with  a dark  color  on 
the  face  will  go  on  to  hypertrophy 
into  a three  dimensional  spongy  le- 
sion with  individual  bubbles  or 
cobblestones.  Some  progress  to 
hideous  deformities  akin  to  large 
clusters  of  purple  grapes  on  the 
face.  Structural  and  lesional  hyper- 
trophy, however,  can  be  the  least 
of  the  problems. 


Unilateral  glaucoma  is  found  in 
20%  of  those  patients  who  have 
both  lids  of  the  same  eye  involved. 

Sturge-Weber  syndrome  is  seen 
in  approximately  10%  of  cases.  If 
over  50%  of  the  face  is  involved, 
this  is  particularly  true.  This  syn- 
drome also  includes  angiomas  of 
the  brain  and  choroidal  mem- 
branes of  the  eye.  Seizures,  retarda- 
tion, and  blindness  can  occur. 

Klippel-Trenannany-Weber  syn- 
drome occurs  in  approximately  5%. 
Hemangiomas  covering  the  major- 
ity of  an  extremity  can  cause  accel- 
erated bone  growth  resulting  in  uni- 
lateral giantism. 

Von  Hippel-Lindau  disease  in- 
volves retinal  and  cerebellar  vascu- 
lar lesions  as  well  as  adenomas  and 
cysts  of  the  internal  organs,  espe- 
cially the  kidney  and  pancreas. 

In  addition  to  these  relatively 
common  three  syndromes,  there 
are  five  others  that  list  portwine 
stain  as  a part  of  their  pathology. 
They  are  Rubinstein-Taybe  Syn- 
drome, Wiedemann-Beckwith  syn- 
drome, Cutis  Marmorata  Telangiec- 
tica  Congenita,  Trisomy-15,  and 
Klinefelter’s  syndrome  (XXY). 

Weber-Osler-Rendu  syndrome 
appears  to  have  the  same  histopa- 
thology,  although  it  is  genetically 
transferred  and  involves  the  mu- 
cous membranes. 

As  experience  accumulated  in 
the  use  of  Argon  Laser  therapy 
for  portwine  stains,  it  became  ap- 
parent that  some  patients  re- 
sponded better  than  others.  A four- 
point  profile  emerged  for  patient  se- 
lectivity: 

1.  The  patient  should  be  at  least  a 
year  past  puberty. 

2.  The  hemangioma  should  be  on 
the  head  or  neck. 

3.  The  patient’s  complexion  and 
the  color  of  the  lesions  should 
have  a satisfactory  amount  of 
color  contrast. 

4.  The  lesions  should  not  blanch 
on  pressure. 

If  a patient  did  not  satisfy  all  four 


of  these  requirements,  success 
could  not  be  predicted  dependa- 
bly. Then  test  spots  were  used  to 
further  assist  the  prognosis  of  treat- 
ment. 

Unfortunately,  the  necessity  to 
wait  until  after  puberty  in  order  to 
reduce  the  likelihood  of  scarring  al- 
lowed the  hemangioma  to  follow 
its  natural  history  and  resulted  in 
many  patients  having  structural  hy- 
pertrophy. This  does  not  respond  to 
laser  therapy  and  must  be  ap- 
proached through  conventional 
plastic  surgery  procedures  of 
sculpting  and  debulking.  The  end 
results  of  these  procedures  are  less 
than  optimal. 

The  photocoagulation  properties 
of  the  Argon  Laser  are  applicable  to 
almost  all  other  superficial  vascular 
lesions.  If  the  pathology  presents  a 
red  color  target  and  is  within  1 to 
1.5  mm  of  the  surface  of  the  skin,  a 
favorable  response  can  be  ex- 
pected. Telangiectasias,  intraoral 
hemangiomas,  acne  rosacea, 
cherry  hemangiomas,  spider  he- 
mangiomas, and  various  angiofi- 
bromas all  respond  favorably.  Su- 
perficial varicosities  of  the  lower 
extremities  do  not  respond. 

Strawberry  Hem^lIlgiomas 

This  author  has  had  a special  in- 
terest in  the  hemangiomas  of  in- 
fancy, or  strawberry  hemangiomas. 
Usually  these  lesions  are  not  pres- 
ent at  birth,  but  appear  in  the  sec- 
ond week  of  life  as  a small  red  spot. 
They  grow  rapidly  over  a period  of 
several  months  and  may  grow  into 
huge  tumors.  They  will  then  reach  a 
plateau  and  finally  begin  to  regress. 
This  regression  can  continue  for 
several  years.  The  final  state  of  re- 
gression obtainable  is  not  predict- 
able until  there  has  been  no  further 
regression  for  at  least  a year.  The 
best  scenario  is  that  the  vessels 
comprising  the  tumor  are  sclerosed 
completely,  thereby  leaving  no  red 
color  and  a marked  decrease  in  the 
bulk.  The  skin  occupied  by  the 
hemangioma,  however,  will  never 
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be  normal.  If  it  were  located  in  an 
area  of  vital  anatomy  such  as  the 
eyelids,  the  nose,  etc.,  there  will  be 
significant  anatomical  deformity  re- 
maining even  if  there  is  complete 
resolution  of  the  vascularity  of  the 
tumor. 

If  these  tumors  can  be  treated 
when  first  noticed,  at  age  1 or  2 
weeks  and  at  a size  of  1 or  2 mm, 
the  tumor  can  be  eradicated  at  this 
point.  The  clinician  and  the  parents 
are  thus  spared  the  agonizing 
months  of  watching  it  grow,  not 
knowing  how  large  it  will  get  or 
what  it  will  destroy.  As  long  as  the 
tumor  is  growing,  treatment  is  indi- 
cated. The  main  goal  of  treatment 
is  to  arrest  the  growth  of  the  tumor. 
In  a significant  number  of  cases, 
moreover,  premature  resolution  of 
the  tumor  is  precipitated. 

There  are  some  Indications  for 
the  treatment  of  static  strawberry 
hemangiomas  as  well.  They  can  be 
causing  functional  problems,  such 
as  amblyopia  (upper  eyelid),  air- 
way obstruction  (nostrils),  or  hy- 
gienic dysfunctions  (perianal,  vagi- 
nal, etc.).  In  addition,  they  can  be 
subject  to  chronic  trauma  causing 
bleeding  or  ulceration.  Usually, 
treatment  results  in  a significant 
shrinkage  of  the  tumor,  relieving 
most  of  the  above  problems. 
Treated  areas  tend  to  heal  in  an 
orderly  manner,  thus  curing  the 
non-healing  ulcers. 

If,  when  the  child  reaches  age  6 
and  there  is  no  further  regression  in 
the  tumor  in  the  past  year,  the  laser 
may  again  be  useful.  Many  partially 
resolved  strawberry  hemangiomas 
still  contain  a significant  amount  of 
vascularity.  This  can  be  reduced  by 
the  laser  prior  to  conventional  plas- 
tic surgery  for  correction  of  the  re- 
sidual deformities. 

Awareness  of  this  modality  has 
been  slow  in  coming  to  the  medical 
profession.  In  spite  of  multiple  pub- 
lications, there  still  seems  to  be  a 
general  lack  of  awareness  of  this 
solution  to  a rather  severe  problem. 
For  decades  we  plastic  surgeons 


Yellow  Light  Lasers 
have  an  improved 
wavelength  which  is 
more  specifically 
absorbed  by  the 
oxyhemoglobin 
chromophore  and  less 
absorbed  by  the 
melanin  chromophore 
than  the  Argon  Laser. 


have  preached  to  leave  these  le- 
sions alone,  let  nature  do  what  is 
possible  in  the  way  of  resolution, 
and  then  reconstruct  the  residual 
deformities.  This  is  no  longer  the 
treatment  of  choice.  Laser  therapy 
in  the  very  early  growing  strawberry 
hemangioma  is  now  endorsed 
wholeheartedly  by  all  those  who 
have  expanded  their  expertise  to 
include  laser  surgery. 

Significant  documentation  of  the 
efficacy  of  Argon  Laser  treatment 
for  growing  strawberry  hemangio- 
mas has  been  published  in  the 
medical  literature  for  10  years.  Ap- 
felberg  was  the  first  to  advocate  this 
modality  in  1981.^  His  work  was  re- 
produced by  this  author  and  pub- 
lished in  1983.''  Subsequent  to  this, 
indications  for  this  procedure  have 
been  reiterated  in  multiple  journals 
by  various  authors.^  Hopefully, 
soon,  the  tedious  process  of  re-  edu- 
cation within  the  medical  commu- 
nity will  show  some  significant 
progress. 

The  Argon  Laser  can  be  used  in 
the  removal  of  tattoos  also,  both 
decorative  and  traumatic.  The  laser 
power  is  increased  to  a point  where 
it  becomes  a modality  of  bloodless 
dermabrasion.  Photocoagulation 
no  longer  plays  a part.  Epidermal 
and  dermal  layers  are  “painted 
away”  with  the  laser  until  all  tattoo 
pigment  is  exposed.  The  pigment 


then  exudes  during  wound  healing 
to  obtain  the  final  result.  There  is  a 
significant  risk  of  scarring,  hypo 
and  hyperpigmentation,  and  tex- 
ture change.  A modification  of  the 
original  Ruby  Laser  is  now  showing 
great  promise  in  the  removal  of 
black  and  blue  homemade  tattoos.® 
This  laser  requires  multiple  treat- 
ments but  does  not  cause  scarring. 
Unfortunately,  it  is  very  expensive, 
and  the  patient  population  able  to 
benefit  from  it  is  limited. 

Yellow  Light  Lasers 

An  exciting  addition  to  Argon  La- 
sers in  the  photocoagulation  group 
is  the  new  generation  of  Yellow 
Light  Lasers.  This  is  an  improved 
wavelength  which  is  more  specifi- 
cally absorbed  by  the  oxyhemoglo- 
bin chromophore  and  less  ab- 
sorbed by  the  melanin  chromo- 
phore than  the  Argon  Laser.  There 
is  less  non-specific  damage,  mak- 
ing the  tendency  to  scar  signifi- 
cantly less  and  making  possible  the 
treatment  of  very  young  children. 
There  are  three  main  types  of  lasers 
in  this  new  wavelength  which 
ranges  from  577  to  585  nanometers. 

The  Copper  Vapor  Laser  uses 
copper  ore  as  a lasing  medium.  It 
produces  the  clinical  equivalent  to 
a continuous  wave  and  has  a capa- 
bility of  a very  small  spot  size  down 
to  100  microns.  This  capability  has 
been  responsible  for  the  develop- 
ment of  a new  modality  of  treat- 
ment involving  the  tracing  of  each 
vessel.  This  is  particularly  helpful  in 
lesions  where  individual  vessels  are 
visible,  such  as  spider  angiomas. 
However,  it  becomes  most  time 
consuming  in  the  more  homoge- 
neous lesions  such  as  portwine 
stains.  It  can  be  adapted  to  a robot 
device  which  rapidly  delivers  a se- 
ries of  1 mm  spots  over  a grid  pat- 
tern slightly  larger  than  1 cm  in  di- 
ameter.  This  facilitates  the 
treatment  of  large  areas. ^ 

A second  Yellow  Light  Laser  is 
a Tunable  Dye  Laser  activated,  or 
pumped,  by  an  Argon  Laser.  It  de- 
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Figure  1 (Top)'^  — Dark  purple  lesion  with  significant  hypertrophy  before  (left)  and  after  (right)  two  treatments  with  the  Argon 
Laser. 

Figure  2 (Bottomy'  — Adult  with  the  intraoral  hemangioma  before  (left)  and  after  (right)  one  treatment  with  the  Argon  Laser. 


rives  much  of  its  popularity  by  vir- 
tue of  its  ability  to  tune  to  the  577 
nanometers  wavelength.  It,  too,  has 
a small  spot  size  adjustable  down 
to  50  microns  and  is  used  in  the 
individual  vessel  tracing  tech- 


niques. It  can  be  adapted  also  to  a 
robot  delivery  system. 

Finally,  the  Flashlamp-pumped 
Pulsed  Dye  Laser  not  only  presents 
with  the  new,  more  desirable  wave- 
length but  also  a totally  new  energy 


delivery  system.  Continuing  re- 
search in  the  interaction  of  laser  en- 
ergy and  tissue  containing  an  intra- 
dermal  capillary  hemangioma 
shows  the  importance  of  this  new 
energy  delivery  system.  A given 
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Figure  5"  — (Top  left  and  right)  Strawberry  hemangioma  of 
infancy  before  and  after  one  treatment  with  the  Argon  Laser. 
Figure  4"  — (Middle  left)  Dark  purple  portwine  stain  with 
significant  lesional  and  structural  hypertrophy,  preopera tiuely. 
(Middle  right)  Maximum  improvement  obtainable  after  three 
treatments  with  the  Argon  Laser. 

(Left)  Final  result  after  multiple  stages  of  conventional  surgery 
consisting  of  a horizontal  lazy  S elliptical  excision  of  tumor 
within  the  brow  line,  a vertical  excision  of  tumor  in  the  temple 
area  made  possible  by  tissue  expansion,  and  excision  of  the 
remaining  eyelid  tumor  repaired  by  a full  thickness  skin  graft. 
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type  of  tissue  will  retain  heat  for 
a certain  amount  of  time  before  it 
begins  to  spread  to  surrounding  tis- 
sues. This  amount  of  time  is  called 
the  thermal  relaxation  time.®  The 
blood  vessels  making  up  the  intra- 
dermal  capillary  hemangioma  have 
demonstrated  that  they  can  retain 
heat  up  to  an  interval  of  1 to  10 
milliseconds.  After  this,  the  heat  be- 
gins to  disperse  to  surrounding  tis- 
sues and  causes  non-specific  de- 
struction. The  Flashlamp-pumped 
Pulsed  Dye  Laser  has  been  de- 
signed to  deliver  a yellow  light  at 
585  nanometers  in  a massive  bolus 
of  energy  with  only  a 450  microsec- 
ond pulse  width. 

This  delivery  system  actually 
causes  a bruise  to  the  vascular  tis- 
sue by  the  bolus  of  light.  All  other 
photocoagulation  delivery  systems, 
including  the  other  Yellow  Light  La- 
sers, cause  some  degree  of  burn  on 
the  epithelial  surface.  The  clinical 
significance  of  this  is  immediately 
obvious  so  far  as  the  increased  abil- 
ity to  treat  patients  with  portwine 
stains  early  in  life.  The  latest  stan- 
dard of  care,  recently  pronounced 
at  the  national  meeting  of  the 
American  Society  of  Laser  Medi- 
cine and  Surgery,  encourages  treat- 
ment of  portwine  stains  beginning 
within  the  first  month  of  life.  It  has 
become  obvious  over  recent  years 
that  the  earlier  the  patient  is  treated 
with  the  Yellow  Light  Lasers,  the 
more  rapid  and  dramatic  the  re- 
sponse. There  are  three  other  bene- 
fits of  early  treatment.  Obviously, 
the  cumulative  psychologic  trauma 
of  the  lesion  would  be  markedly 
reduced.  The  tumor  itself  would  be 
vastly  smaller,  and  treatment  could 
be  accomplished  quite  rapidly.  Al- 
though this  is,  of  course,  theoretical 
at  this  point,  one  would  hope  that 
early  treatment  would  prevent  that 
structural  hypertrophy  which  is  so 
difficult  to  correct  once  it  has  oc- 
curred. 

The  problems  involved  with  the 
Flashlamp-pumped  Pulsed  Dye  La- 
ser from  a clinical  standpoint  are 


that  multiple  treatments  are  re- 
quired, and  only  the  pale,  flat  child- 
hood type  hemangiomas  are  uni- 
formly responsive.  Non-clinical 
problems  include  the  extremely 
high  initial  cost  of  the  equipment 
plus  exorbitant  maintenance  fees, 
dye  change  costs,  and  other  peri- 
odic expenditures. 

Nd-YAG  Laser 

The  Nd-YAG  Laser  (Neodymium- 
Yttrium  Aluminum  Garnet)  is  a 
solid  state  laser  producing  a wave- 
length of  1,060  nm  in  the  infrared 
spectrum.  With  this  high  a wave- 
length, deeper  penetration  can  be 
obtained  than  with  the  Argon  La- 
ser. This  laser  has  been  used  as  a 
cutting  and  puncturing  modality. 
Recently,  a synthetic  sapphire  tip 
has  been  added  to  the  end  of  the 
fiberoptic  device,  and  an  entirely 
new  laser  modality  has  developed 
called  contact  surgery.^  The  sur- 
geon actually  touches  the  sapphire 
tip  to  the  tissue  and  cuts,  eliminat- 
ing  the  “air  interface.’’  This 
provides  significant  hemostatic  ad- 
vantages, especially  in  vascular  sit- 
uations such  as  the  resection  of 
giant  infant  hemangiomas.  Preop- 
erative selective  embolization  fur- 
ther reduces  the  danger  of  exsan- 
guination  in  these  procedures. 
Blood  loss  is  also  reduced  in  such 
conventional  procedures  as  reduc- 
tion mammoplasty,  abdomino- 
plasty, etc.,  but  operating  time  is 
greatly  increased.  Since  there  is 
usually  no  significant  problem  of 
blood  loss  during  these  procedures 
anyway,  the  advantage  of  its  rou- 
tine use  is  highly  questionable. 

CO2  Laser 

The  CO2  Laser  is  used  extensively 
by  many  specialties.  This  wave- 
length is  far  out  of  the  visible  light 
spectrum  at  10,600  nanometers.  Its 
chromophore,  or  target,  is  any  tis- 
sue containing  water.  Applications 
range  from  a very  narrowly  focused 
beam,  which  can  be  used  for  cut- 


The  lasers  which  are 
most  often  used  in 
plastic  surgery  are 
photocoagulation 
lasers.  There  are 
various  lasers  in  this 
class,  but  they  all  have 
in  common 
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ting,  to  a widely  defocused  beam 
which  can  be  used  for  “painting.” 
It  has  been  an  invaluable  addition 
to  certain  specialties.  It  has  been 
useful  in  plastic  surgery,  but  — in 
contrast  to  the  photocoagulation  la- 
sers — it  offers  very  little  advantage 
in  most  procedures  over  what  was 
already  being  accomplished  by 
conventional  means. 

Unfortunately,  there  has  been  a 
considerable  amount  of  inten- 
tional misconception  promoted 
about  the  Nd-YAG  Laser  with  Sap- 
phire Tips  and  the  CO2  Laser.  The 
news  media  has  sponsored  a love 
affair  between  the  lay  public  and 
any  type  of  laser  for  several  years. 
This,  along  with  unscrupulous  ad- 
vertising on  the  part  of  certain  laser 
companies  as  well  as  physicians, 
has  created  a laser  myth.  Most  pa- 
tients now  are  firmly  convinced 
that  anything  done  with  the  laser 
will  have  a better  result  than  if  done 
conventionally.  This  is  often  not  the 
case.  The  opposite  may  be  true. 

In  plastic  surgery,  this  is  particu- 
larly noted  in  the  promotion  of 
some  cosmetic  surgery  practices. 
This  usually  involves  eyelid  surgery, 
face  lifts,  and  sometimes  even  rhi- 
noplasties. The  “party  line”  is  that 
these  lasers  reduce  swelling,  bleed- 
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ing,  or  postoperative  pain.  Of 
course,  there  is  usually  no  signifi- 
cant swelling,  bleeding,  or  postop- 
erative pain  associated  with  these 
procedures  anyway.  There  is  a sig- 
I nificant  increase  in  danger,  as  well 
as  an  increase  in  operative  time, 
'cost  of  the  procedure,  personnel, 
land  space  required. Also,  it  is  a 
E fact  that  any  incision  made  with  the 
I laser  requires  scalpel  re-excision  of 
' the  edges  in  order  to  obtain  the 
j!  most  optimal  scar  result.  After  con- 
I sidering  all  these  factors,  one  must 
I entertain  significant  doubt  as  to  the 
! wisdom  of  introducing  lasers  to  per- 
jform  procedures  which  already 
I were  being  done  in  a quite  satisfac- 
jtory  manner.  Good  common  sense, 
;as  well  as  medical  ethics,  would 
[dictate  that  lasers  should  only  be 
;used  when  they  provide  a better 
jsolution  than  conventional  modal- 
Mties. 


No  summary  on  the  use  of  lasers 
in  surgery,  however,  should 
end  on  a negative  note.  Truly  excit- 
ing procedures  are  being  done 
which  have  never  been  possible 
before.  Laser  surgery  is  expanding 
at  a very  rapid  pace.  There  are 
many  new  lasers  on  the  immediate 
horizon.  We  can  only  guess  at  this 
time  as  to  their  ultimate  applica- 
tions. All  physicians  should  at  least 
be  aware  of  what  current  laser  sur- 
gery has  to  offer.  The  plastic  sur- 
geon is  especially  encouraged 
about  the  treatment  of  portwine 
stains  and  strawberry  hemangio- 
mas of  infancy.  The  addition  of 
photocoagulation  surgery  to  con- 
ventional plastic  surgery  provides 
an  excellent  armamentarium  to  ob- 
tain maximum  final  results. 

References 

1.  Cosman  B.  Experience  in  the  argon  laser  ther- 


apy of  portwine  stains.  Blast  Reconstr  Surg  1980; 
65:119. 

2.  Barsky  SH,  Rosen  S,  Geer  DE,  Noe  JM.  The 
nature  and  evolution  of  portwine  stains  — A com- 
puter-assisted study.  J Invest  Dermatol  1980;74:154. 

3.  Apfelberg  DB,  Greene  RA,  Maser  MR,  Lash  H, 
Rivers  JL,  Laub  DR.  Results  of  argon  laser  exposure 
to  capillary  hemangiomas  of  infancy:  Preliminary 
report.  Blast  Reconstr  Surg  1981;67:188. 

4.  Hobby  LW.  Further  evaluation  of  the  potential 
of  the  argon  laser  in  the  treatment  of  strawberry 
hemangiomas.  Blast  Reconstr  Surg  1983;71:481. 

5.  Hobby  LW.  Argon  laser  treatment  of  superfi- 
cial vascular  lesions  In  children.  Lasers  Surg  Med 
1986;6:16. 

6.  Reid  WH,  Murphy  MJ,  Miller  ID,  Paul  JP,  Expe- 
riences with  the  pulsed  ruby  laser  treatment  of 
tattoos  [abstr].  Lasers  Surg  Med  Suppl  1990;2:50. 

7.  McDaniel  DH,  Mordon  S.  Hexascan:  A new 
robotized  scanning  laser  handpiece.  Cutis 
1990:45:300. 

8.  Garden  JM.  The  dye  laser.  Semin  Dermatol 
1987;6:264. 

9.  Apfelberg  DB,  Maser  MR,  Lash  H,  White  DN, 
Sapphire  tip  techniques  for  YAG  laser:  Excisions 
in  plastic  surgery.  Blast  Reconstr  Surg  1989;84:273- 
279. 

10.  Mittelman  H,  Apfelberg  DB.  COj  laser  blepha- 
roplasty:  Advantages  and  disadvantages.  Ann  Blast 
Surg  1990;24:1. 

1 1 . Hobby  L.  A practical  guide  to  lasers  in  plastic 
surgery.  Perspectives  in  Blast  Surg  1991;5(1):121- 
138. 


hVEMBER  1991,  Vol.  80 


593 


“I  have  never  gotten  used  to  people  dying.  And  I don’t  ! 
want  to  get  used  to  it.”  1 


Dr.  Aliza  Lifshitz,  Internist,  Los  Angeles,  California,  Member,  American  Medical  Association 


Patients  come  to  physicians  for  many  reasons. 
Beyond  relief  from  pain,  they  seek  compassion, 
empathy  and  support.  AIDS  patients  receive  all  of 
these  and  more  from  Dr.  Aliza  Lifshitz. 

Bom  and  raised  in  Mexico  and  educated  at  one  of 
Mexico  City’s  finest  medical  schools.  Dr.  Lifshitz  now 
serves  the  Hispanic  community  in  Southern  California. 
Over  a third  of  her  patients  have  tested  HfV  positive. 
Most  live  below  the  poverty  level.  Many  are  illegal  aliens. 

“I  never  forget  what  it  means  to  be  a doctor,  and 
what  it  means  is  embodied  in  the  Principles  of  Medical 


Ethics  of  the  American  Medical  Association  (.MMA),” 
states  Dr.  Lifshitz. 

You  are  invited  to  join  Dr.  Lifshitz  and  to  join  with 
her  in  her  efforts  to  bring  quality  health  care  to  those 
in  need.  Become  a member  of  the  American  Medical 
Association  today. 

Members  of  the  AMA  are  er\couraged  to  join  their  state,  county  and  specialty  societies. 

American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Correction  of  Ear  Deformities 


Mark  Mitchell  Jones,  M.D. 


Introduction 


The  correction  of  external  ear 
deformities  offers  a difficut  sur- 
gical challenge.  This  is  largelAbe- 
cause  there  are  numerous  type*  of 
congenital  ear  abnormalities,  a%d 
each  can  demonstrate  a wide 
gree  of  variation.  One  might  sa 
that  there  is  found  regularly  irregu 
larity  of  congenital  ear  abnormalit- 
ies, and  therein  lies  the  challenge. 

The  range  of  congenital  ear  de- 
formities is  immense  — from  gigan- 
tic ears  to  miniature  ears,  from  wide 
to  narrow,  from  lack  of  folds  to  lack 
of  earlobes.  The  cup  ear,  lop  ear, 
lidded  helix,  canoe  ear,  cockleshell 
ear,  and  constructed  ear  are  all  col- 
loquial terms  for  different  varia- 
tions of  ear  deformities.  However, 
the  two  most  commonly  encoun- 
tered are  microtia  and  prominent 
ears. 

Prominent  Ears 

The  correction  of  prominent  ears 
is  the  most  common  surgical  proce- 
dure. However,  there  is  no  single 


)perative,p#erf^ure  for  this  prob- 
fnd  multiple  surgical  tech- 
niques are  described  throughout 
the  literature.  Ear  deformities  are 
variable  and  may  or  may  not  be 
multiple.  First,  there  is  the  failure  of 
development  of  the  antihelical  fold 
which  may  be  the  sole  etiology  of 
the  abnormality  or  only  a partial 
contributor.  Another  problem  may 
be  hypertrophy  of  the  concha 
which  tends  to  affect  the  middle 


Dr.  Jones  practices  plastic  and  reconstructive  sur- 
gery. Send  reprint  requests  to  him  at  2001 
Peachtree  St.,  Suite  630,  Atlanta,  GA  30309. 


third  of  me  ear  to  a greater  degree 
than  the  \pper  third.  In  contrast, 
the  uppemhird  is  affected  to  a 
degree  by  the  antihelical 
nderaevelopment.  A third 
on  pi^blem  causing  the 
ent  e^s  is  overgrowth  or 
position  of\he  cauda  helicis  — 
an  append^^e«^f  the  cartilaginous 
fra^fle^^Jmthat  projects  the  lower 
ird  of  the  ear  as  compared  to  the 
other  thirds.  Whereas  these  three 
anatomical  variations  may  each  by 
itself  cause  the  ears  to  appear  ex- 
cessively prominent,  it  is  not  un- 
common that  each  contributes  to 
the  overall  perception  of  big  ears. 

The  correction  of  one  of  the  ana- 
tomical variables,  i.e.,  the  lack  of 
development  of  the  antihelical 
fold,  the  overgrowth  of  the  concha, 
or  the  prominence  of  the  cauda 
helicia,  involves  different  surgical 
mechanisms.  Though  there  may  be 
other  anatomic  deformities  causing 
problems  which  warrant  consider- 
ation of  correction,  they  are  less 
common.  Ideally,  one  would  select 
a specific  technique  that  corrects 
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the  offending  anatomic  deformity 
or  deformities.  One  can  “pin”  the 
ears  back  adequately  using  almost 
any  of  the  standard  techniques. 
Such  a correction,  however,  may 
not  result  in  as  natural  appearing 
ear  than  if  one  had  selected  a tech- 
nique that  corrected  all  the  of- 
fending aberrations  (Figures  1 and 
2). 

In  1910,  Luckett'  described  a 
technique  to  correct  prominent 
ears  which  is  still  frequently  used 
today  and  forms  the  basis  of  other 
modifications.  Essentially,  it  cor- 
rects the  antihelical  fold  promi- 
nence by  cartilage  incision/exci- 
sion, with  reapproximation.  The 
ensuing  problems  tend  to  be  asso- 
ciated with  the  anterior  sharp  carti- 
lage edges  which  are  not  natural 
in  appearance  and  can  even  erode 
through  the  anterior  thin  skin  caus- 
ing crusting  and  skin  breakdown. 
In  1963,  Mustarde^  attempted  to 
overcome  these  shortcomings  by 
using  buried  mattress  sutures  to 
create  or  accentuate  the  antihelical 
fold.  This  technique  did  improve 
the  appearance  of  the  postopera- 
tive ear,  but  there  is  a high  rate  of 
partial  recurrence  of  the  deformity 
and  suture  splitting. 

In  1973,  Stenstrom^  described  a 
technique  by  which  the  surface  of 
the  ear  was  degloved  and  a rasp 
then  used  to  score  the  cartilage  to 
produce  the  desired  amount  of  cur- 
vature so  as  to  create  an  antihelical 
fold.  In  1970,  Nachlas"*  had  de- 
scribed a modification  of  this  tech- 
nique requiring  much  less  skin  un- 
dermining. With  both  techniques, 
the  most  common  catastrophic 
problems  tend  to  be  hematoma 
and  skin  slough  from  the  extensive 
skin  undermining  and  the  bleeding 
from  the  cartilage  scoring. 

Conchal  modifications  for 
otoplasty  is  older  than  antihelical 
fold  alteration,  but  less  commonly 
performed  today.  In  fact,  the  origi- 
nal modern  otoplasty  was  probably 
that  performed  by  Ely^  in  1881  who 
altered  the  anatomy  of  the  conchal 
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Figure  1 — The  anatomy  of  the  external  ear  (as  labeled). 


rhe  muMTulature  and  vaMiuiar  supply  of  the  cximtal  i 


Figure  2 — The  musculature  and  vascular  supply  of  the  external  ear. 


cartilage  by  excising  the  conchal 
wall.  Today,  conchal  wall  modifica- 
tion can  be  approached  by  anterior 
or  posterior  incisions.  Limiting  fac- 
tors include  excess  skin  wrinkling 
and  the  helical  root  crossing  the 
concha.  Recently,  Furnas*^  and 
Spira^  have  recommended  altering 
the  concha  via  concha/mastoid  su- 
tures retropositioning  rather  than 
excision. 


In  contrast  to  the  correction  of 
the  antihelical  fold  or  the  concha 
modification,  the  alternation  of  the 
cauda  helicus  has  been  utilized  as 
an  adjunct  to  some  of  the  other  sur- 
gical techniques.  These  alterna- 
tions vary  from  complete  excision 
to  suture  reposition  to  modifying 
the  lower  pole  of  the  external  ear. 
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Figures  3A-B  — (Top)  Preoperative 
' otoplasty  frontal  view;  (Right)  postoper- 
] ative  otoplasty  frontal  view. 


Otoplastic  procedures  are  usu- 
ally performed  between  5-6 
years  of  age  prior  to  entering  the 
first  grade  or  anytime  afterward  re- 
igardless  of  the  technique  used. 
Most  are  performed  as  outpatient 
: procedures  either  under  general 
anesthesia  in  younger  children  or 
with  the  choice  of  local  anesthesia 
j in  older  children  or  adults.  A head 
i bandage  is  worn  one  week  fol- 
I lowed  by  a head  band  at  night  for 
,one  month. 

I Although  otoplasty  has  been 
.considered  an  unnecessary  cos- 
imetic  procedure  by  some,  this  has 
jnot  been  the  experience  of  the  au- 
thor. Growing  up  is  difficult  enough 
: in  these  times  without  having  peo- 
ple staring  at  one’s  “dumbo”  ears 
(Figures  3A-B).  In  modern  times  we 
value  appearance  greatly  — we 
have  yet  to  see  a successful  public 
.official,  actor  or  actress,  or  televi- 
sion personality  (except  perhaps  a 
comedian)  who  had  prominent 
jears.  The  author  has  repaired  many 
who  have  contemplated  such  a ca- 
reer, as  well  as  many  children 
■!  whose  psychologic  need  for  peer 
rj  acceptance  is  far  greater  than  ca- 
fjreer  advancement. 

' Microtia 

ii 

Microtia  is  derived  from  Greek 
and  means  “little  ear.”  It  is  a con- 
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genital  deformity  of  the  ear(s) 
where  in  the  middle  ear  and  the 
external  ear  do  not  fully  develop. 
This  almost  always  results  in  a se- 
vere hearing  loss  and  an  external 
ear  deficit  with  some  rudiments  re- 
maining of  extreme  variations  rang- 
ing from  total  lack  of  tissue  (anotia) 
to  the  more  common  presence  of 
a significant  vestigial  remnant  (Fig- 
ure 4). 

Microtia  represents  an  arrest  of 
embryonic  development  occurring 
at  about  6-10  weeks  gestation.  It  oc- 
curs in  approximately  1:7500  births 
and  is  more  common  in  boys  by 
2.5  to  1.  On  average,  the  genetic 
transmission  is  4%,  or  1 in  25  births. 
There  appears  to  be  an  association 
with  hemifacial  microsomia  of  ap- 
proximately 50%,  although  the  ma- 
jor facial  and  jaw  deformities  com- 
prise  a small  portion  of  this 
percentage. 

There  are  too  many  syndromes 
associated  with  microtia  to  list  in 
this  article.  Fortunately  most  are 
rare.  The  most  common  ones  in- 
clude hemifacial  microsomia  and 
OAV  (oculo-auriculo-vertebral  dys- 
plasia), which  included  Gold- 
enhar’s  Syndrome.  In  the  author’s 
experience,  the  theoretic  correla- 
tion between  microtia  and  renal  de- 
formities has  not  materialized. 

Abnormalities  of  the  middle  ear 


Figure  4 — Classic  microtia. 


vary  greatly  as  to  types  of  deformi- 
ties of  the  ossicular  chain  and  the 
external  auditory  meatus  as  well  as 
position  of  the  facial  nerve,  but  are 
consistent  in  that  the  hearing  loss 
is  largely  conductive.  Usually  mild 
cochlear  abnormalities  are  found 
by  CT,  and  the  sensorineural  com- 
ponent is  usually  functional.  Mid- 
dle ear  exploration  is  always  begun 
after  completing  the  external  ear  re- 
construction. In  bilateral  microtia, 
bone  conduction  hearing  aids  are 
utilized  until  the  middle  ear  recon- 
struction. With  unilateral  microtia 
the  decision  regarding  middle  ear 
exploration  is  made  only  after  a 
thorough  evaluation  of  the  hearing 
and  mastoid  pneumatization,  the 
needs  and  desires  of  the  patient, 
and  a review  of  the  expected  risks 
and  benefits.  Middle  ear  and  exter- 
nal ear  reconstruction  should  be 
planned  jointly  between  the  otolo- 
gist and  the  plastic  surgeon  in  order 
to  facilitate  an  optimal  outcome. 

Congenital  external  ear  recon- 
struction is  usually  started  about  5 
to  6 years  of  age  — just  before  the 
child  starts  the  first  grade.  This  is 
the  optimal  age  for  several  reasons: 
(1)  from  infancy  to  5 years  old  the 
facial  nerve’s  position  shifts  from  a 
susceptible  lateral-superior  posi- 
tion to  a safer  inferior  and  deep  po- 
sition; (2)  the  rib  cartilage  by  this 
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Stage  1 
Rib  Graft 


Hospital  stay — tw’o  to  three  days. 
Return  visit — seven  days  after 
surgery. 

Age  for  surgery — 5-6  years  old 
optimal  but  any  age  aftemards. 
Head  bandages  for  ten  days. 


Stage  2 
Earlobe 


Hospital  stay — outpatient  and 
discharged  same  day. 

Return  visit — stitches  removed 
after  one  week. 

When  for  surgery — minimum  /h'o 
months  after  first  stage. 


Stage  3 

Elevation  or 
Lifting 


Hospital  stay — admission 
overnight. 

Return  visit — one  week  after 
surgeiy. 

When  for  surgery — at  least  three 
months  after  stage  two  completed. 


Stage  4 
Tragus  & 
External 
Canal 


Hospital  stay — admission 
overnight. 

Return  office  visit — one  week  after 
surgeiy. 

When  for  surgery — at  least  three 
months  after  stage  three  completed. 


Figure  5 — Chart  for  external  ear  construction. 


age  has  grown  enough  to  allow  ad- 
equate working  material  for  ear  re- 
construction; (3)  the  rib  cartilage 
has  not  begun  the  ossification  pro- 
cess and  therefore  is  optimal  for 
carving;  (4)  in  the  unilateral  mi- 
crotia the  normal  ear  is  sufficiently 
grown  to  allow  it  to  be  used  as  the 
model  for  the  constructed  ear;  (5) 
psychologically,  the  child  has  not 
yet  been  exposed  to  the  trauma  of 
ridicule  and  embarrassment. 

History  and  experience  has  re- 
peatedly demonstrated  the  advan- 
tages of  autogenous  cartilage 


frameworks  over  silastic  framework 
implants.  Silastic  implants  uni- 
formly exhibit  a higher  extrusion 
rate  from  subsequent  or  concomi- 
tant infection  and  scarring.  An  arti- 
ficial glue-on  or  snap-on  ear  is  usu- 
ally  unacceptable  to  children 
because  of  the  problems  of  detach- 
ment, lack  of  sensation  of  the  ear, 
and  their  artificial  “look”  as  they 
do  not  blush  or  suntan. 

The  classic  total  ear  reconstruc- 
tion is  performed  in  four  stages 
spaced  2 to  3 months  apart  to  allow 


for  healing  (Figure  5).  Most  patients  i 
do  not  experience  significant  ear  i 
discomfort  with  any  of  the  stages,  j 
Blood  transfusions  are  not  re- 
quired, as  the  total  blood  loss  of  the 
four  procedures  is  60-80  mis.  Sports 
participation  is  limited  for  4V2-5 
weeks  in  children.  Normal  activity 
is  thereafter  encouraged  including 
football,  baseball,  and  soccer. 

Stage  one  — the  rib  graft  frame- 
work — is  itself  a three-part  proce- 
dure. First,  a pattern  of  the  normal 
ear  is  used  to  excise  precisely  the  , 
shape  and  quality  of  rib  cartilage 
with  the  correct  bend  needed  (Fig-  i 
ure  6).  At  the  same  time,  preserva-  ^ 
tion  of  the  perichondrium  at  the  ; 
time  of  removal  of  the  rib  as  well 
as  during  the  actual  carving  of  the 
detailed  framework  is  paramount 
for  optimum  graft  survival  and  pres-  ^ 
ervation  of  shape.  The  rib  pieces  i 
are  then  fashioned  into  a frame-  • 
work  to  match  in  size  and  shape 
the  pattern  made  from  the  opposite 
ear.  Even  with  extreme  caution,  as  . 
there  are  no  second  chances,  the  ' 
framework  carving  can  be  fabri- 
cated in  one  to  one-half  hours  with 
practice.  (The  author  did  200  carv-  ■ 
ings  before  his  first  patient’s  sur- 
gery). The  third  phase  is  to  remove 
the  vestigial  remnant,  make  an  ade- 
quate pocket  under  the  skin,  and  ' 
place  the  framework  in  the  optimal 
position  on  the  side  of  the  head  so 
that  it  is  symmetrical  to  the  other 
ear. 

The  second  stage  — earlobe 
transposition  — is  performed  not 
less  than  2 months  later  to  allow 
the  edema  to  subside.  This  stage  . 
can  be  quite  variable  in  detail  be- 
cause of  the  immense  variation  of 
the  vestigial  remnant.  Essentially, 
the  optimal  portion  of  the  remnant  ' 
is  transposed  posteriorly  and  ■ 
attached  to  the  inferior  aspect  of 
the  framewood  so  as  to  construct 
an  earlobe.  Then  the  remaining 
vestigial  remnant  is  excised. 

The  third  stage  — framework  ele- 
vation — constitutes  a three  dimen- 
sionalization  of  the  constructed  ear 
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by  separating  the  ear  from  the  skull 
and  creating  a retroauricular  space. 
Eyeglasses  can  thus  be  worn  in  the 
I normal  position,  and  one  can  bet- 
ter appreciate  the  details  of  the 
framework,  particularly  the  helix, 
after  the  procedure.  The  retroauric- 
I ular  space  is  lined  with  a skin  graft. 

! One  can  minimize  the  exposed 
j scar  and  skin  graft  by  scalp  flap  ad- 
vancement retroauricularly. 
j The  fourth  stage  — tragus  and 
i external  auditory  meatus  construc- 
! tion  — is  a consideration  after  one 
I has  consulted  with  the  family  and 
the  otologist  as  to  the  plans  for  mid- 
;dle  ear  construction.  It  is  a two-for- 
I one  procedure.  In  order  to  improve 
jthe  symmetry  of  the  two  ears,  a 
composite  graft  is  taken  from  the 
t concha  of  the  normal  ear  and  used 
do  construct  the  tragus  of  the  mi- 
' erotic  ear.  This  donor  site  is  tailored 
so  as  to  balance  the  appearance  of 
i the  ear  projection  from  the  mastoid 
: on  both  sides.  The  insertion  of  the 
composite  graft  thus  creates  a 
i pseudo  ear  canal  that,  although 
shallow  in  depth,  casts  a realistic 
. external  ear  canal  shadow  mimick- 
1 ing  the  contralateral  ear  canal. 

At  a minimum,  there  are  2 to  3 
I months  spaced  between  the  four 
stages  in  order  to  decrease  the 
I complication  rate  by  maximizing 
I the  blood  flow  as  well  as  insuring 
' the  aesthetic  planning  in  order  to 
, minimize  the  effects  of  the  scar  and 
edema.  These  timetables,  of 
course,  have  to  be  individualized, 
and  the  surgery  postponed  should 
delayed  wound  maturation/edema 
warrant  it. 

The  limiting  factor  in  many  cases 
of  congenital  ear  deformities  and 
' particularly  microtia  is  the  quantity 
and  quality  of  the  periauricular 
iskin.  With  good,  elastic,  non- 
. scarred  skin  there  is  a likelihood  of 
■!the  creation  of  a highly  acceptable 
ear  that  is  a close  facsimile  of  the 
real  thing  (Figures  7A-B).  In  con- 
' trast,  a scarred  ear  always  results  in 
a compromised  ear. 

Ear  construction  for  microtia  has 

1 


Figure  6 — Pattern  of  normal  ear  alongside  completed  rib  cartilage  graft 
for  size  and  contour  comparison  prior  to  insertion. 


Figures  7A-B  — (Left)  Preoperative  microtia  of  left  ear,  side  view;  (Right) 
after  three  stages  total  ear  construction  of  left  ear,  side  view. 


been  greatly  improved  in  the  last 
15  years.  From  an  era  in  which  the 
results  were  not  considered  worth 
the  complication  rate,  one  should 
now  expect  a carefree,  all  natural 
appearing  ear  with  a complication 
rate  less  than  1 percent  in  qualified 
hands. 

Correction  of  Traumatic 
Ear  Deformities 

Initial  treatment  of  traumatic  de- 
formities has  to  be  individualized 
for  each  patient.  Frequently,  the  ini- 


tial treatment  option  is  between  re- 
attaching the  avulsed  part  or  stor- 
ing it,  and  then  how  to  store  it 
without  compromising  the  recon- 
structive effort. 

Simple  reimplantation  is  almost 
always  doomed  to  failure  unless 
one  can  replant  the  ear  microvas- 
cularly  with  at  least  one  artery  and 
one  vein  anastomosed.  These  ves- 
sels are  very  difficult  to  identify, 
and  hence  it  was  not  until  1980  that 
Pennington  et  aP  first  reported  the 
successful  replantation  of  totally 


iDVEMBER  1991,  Vol.  80 




599 


avulsed  ears  using  microvasculari- 
zation. 

More  prosaic  methods  have 
been  successfully  used  for  large 
fragments  of  severed  ears.  Mlad- 
ick’s®  recommendation  is  a version 
of  the  pocket  principle  in  which  the 
severed  ear  is  first  dermabraded 
and  then  reattached  to  the  ear 
stump  and  inserted  into  a subcuta- 
neous pocket  under  the  post-  auric- 
ular skin  and  scalp.  Ten  to  14  days 
later,  the  ear  is  removed  from  the 
pocket.  It  then  reepithelizes  sponta- 
neously. Baudet’°  proposed  sacri- 
ficing the  posterior  ear  skin,  reat- 
taching the  severed  ear  to  the  ear 
stump  after  fenestrating  the  carti- 
lage and,  later  after  the  take  of  the 
severed  ear  is  secure,  elevating  the 
ear  and  placing  a skin  graft  retroau- 
ricularly. 

The  biggest  problem  with  either 
version  of  the  pocket  principle  is 
the  sequellae.  Complications  of 
healing,  which  frequently  occur, 
scar  the  post-auricular  skin,  making 
further  reconstructive  efforts  diffi- 
cult. Therefore,  one  has  to  balance 
the  chances  of  success  against  fruit- 
less efforts.  Considerations  should 
include  the  length  of  time  from  the 
injury  to  proposed  reattachment, 
ambient  temperature  of  the  avul- 
sed piece,  the  age  of  the  patient, 
and  the  condition  of  the  severed 
fragment  and  the  recipient  bed. 

In  the  vast  majority  of  ear  trau- 
mas, minimal  debridement  in  con- 
junction with  maximum  irrigation 
and  primary  closure  of  the  skin  and 
cartilage  with  6-0  monofilament  ny- 
lon and  5-0  absorbable  suture  re- 
sults in  the  most  optimum  out- 
come. Any  piece  of  ear  remaining 


Figures  8A-C  — (T op)  Traumatic  subto- 
tal loss  of  right  ear;  (Middle)  Rib  carti- 
lage graft  for  reconstruction  (intraopera- 
tive photo);  (Bottom  Left)  Immediate 
postoperative  rib  cartilage  graft  inser- 
tion; (Bottom  Right)  Three  months  after 
Stage  I rib  cartilage  graft  in  subtotal  trau- 
matic ear  loss  reconstruction. 


The  limiting  factor  in 
many  cases  of 
congenital  ear 
deformities  and 
particularly  microtia  is 
I the  quantity  and 
quality  of  the 
periauricular  skin. 


attached  should  be  preserved  and 
observed  closely.  Any  detached 
pieces  have  little  chance  of  suc- 
cessful reattachment  unless  the 
conditions  are  optimal;  that  is,  the 
piece  is  smaller  than  3 cm,  reattach- 
ment is  begun  within  2 hours,  and 
the  receptor  bed  is  undamaged. 

In  cases  where  segments  of  carti- 
lage have  lost  structural  support, 
cartilage  grafts  can  be  obtained 
from  several  sources  (large  seg- 
ments from  rib  cartilage  for  total 
ear  reconstruction),  but  in  most 
traumatic  partial  ear  losses  from 
conchal  cartilage  from  the  other 
ear  or  from  the  same  ear  (Figures 
8A-D). 

The  temporoparietal  fascial  flap 
bases  on  the  superficial  temporal 
artery  is  the  method  reserved  from 
severely  scarred  microtia  or  trau- 
matic cases.  The  scarred  tissue  is 
excised  and  the  flap  carefully  ele- 
vated and  turned  down  to  cover  a 
rib  cartilage  framework.  External 
skin  coverage  is  then  provided  by 
a skin  graft.  The  edema  can  take 
months  to  resolve. 

Smaller  Defects 

Brent”  has  categorized  the 
smaller  defects  into  four  categories: 
helical  rim  defects,  upper  one- 


third,  middle  third,  and  lower  third 
defects. 

Helical  Rim  Defects 

These  defects  can  be  repaired  by 
one  of  three  basic  methods.  Antia 
and  Buch”  described  a method  by 
which  both  ends  of  the  helix  are 
advanced.  Argamaso  and  Lewin” 
presented  a modification  of  this 
technique  for  larger  helical  rim  de- 
fects up  to  3 cm.  The  second  tech- 
nique is  used  with  the  post-auricu- 
lar mastoid  flap  with  or  without  a 
cartilage  graft.  One  also  needs  to 
consider  use  of  the  distal  tubed  flap 
in  selected  cases. 

Upper  Third  Defects 
There  are  five  methods  worth 
considering:  helical  advancement; 
use  of  a pre-auricular  flap;  Crikel- 
air’s  banner  flap  which  is  a post- 
auricular  flap  based  anteriorly  su- 
perior;” use  of  a post-auricular  mas- 
toid flap  with  cartilage  graft;  and 
Davis  flap,  or  rotation  of  an  anteri- 
orly attached  conchal  cutaneous 
composite  flap.” 

Middle  Third  Defects 

These  can  be  corrected  as  fol- 
lows: helical  advancement;  wedge 
resection  with  accessory  triangles; 
a composite  graft  preserving  a carti- 
lage strut  within  the  chondrocuta- 
neous  graft  for  structural  integrity; 
and  cartilage  graft  by  an  adjacent 
skin  flap  usually  from  the  post-au- 
ricular mastoid  skin. 

Lower  Third  Defects 

These  can  be  difficult  to  repair. 
One  is  almost  always  required  to 
integrate  a cartilage  structural  com- 
ponent into  the  reconstruction. 
Contralateral  conchal  cartilage  is 
most  common  for  smaller  defects 


and  rib  cartilage  for  larger  lower 
defects.  Either  needs  to  be  attached 
to  the  remaining  ear.  Usually  the 
cartilage  graft  is  placed  into  posi- 
tion during  the  first  procedure  and 
“elevated”  with  a post-auricular 
skin  graft  in  a second  procedure. 

Summary 

Both  traumatic  and  congenital 
ear  deformities  are  immensely  vari- 
able in  their  presentation  and  in  the 
surgical  problems  that  they  present. 
However,  many  of  the  surgical 
techniques  and  principles  are  ap- 
plicable to  both. 
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Scar  Revision  and  Dermabrasion 

Jimmy  L Dixon,  M.D.,  FAC.S. 


OUR  MOST  FUNDAMENTAL  defense 
against  the  external  environ- 
ment is  the  maintenance  and  repair 
of  our  integumentary  barrier  and 
structural  tissues  after  wounding. 
During  evolution  we  have  largely 
lost  the  ability  to  regenerate  com- 
pound tissues  and,  instead,  heal 
most  wounds  by  the  generation  of 
scar.  Wound  healing  by  scar  forma- 
tion is  an  evolutionary  endpoint  (or 
blind  alley),  the  end  results  of 
which  are  not  always  the  most  de- 
sirable solution  to  the  problem 
caused  by  wounding.  Patients  with 
pulmonary  fibrosis  and  rheumatic 
heart  disease  ultimately  die  as  a re- 
sult of  “misdirected”  attempts  at 
wound  healing  by  scar  formation. 
More  often,  the  undesirable  conse- 
quences of  wound  healing  can  be 
divided  into  functional  and  aes- 
thetic problems.  Any  attempt  at  scar 
revision  must  be  preceded  by  a 
thorough  understanding  of  wound 
healing. 

Historic  Perspective 

Historically,  the  entire  body  of  lit- 


During  the  Middle 
Ages,  infection  was  so 
prevalent  that  it  was 
felt  to  be  a prerequisite 
to  wound  healing,  and 
“laudable  pus”  from 
infected  wounds  was 
added  to  new  wounds 
to  shorten  the  overall 
process. 


erature  makes  remarkably  little  ref- 
erence to  a biologic  process  that 
is  so  elementary  to  our  existence. 
There  is  biblical  reference  to  the 
malady  called  lathyrism,  a weaken- 
ing of  the  tensile  strength  of  all 
newly  formed  collagen  after  the  an- 
imal has  consumed  sweet  peas 
containing  beta-aminoproprioni- 
trile  which  interferes  with  the  matu- 


Dr.  Dixon  practices  plastic  surgery.  Send  reprint 
requests  to  him  at  8 Tower  Medical  Park,  3215 
Shrine  Rd.,  Brunswick,  GA  31520. 


ration  of  collagen.  During  the  Mid- 
dle Ages,  wounds  were  immersed 
in  boiling  oil  for  hemostasis.  Infec- 
tion was  so  prevalent  that  it  was 
felt  to  be  a prerequisite  to  wound 
healing,  and  “laudable  pus”  from 
infected  wounds  was  added  to  new 
wounds  to  shorten  the  overall  pro- 
cess. Sir  James  Lind’s  classic  exper- 
iment in  1747  aboard  HMS  Salisbury 
with  a scurvy  laden  crew  compared 
all  popular  remedies  of  the  day  to 
the  results  of  the  ingestion  of  two 
oranges  and  one  lemon  each  day. 
“The  consequence  was  that  the 
most  visible  good  effects  were  per- 
ceived from  the  use  of  oranges  and 
lemons;  one  of  those  who  had 
taken  them  being  at  the  end  of  six 
days  fit  for  duty.  . . .”  Lind  had  un- 
knowingly discovered  that  ascorbic 
acid  (vitamin  C)  is  necessary  for 
the  hydroxylation  of  proline  to  hy- 
droxyproline  which  is  necessary  for 
polymerization  and  cross  linkages 
in  the  collagen  molecule.  During 
the  Napoleonic  wars,  the  great  mili- 
tary surgeon,  Ambrose  Pare,  noted 
that  the  wounds  healed  better  if 
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carefully  cleaned  and  dressed,  and 
boiling  oil  and  “laudable  pus’’ 
were  omitted.  As  late  as  the  Cri- 
mean War,  soldiers  with  abdominal 
wounds  were  not  submitted  to  op- 
eration, since  their  outcomes  were 
invariably  fatal  due  to  infection. 

The  next  step  forward  in  wound 
healing  was  the  discovery  of  patho- 
genic bacteria  and  the  apprecia- 
tion of  sepsis  in  trauma  and  aseptic 
technique  in  surgery  with  the  teach- 
ings of  Simmelweiss,  Lister,  etc.  The 
few  observations  made  in  the  surgi- 
cal literature  during  the  first  half  of 
this  century  were  largely  anecdotal. 
In  the  1960s,  Cohen  began  the  first 
accurate  characterizations  of  the 
phases  of  wound  healing.  In  1970, 
Peacock  and  Van  Winkle  pub- 
lished the  first  edition  of  their  book 
Surgery  and  Biology  of  Wound  Re- 
pair. The  first  giant  breakthrough 
occurred  in  the  early  1970s  with  the 
description  of  the  contractile  na- 
ture of  the  myofibroblast  by  Gabi- 
ani.  Since  that  time,  there  has  been 
a massive  amount  of  investigation 
and  discovery  in  the  area  of  wound 
healing. 

Current  Information 

Our  current  understanding  di- 
vides wound  healing  into  epider- 
mal, endodermal,  and  mesenchy- 
mal healing.  We  have  retained 
some  regenerative  capacity  in  epi- 
dermal and  endodermal  healing; 
however,  these  processes  are 
poorly  understood  by  most  physi- 
cians (e.g.,  Silvadine  inhibits  epi- 
thelial migration,  and  many  partial 
thickness  burns  are  converted  to 
full  thickness  by  its  inappropriate 
application).  Skin  loss  or  injuries 
above  the  epidermal  basement 
membrane  heal  without  scar  for- 
mation. Epidermal  healing  is  a 
combination  of  proliferation  of  epi- 
dermal cells  in  number  and  migra- 
tion toward  the  central  part  of  the 
wound.  These  occur  under  the  in- 
fluence of  many  factors  including 
wound  hormones,  and  they  exhibit 
contact  inhibition  or  the  decelera- 


tion and  cessation  of  proliferation 
and  migration  once  the  wound  is 
covered  by  epithelium. 

Injuries  deep  to  the  basement 
layer  but  not  through  the  dermis 
are  healed  by  a similar  process  but 
the  rete  apparatus  is  lost,  and  the 
regenerated  skin  loses  much  of  its 
resiliency  and  durability.  Skin 
wounds  deeper  than  the  dermis  are 
healed  by  mesenchymal  scar  cov- 
ered by  a tenuous  thin  epidermis. 


Although  our  workers’ 
compensation  law 
denies  it,  scars  suffer 
from  the  disability  of 
being  less  durable  than 
normal  skin  and  less 
able  to  withstand  the 
rigors  and  wear  and 
tear  of  everyday  living. 


Mesenchymal  healing  is  accom- 
plished by  the  production  of  scar 
tissue  and  is  responsible  for  most 
undesirable  effects  of  wound  heal- 
ing. Mesenchymal  healing  has 
been  divided  into  four  basic 
phases: 

1)  Hemostasic:  This  is  the  acute 
phase  occurring  within  a few 
minutes  with  platelet  aggrega- 
tion and  clot  formation,  build- 
ing a scaffold  within  the  wound 
space  to  facilitate  the  move- 
ment of  the  inflammatory  cells. 

2)  Inflammatory:  Debridement  of 
foreign  and  nonvital  material 
and  infection  control  are  char- 
acteristic of  this  phase.  There  is 
an  influx  of  granulocytes,  neu- 
trophils, lymphocytes,  and  mac- 
rophages over  48  hours.  Macro- 
phages help  with  ingestion  of 
foreign  material  and  elaborate  a 
chemical  factor  which  stimu- 
lates angiogenesis  and  the  pro- 


duction and  dedifferentiation  of 
fibroblasts. 

3)  Proliferatiue:  This  phase  usually 
occurs  over  one  to  two  weeks. 
There  is  deposition  of  ground 
substance  which  appears  to  in- 
fluence the  deposition  of  colla- 
gen which  follows.  Fibroblasts 
dedifferentiate  to  a more  primi- 
tive state,  elaborate  protocolla- 
gen, and  become  contractile 
cells  which,  under  the  influence 
of  wound  hormones  or  chal- 
ones,  attempt  to  minimize  any 
dermal  defect  by  contraction  of 
the  wound  edges. 

4)  Remodeling:  This  phase  occurs 
over  months  and  years  and  is 
characterized  by  both  collagen 
lysis  and  resynthesis.  Collagen 
fibrils  that  are  not  aligned  with 
the  lines  of  maximal  skin  ten- 
sion are  more  likely  to  be  lysed, 
and  resynthesis  is  most  likely  to 
occur  in  alignment  with  those 
lines,  with  a net  result  of  remod- 
eling or  realignment  of  the  fi- 
brils and  polymerization  and 
crosslinkage  of  the  fibers.  Other 
changes  include  a reduction  in 
the  amount  of  scar  collagen  and 
reduction  in  scar  vascularity 
with  a net  result  of  softening  and 
fading  of  the  bright  red  appear- 
ance of  the  healing  wound. 


Problem  Scars  £md  Their 
Solutions 

Scars  with  undesirable  features 
arise  primarily  from  the  following 
problems: 

1)  Scar  underproduction 

This  results  in  scars  that  are 
atrophic  and  sunken  below  the 
surface  of  the  surrounding  tis- 
sues and  may  cause  problems 
with  function  or  durability.  This 
kind  of  scar  generally  responds 
best  to  excisional  revision  with 
local  tissue  advancement  or 
with  geometric  rearrangement 
of  the  scar  relative  to  the  normal 
lines  of  the  skin. 
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2)  Scar  overproduction 

This  includes  hypertrophic  and 
raised  scars  which  are  sensitive, 
not  durable,  and  subject  to  un- 
usual trauma  in  the  normal 
wear  and  tear  of  tissue  function. 
Hypertrophic  scars  are  often 
confused  with  keloid  scars, 
which  is  a very  different  prob- 
lem. Both  of  these  scars  are 
amenable  to  scar  revision  and, 
in  some  cases,  may  be  amena- 
ble to  treatment  by  the  applica- 
tion of  pressure  and,  less  fre- 
quently, to  the  cautious 
administration  of  intralesinal  tri- 
amcinalone. 

3)  Scar  location  and  direction 
These  problems  arise  in  scars 
that  are  not  in  the  normal  lines 
of  the  skin  and  cause  abnormal 
contours  and  cast  abnormal 
shadows  under  overhead  light, 
a classic  example  is  a chicken 
pox  scar  or  sunken  acne  scar, 
which  casts  an  unusual  shadow. 
These  scars  may  be  amenable 
to  treatment  by  excision  or 
dermabrasion,  which  serves  pri- 
marily to  smooth  out  an  abnor- 
mal contour.  Less  frequently, 
synthetic  tissue  augmentation 
may  be  indicated,  as  with  in- 
jectable polysaccharide-autolo- 
gous fibrin  products.  Bovine 
collagen  has  enjoyed  a brief 
popularity;  however,  it  has  not 
proven  to  be  a lasting  solution 
to  this  problem. 

4)  Problems  with  wound/scar  con- 
traction 

These  scars  might  result  in  limi- 
tation of  the  range  of  motions  of 
joints,  or  limitation  of  the  range 


Mesencymal  healing  is 
accomplished  by  the 
production  of  scar 
tissue  and  is 
responsible  for  most 
undesirable  effects  of 
wound  healing. 


of  motion  of  eyelids,  lips,  or 
other  moving  tissues.  A classic 
example  of  a contractual  scar 
deformity  is  a trapdoor  defor- 
mity. This  problem  lends  Itself 
to  correction  by  rearrangement 
of  the  geometry  of  the  skin/scar 
interface  by  z-plasty,  w-plasty,  v 
to  y-plasty,  and  so  forth.  Some- 
times, interpositional  skin  grafts 
are  required  to  release  the 
wound  contraction,  especially 
when  it  interferes  with  the  range 
of  motion  of  a joint  such  as  the 
elbow  or  a finger. 

5)  Burn  scars 

Problems  arising  from  burn 
scars  result  from  a combination 
of  many  of  the  features  above 
and  generally  warrant  a sepa- 
rate designation  because  of  the 
extent  of  the  scar  and  the  multi- 
plicity of  symptoms.  The  most 
general  treatment  for  burn  scars 
is  pressure.  Burn  scars  exhibit  a 
remarkable  response  to  general- 
ized pressure,  as  with  custom- 
built  pressure  garments.  Recent 
research  has  indicated  some 
considerable  improvement  with 


the  use  of  occlusive  topical 
dressings,  such  as  silicone 
sheeting. 

6)  The  one  wound  process 

All  tissues  that  are  injured  or 
even  located  nearby  a wound 
participate  in  mesenchymal 
healing  with  a common  scar 
mass.  This  may  result  in  scar  sei- 
zure of  tendon  or  other  moving 
or  gliding  tissue  and  result  in  a 
limitation  of  range  of  motion  or 
limitation  of  normal  hand  func- 
tion. These  scars  not  only  re- 
quire surgical  intervention  but 
also  careful  planning  and  care- 
ful followup,  with  splinting  and 
early  motion  and  exercise  regi- 
mens. 

7)  Durability  of  scar 

Although  our  workers’  compen- 
sation law  denies  it,  scars  suffer 
from  the  disability  of  being  less 
durable  than  normal  skin  and 
less  able  to  withstand  the  rigors 
and  wear  and  tear  of  everyday 
living.  For  example,  the  trauma 
of  ultraviolet  light  injury  may  re- 
sult in  changes,  including  skin 
cancers,  that  are  due  to  re- 
peated ultraviolet  light  expo- 
sure. 


In  summary,  the  end  point  of  our 
reaction  to  wounding  is  a com- 
plex summation  of  these  processes. 
This  end  point,or  scar,  may  have 
undesirable  features,  and  any  at- 
tempt at  surgical  revision  must  be 
based  on  a thorough  understand- 
ing of  wound  healing. 
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Breast  Reconstruction  Following 
Mastectomy:  An  Update 
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The  increasing  incidence  of 
breast  cancer  in  American 
women  is  a disturbing  statistic  in  a 
country  that  prides  itself  on  medi- 
cal advancement.  While  we  con- 
tinue to  strive  to  identify  the  under- 
lying causes  of  breast  cancer  and 
the  reason  for  this  increase,  we 
must  continue  to  care  for  our  pa- 
tients who  present  with  this  disease. 
Our  last  report  to  this  Journal  was 
published  in  May  of  1987.’  This  arti- 
cle is  an  up-date  of  our  experience 
regarding  a number  of  issues  and 
options  in  the  field  of  breast  recon- 
struction after  mastectomy. 

In  the  1990s,  the  surgical  treat- 
ment for  breast  cancer  is,  in  gen- 
eral, either  lumpectomy  or  mastec- 
tomy. The  fear  of  mastectomy  can 
be  lessened  with  the  prospect  of 
breast  reconstruction  which  is  safe, 
soft,  natural,  and  trouble  free  over  a 
lifetime.  Once  questionable,  breast 
reconstruction  has  now  achieved 
such  a level  of  reproducibility  and 
safety  that  it  should  be  widely  of- 
fered to  those  patients  considering 
mastectomy.  Several  reasonable  re- 


Reconstniction  with  an 
implant-expander  is 
best  suited  to  women 
who  do  not  have  the 
motivation  or  time  for 
reconstruction  with 
autologous  tissue. 


constructive  options  exist  for  al- 
most every  patient,  and  these 
should  be  offered  with  due  consid- 
eration for  each  individuals’s  needs 
and  desires. 

Timing  of  the  Reconstruction 

There  is  no  ideal  time  interval  be- 
tween mastectomy  and  reconstruc- 
tion that  can  apply  to  every  patient. 
Some  factors  that  influence  the  tim- 
ing of  reconstruction  include  the 
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tice plastic  and  reconstructive  surgery.  Send  re- 
print requests  to  Dr.  Elliott,  975  Johnson  Ferry  Rd., 
Suite  500,  Atlanta,  GA  30342. 


Stage  of  the  disease,  the  desires  of 
the  patient,  and  the  judgment  of  the 
surgeon.  The  timing  of  reconstruc- 
tion is  basically  divided  into  two 
categories,  immediate  and  delayed. 
Immediate  reconstruction  refers  to 
breast  reconstruction  during  the 
same  operative  procedure  as  the 
mastectomy.  A delayed  reconstruc- 
tion is  that  procedure  which  is  per- 
formed after  the  healing  of  the  mas- 
tectomy wound. 

The  advantage  of  immediate  re- 
construction is  that  the  recon- 
structive procedure  is  performed  in 
a single  operation  and  during  the 
same  hospitalization  as  the  mastec- 
tomy. Immediate  reconstruction 
can  be  applied  to  practically  any 
patient  with  Stage  I disease  who  de- 
sires it.  In  some  cases,  however,  the 
patient’s  emotional  status  can  be 
the  deciding  factor  in  determining 
whether  immediate  or  delayed  re- 
construction is  the  best  choice.  In 
the  more  advanced  stages  of  the 
disease.  Stages  II  and  III,  immediate 
reconstruction  can  still  be  per- 
formed, since  evidence  has  shown 
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that  reconstruction  does  not  pro- 
long healing  time  or  delay  or  post- 
pone initiation  of  chemotherapy  or 
radiation.^  Furthermore,  several 
studies  have  indicated  that  patients 
who  have  had  immediate  breast  re- 
construction experience  less  anxi- 
ety and  depression  related  to  their 
mastectomy.^'* 

Some  women  may  select  de- 
layed reconstruction  because  they 
are  not  prepared  to  make  a deci- 
sion at  the  time  of  mastectomy, 
they  are  not  fully  informed  of  all 
options  available  at  the  time  of 
mastectomy,  or  there  is  inadequate 
time  prior  to  their  operative  date  for 
proper  preparation,  i.e.  autogenous 
blood  donation.  Delayed  recon- 
struction can  be  readily  performed 
during  the  same  hospitalization  as 
the  mastectomy  or  even  up  to  years 
following  the  mastectomy.  How- 
ever, most  delayed  reconstructions 
are  performed  soon  after  the  mas- 
tectomy wound  is  healed  or  after 
the  completion  of  chemotherapy  if 
this  is  indicated. 

Whether  the  patient  chooses  im- 
mediate or  delayed  breast  recon- 
struction, it  is  imperative  for  the 
plastic  surgeon  to  complete  the  re- 
construction as  expeditiously  as 
possible,  so  that  the  patient  can 
continue  with  her  life  and  not  be 
burdened  with  the  old  problems 
which  were  formerly  associated 
with  some  breast  reconstructions. 

Reconstruction  with 
Autogenous  Tissue:  TRAM 

The  transverse  abdominal  island 
flap  (TRAM)  is  now  well  estab- 
lished as  a realistic  means  of  trans- 
ferring tissue  from  the  lower  abdo- 
men to  the  anterior  chest  wall  for 
breast  reconstruction.®  *’  Skin  and 
fat  are  taken  from  the  lower  abdo- 
men in  a transverse  dimension,  and 
the  donor  site  is  closed  primarily 
with  a resulting  low  transverse  ab- 
dominal scar  (Figure  1-A).  The  tis- 
sue can  be  transferred  on  a long 
muscular  pedicle  based  superiorly 
(Figure  1-B)  or  as  a “free  flap”  in 


which  the  tissue  is  completely  de- 
tached from  the  abdomen  and  re- 


attached to  the  chest  with  the 
blood  supply  reconnected  to  the 


Figure  1 — The  schematic  representation  of  TRAM  procedure.  (Top  Left)  Abdominal  ' 
ellipse  with  superior  and  inferior  blood  supply.  (T op  Right)  Conventional  pedicled 
TRAM  flap.  Arrow  denotes  tunneling.  (Bottom  Left)  Microsurgical  ‘free  ’ TRAM  flap. 
Note  limited  muscle  defect.  Arrow  denotes  complete  detachment  and  reattachment 
of  TRAM  flap.  (Bottom  Right)  Postoperative  result. 
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^ 42-year-old  woman  with  right  modified  radical  mastectomy.  (Left)  Preoperative  markings  for  double  pedicle 

1 PAM  procedure.  (Right)  Two  years  postoperatwe  after  nipple/ areola  reconstruction  and  tattooing. 

Figure  3 (BoUom)  — 3 7-year-old  woman  with  intraductal  carcinoma  of  the  right  breast  for  mastectomy  with  skin  sparing  incisions 
and  immediate  reconstmction  with  a TRAM  flap.  (Left)  Preoperative  view  with  right  breast  biopsy  site.  (Right)  V/2  years 
postoperative  immediate  right  breast  reconstruction  and  secondary  nipple  areolar  reconstruction. 
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blood  vessels  in  the  axilla®  (Figure 
1-C).  The  pedicle  technique  in- 
volves transferring  tissue  from  the 
abdomen  to  the  chest  via  an  epigas- 
tric tunnel.  In  either  technique,  the 
abdominal  tissue  is  shaped  on  the 
chest  wall  to  simulate  an  ideal 
breast  or  the  breast  on  the  opposite 
side. 


Unique  Benefits 


1.  A silicone  implant  is  not  re- 
quired, therefore  the  breast  re- 
mains naturally  soft  over  the  pa- 
tient’s lifetime. 

2.  In  over  half  of  the  patients,  the 
shape  and  size  of  the  new  breast 
can  be  adjusted  to  produce  a 
natural  ptosis  that  matches  the 
opposite  breast  (Figures  2A-B). 

3.  This  method  of  reconstruction  is 
successful  in  a number  of  prob- 
lem cases  that  are  difficult  to 
manage  by  other  techniques, 
such  as  radical  mastectomy,  the 
irradiated  breast,  and  correcting 
previous  unsatisfactory  recon- 
structions. 


Figure  4 — 57-year-old  woman  with  bilateral  infiltrating  ductai 
carcinoma  and  bilateral  modified  radical  mastectomies.  (This] 
patient  was  shown  in  the  1987 MAG  Journal.^  (Top  Left)  Opera- 
tive plan  for  bilateral  TRAM  flap  reconstruction.  (T op  Right)  Early 
postop  view  of  bilateral  autogenous  tissue  reconsPvction  with 
TRAM  flaps  before  nipple  areolar  reconstruction.  (Bottom)  F/rc-j 
year  postoperative  view.  | 
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Indications  for  TRAM 

1.  Salvage  procedures  of  the 
breast  and  chest  wall. 

Extensive  bony  and  soft  tissue 
defects  of  the  chest  wall  resulting 
from  radical  procedures  for  breast 
cancer  can  be  constructed  with  the 
TRAM  flap,  often  with  spectacular 
results.  Frequently  these  extensive 
chest  wall  problems  are  accompa- 
nied by  heavy  radiation  damage 
and  even  frank  skin  ulceration  in 
some  patients.  These  patients  have 
no  other  reconstructive  options 
available  to  them  either  because 
the  latissimus  dorsi  muscle  is  de- 
nervated  or  because  other  proce- 
dures have  failed  to  correct  the 
problem.  The  TRAM  flap  can  pro- 
vide the  necessary  coverage  for  the 
most  extensive  defects  and  will  in- 
troduce revascularization  to  the 
area.  Many  of  these  patients  are 
those  who  have  undergone  a radi- 
cal mastectomy,  now  an  outdated 
method  of  treatment  for  breast  can- 
cer in  most  cases.  The  reconstruc- 
tion of  this  type  of  defect  requires 


The  advantage  of 
limmediate 

reconstruction  is  that 
the  reconstructive 
procedure  is  performed 
in  a single  operation 
and  during  the  same 
hospitalization  as  the 
mastectomy.  Several 
^dies  have  indicated 
that  patients  who  have 
immediate  breast 
jreconstruction 
[experience  less  anxiety 
and  depression  related 
to  their  mastectomy. 
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reproducing  the  missing  anterior 
axillary  fold,  filling  the  infraclavicu- 
lar  hollow,  and  at  the  same  time 
producing  a breast  that  will  match 
the  opposite  side.  As  a rule  of 
thumb,  it  takes  one  half  of  the  lower 
abdominal  flap  to  reconstruct  the 
infraclavicular  and  axillary  defect 
and  one  half  to  reconstruct  the 
breast.  It  is  very  important  that  both 
halves  be  well  vascularized.  There- 
fore, if  there  is  any  lower  abdomi- 
nal scarring  or  if  for  any  reason  the 
vasculature  to  the  distant  reaches 
of  the  flap  is  impaired,  the  overall 
blood  supply  should  be  enhanced 
by  performing  the  free  flap  tech- 
nique (Figure  1-C),  by  taking  two 
vascular  pedicles  for  the  one  flap 
(based  on  both  rectus  muscles),  or 
by  taking  the  flap  higher  on  the  ab- 
domen, where  the  blood  supply  to 
the  flap  is  more  reliable. 

2.  Reconstruction  of  the  modi- 
fied radical  mastectomy. 

There  are  a number  of  accept- 
able options  open  to  the  individual 
who  has  had  a modified  radical 
mastectomy.  These  include  tissue 
expansion,  implants,  the  latissimus 
dorsi  flap  with  or  without  implants, 
and  the  TRAM  flap.  Of  these,  the 
TRAM  flap  produces  the  most  re- 
markable results.  The  new  breast 
will  very  often  match  the  opposite 
side  and  will  have  a natural  shape 
with  permanent  softness.  In  the  set- 
ting of  immediate  reconstruction, 
skin-sparing  incisions  can  be  used 
in  performing  the  mastectomy.  This 
technique  may  preserve  most  of  the 
native  breast  skin,  yielding  a more 
natural  post-operative  result  (Fig- 
ures 3A-C). 

3.  Reconstruction  of  the  bilat- 
eral mastectomy. 

The  TRAM  flap  is  especially 
suited  to  bilateral  breast  recon- 
struction is  generally  done  basing 
the  flaps  superiorly  and  passing 
them  through  the  epigastric  tunnel, 
with  each  pedicle  carrying  one  half 
of  the  lower  abdominal  flap  (Fig- 
ures 4A-C).  It  can  also  be  done  as 
bilateral  free  flaps,  though  this  is  a 


somewhat  more  lengthy  proce- 
dure. Either  way,  this  is  a dramatic 
procedure  but  is  in  fact  extremely 
safe. 

4.  The  subcutaneous  mastec- 
tomy patient  with  silicone 
intolerance. 

A distressingly  large  number  of 
patients  have  significant  complica- 
tions following  subcutaneous  mas- 
tectomy with  silicone  implant  re- 
construction. Most  of  these 
individuals  have  had  multiple  at- 
tempts to  correct  the  problem  with 
the  same  disappointing  results. 
These  women  can  be  rehabilitated 
by  removing  the  silicone  implants 
and  placing  well  vascularized  au- 
togenous tissue  flaps  from  the 
lower  abdomen  into  the  subcuta- 
neous pocket. 

Disadvantages  of  TRAM 

1.  The  reconstructive  surgeon  may 
have  limited  experience  with 
this  procedure. 

2.  The  complication  rate  may  be 
higher  than  the  other  myocuta- 
neous  flaps  such  as  the  latissi- 
ums  flaps,  even  when  the  opera- 
tion is  properly  performed;  if 
improperly  performed,  the 
chance  of  a major  complication 
is  significant. 

3.  The  operation  is  probably  longer 
than  that  required  for  an  im- 
plant-expander reconstruction 
in  that  the  implant-expander  op- 
eration takes  1 to  2 hours  while 
the  TRAM  flap  reconstruction 
takes  3 to  4 hours.  In  addition, 
the  patient’s  hospitalization  with 
the  implant-expander  may  be 
overnight,  while  hospitalization 
with  the  TRAM  flap  procedure 
will  be  4 to  5 days.  If  either  pro- 
cedure is  done  in  the  immediate 
setting,  the  differences  are  not  as 
great,  since  patients  undergoing 
mastectomy  with  or  without  re- 
construction are  in  the  hospital 
at  least  2 to  3 days  postopera- 
tively  anyway.  Therefore,  the  im- 
plant-expander reconstruction 
would  be  in  the  hospital  2 to  3 
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Figure  5 — 40-year-old  woman  with  left  modifted  radical  mastectomy  for  prophylactic 
right  mastectomy  and  bilateral  reconstruction  with  LTTF  flaps. 

A.  Frontal  view  preoperatively. 

B.  Frontal  view  of  thighs  preoperatively. 


days  after  mastectomy  and  re- 
construction, and  the  TRAM  flap 
patient  would  be  in  the  hospital 
4 to  5 days  after  mastectomy  and 
reconstruction. 

Poor  patient  selection  is  the  lead- 
ing  cause  of  problems  with  the 
TRAM  procedure.  Conditions  that 


adversely  affect  the  operation  and 
increase  the  risk  of  complications 
are:  1)  the  presence  of  systemic  dis- 
ease such  as  diabetes  hyperten- 
sion, etc.;  2)  chronic  and  heavy 
smoking:  3)  obesity;  4)  malnutri- 
tion or  extreme  thinness;  5)  abdom- 
inal scars  that  divide  the  critical 


vascular  pedicle,  damage  the  ma-; 
jor  periumbilical  perforators,  oi 
cross  the  flap  so  that  adequate  tis- 
sue harvest  is  not  possible. 


Other  Autogenous 
Tissue  Choices 


Besides  the  abdomen,  the  lateral 
thigh  and  the  buttock  often  have 
adequate  amounts  of  tissue  for  use 
in  reconstructing  a new  breast.  Th 
lateral  transverse  thigh  flap  (LTTF) 
utilizes  excessive  (saddle-bag)  tis- 
sue for  transfer  to  the  chest  as  a free 
flap,  using  microvascular  anasto 
mosis  of  its  blood  supply  to  th4 
blood  supply  in  the  axilla/chest.^  i 
The  buttock,  or  gluteal  flap,  in- 
volves transfer  of  excess  skin  and 
fat  from  the  buttock  to  the  chest 
in  a method  similarly  described  for 
the  thigh  tissue.  Either  of  these  pro- 
cedures, LTTF  or  gluteal,  can  be' 
performed  unilaterally  or  bilater- 
ally (Figure  5AE).  While  the  TRAM| 
flap  remains  the  leading  choice  for 
autologous  tissue  breast  recon- 
struction, the  LTTF  and  the  gluteal 
options  can  be  selected  in  patients 
who  have  had  previous  TRAM  flaps 
or  who  have  appropriate  body  fat 
distribution. 


Reconstructioii  with  Silicone 
Implant-Expander 


A silicone  prosthesis  has  proven 
to  be  an  effective  tool  for  breast 
reconstruction  after  mastectomy. 
The  implant  insertion  after  mastec- 
tomy is  most  successful  after  subcu- 
taneous, simple,  and  modified  radi- 
cal mastectomies  when  tissue  on 
the  chest  wall  is  supple  and  ade- 
quate. The  tissue  expander  is  an- 
other type  of  silicone  device  which 
is  similar  in  shape  to  the  silicone 
implant  but  can  be  expanded  over 
time  by  percutaneous  saline  injec- 
tions to  gradually  enlarge  the  size  of 
the  reconstructed  breast.  The  tissue 
expander  allows  the  luxury  of  hav- 
ing multiple  options  in  breast  size 
and  avoiding  undue  stress  on  the 
overlying  skin  (Figure  6A-C). 
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5C.  (Left)  Postoperative  view  after 
bilateral  LTTF  reconstruction. 

5D.  (Bottom  Left)  Frontal  view  post- 
operative. Note  scant  amount  of  ab- 
dominal tissue. 

5E.  (Bottom  Right)  Right  lateral 
view  showing  donor  site  scar. 
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Figure  6 — 38-year-old  patient  with  biopsy  proven  lobular  carcinoma  of  left  breast. 
(T op)  Frontal  view  prior  to  bilateral  mastectomy  and  reconstruction  with  tissue  ex- 
panders. (Middle)  Frontal  view  after  bilateral  tissue  expander  insertion  and  expan- 
sion. (Bottom)  One  year  postoperative  after  bilateral  expander  reconstruction  and 
bilateral  nipple  areolar  reconstruction. 


Texturing  of  the  implant,  or  ex- 
pander, creates  a “rough”  surface 
on  the  device.  Use  of  this  surface 
over  the  past  several  years  has  dem- 
onstrated several  advantages:  1)  a 
lower  incidence  of  capsular  con- 
tracture or  firmness;  2)  a device 
that  will  remain  in  the  same  posi- 
tion without  shifting;  3)  a device 
that  usually  obviates  the  need  for 
significant  overexpansion  of  the 
capsule.  These  advantages  have 
led  to  a lower  incidence  of  neces- 
sity in  swapping  out  the  expander 
for  a permanent  implant  and  de- 
creased the  number  of  operations 
needed  for  tissue  expander  breast 
reconstruction. 

Reconstruction  using  implant-ex- 
panders provides  a relatively  sim- 
ple means  of  breast  reconstruction. 
The  surgery  can  be  performed  on 
an  outpatient  basis  when  done  as 
a delayed  procedure,  and  the  mor- 
bidity and  recovery  time  associated 
with  this  type  of  reconstruction  is 
minimal.  Reconstruction  with  an 
implant-expander  is  best  suited  to 
women  who  do  not  have  the  moti- 
vation or  time  for  reconstruction 
with  autogenous  tissue.  It  is  also  a 
good  choice  for  women  who  have 
medical  problems  that  prohibit  re 
construction  with  autogenous  tis- 
sue. Unfortunately,  there  are  signifi- 
cant problems  associated  with  this 
form  of  reconstruction  in  that  the 
body  can  form  dense  scar  tissue 
around  the  prosthetic  implant.  The 
texturing  of  implants  as  mentioned 
above,  though,  has  helped  to  de 
crease  the  incidence  of  this  prob- 
lem. 

Contraindications  to  reconstruc- 
tion using  an  implant-expander  are 
radical  mastectomy,  extremely 
tight  chest  wall  skin,  and  an  irradi- 
ated chest  wall.  In  these  cases,  an 
implant-expander  will  give  an  inad- 
equate restoration  and  an  unnatu- 
ral appearance,  and  there  is  a good 
possibility  that  the  implant  will 
erode  the  skin  pocket  and  become 
exposed. 
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While  the  TRAM  flap 
remains  the  leading 
choice  for  autologous 
tissue  reconstruction, 
the  LTTF  and  the 
gluteal  options  can  be 
selected  in  patients 
who  have  had  previous 
TRAM  flaps  or  who 
have  appropriate  body 
fat  distribution. 


Reconstruction  Using 
Latissimus  Dorsi 
Musculocutaneous  flap 

The  latissimus  dorsi  muscle  with 
an  overlying  skin  island  can  be  uti- 
lized to  carry  additional  soft  tissue 
to  the  chest  wall  in  breast  recon- 
struction. A recent  development  in 
this  flap  describes  the  recruitment 
of  overlying  fat  transferred  with  the 
latissimus  dorsi  muscle  such  that 
the  new  breast  can  be  recon- 
structed without  the  addition  of  an 
j implant.  The  other  option  is  the  pre- 
viously described  method  of  trans- 
ferring the  muscle  with  an  overlying 
skin  island  and  establishing  a 
breast  mound  with  an  underlying 
implant.  While  the  newly  described 
method  of  reconstructing  the 
breast  without  an  implant  using  the 
latissimus  dorsi  flap  has  the  advan- 
i tage  of  avoiding  an  implant,  it  does 
create  a more  significant  donor  de- 
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feet  on  the  back.  With  the  advent 
of  tissue  expanders  and  autoge- 
nous tissue  transfers,  the  latissimus 
dorsi  is  used  less  frequently.  How- 
ever, it  still  serves  a useful  role 
when  augmentation  of  the  soft  tis- 
sue of  the  chest  wall  is  needed,  ei- 
ther after  implant  surgery  or  after 
reconstruction  with  autogenous  tis- 
sue. 

Summary 

Breast  reconstruction  today  is  a 
realistic  and  vital  part  of  total  breast 
cancer  treatment.  All  physicians 
should  be  well  informed  on  current 
methods  of  reconstruction  so  that 
they  can  present  the  facts  to  their 
patients  in  an  encouraging,  yet  real- 
istic manner.  Recent  developments 
in  breast  reconstruction  after  mas- 
tectomy have  included  the  in- 
crease utilization  of  immediate 
breast  reconstruction  at  the  time  of 
mastectomy,  the  improvement  and 
refinement  of  the  TRAM  flap,  the 
increased  use  of  the  “free”  flap 
transfer  of  the  TRAM  flap  which  in- 
creases blood  supply  to  the  flap, 
texturing  of  implants  which  ap- 
pears to  increase  their  stability  on 
the  chest  wall  and  reduce  the  inci- 
dence of  capsular  contracture  or 
firmness,  and  the  introduction  of 
the  newer  autogenous  tissue  meth- 
ods including  the  LTTF,  gluteal, 
and  latissimus  dorsi  flaps. 

Plastic  surgeons  are  charged 
with  the  task  of  becoming  profi- 
cient in  breast  reconstruction  pro- 
cedures in  order  to  offer  the  mas- 
tectomy patient  a safe,  realistic 
facsimile  breast  that  will  be  trouble 


free.  Fortunately,  there  are  several 
good  options  for  restoring  the 
breast  after  mastectomy.  The 
method  of  reconstruction  should 
be  chosen  by  matching  the  desires 
of  informed  patients  with  the  indi- 
cations and  contraindications  in 
each  case. 

In  general,  silicone  reconstruc- 
tion is  expedient  and  satisfactory  in 
most  patients.  However,  it  cannot 
compete  with  autogenous  tissue 
transfer  for  severe  chest  wall  de- 
fects, covering  irradiated  areas,  cre- 
ating a large,  ptotic  breast,  or  pro- 
viding a natural  appearing,  soft 
breast  mount. 
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Breast  Augmentation: 
A Current  Controversy 


Kenna 


Introduction 

Breast  AUGMENTATION  mam- 
moplasty  has  proven  to  be  a 
popular  and  gratifying  operation 
for  women.  It  is  estimated  that  over 
2 million  women  in  the  United 
States  have  elected  to  undergo 
breast  enlargement.'  Nearly 
100,000  women  undergo  breast 
augmentation  each  year.  Since 
1981,  augmentation  mammoplasty 
I has  become  the  second  most  popu- 
ilar  cosmetic  procedure  with  an  in- 
crease of  24%.^ 

Candidates  for  breast  augmen- 
tation should  have  congenitally 
small  breasts  with  an  intrinsic  de- 
sire to  have  larger  breasts.  Some 
i women  perceive  themselves  as  less 
attractive  because  of  their  small 
i breasts  and  seek  this  surgery  as  a 
I means  of  overcoming  these  nega- 
tive feelings.  Breast  augmentation 
i gives  the  patient  immediate  self- 
I gratification  with  a dramatic  im- 
ji  provement  in  body  image.  Shipley 
found  that  women  with  augmented 
breasts  rated  their  breasts  in  a more 
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positive  manner  after  surgery.^ 
Breast  augmentation  should  only 
be  performed  on  a patient  who  has 
an  intrinsic  motivation  for  having  it 
done  and  not  on  the  insistence  of 
others.  The  vast  majority  of  these 
women  are  happy,  especially  if 
there  is  a preoperative  understand- 
ing of  the  risks  and  benefits  of  the 
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surgery.  The  major  complication  of 
breast  augmentation  is  a scar  (cap- 
sular) contracture  around  the  im- 
plant. This  scar  can  contract  caus- 
ing moderate  discomfort  and 
hardness  of  the  breast. 

All  breast  implants  are  made  of 
silicone.  Silicone  has  generally 
been  thought  to  be  biologically  and 
chemically  inert.  Recently  there 
have  been  some  questions  about 
the  carcinogenicity  of  silicone  and 
polyurethane  in  addition  to  the  pos- 
sible development  of  autoimmune 
disorders.  Many  physicians  are  con- 
cerned about  a possible  delay  of 
detecting  breast  cancer  by  mam- 
mography in  a patient  that  has 
been  augmented  with  a silicone  im- 
plant. 

The  Controversy 

The  nature  of  the  present  contro- 
versy is  not  whether  breast  augmen- 
tation  is  a good  operation,  but 
whether  breast  implants  are  safe. 
Until  recently,  the  question  of 
safety  did  not  arise  because  sili- 
cone was  considered  biologically 
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Figure  1 — A smooth-wall  elastomer,  silicone-gel  filled  implant. 


and  chemically  inert.  Breast  im- 
plants were  “grandfathered”  under 
the  Medical  Devices  Act,  and  no 
biocompatibility  studies  were  of- 
fered to  the  Food  and  Drug  Admin- 
istration. “Due  to  safety  concerns 
about  silicone  gel-filled  breast  im- 
plants, the  FDA  is  requiring  manu- 
facturers to  provide  scientific  data 
demonstrating  their  safety  and  ef- 
fectiveness.”'’ The  FDA  has  6 
months  after  the  submission  date  of 
July  9,  1991,  to  study  the  data  and 
render  a decision  to  the  safety  of 
silicone  breast  implants. 

To  understand  the  controversy  it 
is  important  to  look  at  the  architec- 
ture of  breast  implants.  All  breast 
implants  have  two  structures:  the 
outer  shell  and  the  inner  contents. 
Silicone  is  used  in  either  one  or 
both  structures.  The  outer  shell  or 
envelope  of  silicone  implants  may 
have  a smooth-wall  (elastomer)  or 
a textured,  rough  surface.  The  poly- 
urethane implant  has  a textured 
polyurethane  surface.  The  smooth- 
wall  silicone-gel  implant  was  intro- 
duced by  Cronin  and  Gerow  in 
1962^  and  is  the  major  implant  used 
for  breast  augmentation  (Figure  1). 


The  major  complication 
with  breast 
augmentation  is  a tirm 
scar  (capsular) 
contracture  around  the 
implant  which  can  be 
palpable  and  hard.  The 
incidence  is  ...  as  high 
as  50%. 


The  major  complication  with 
breast  augmentation  is  a firm  scar 
(capsular)  contracture  around  the 
implant  which  can  be  palpable  and 
hard.  The  incidence  is  variable  but 
has  been  reported  to  be  as  high  as 
50%.®  There  is  a physiologic  wall- 


ing-off of  the  implant  with  scar  tis- 
sue which  may  or  may  not  become 
firm  by  contracting  around  the  im- 
plant. Theories  as  to  the  etiology  of 
the  contracture  remain  unclear. 

Numerous  attempts  to  alter  the 
constricting  scar  include  place- 
ment of  the  implant  in  a submuscu- 
lar  pocket  (opposed  to  submam- 
mary placement),  the  use  of 
steroids  in  the  pocket  or  implant, 
and  the  use  of  antibiotic  foam  or 
antibacterial  agents  in  the  pocket. 

Another  solution  to  the  scar  con- 
tracture problem  was  the  introduc- 
tion of  the  polyurethane  foam  im- 
plant by  Ashley  in  1972  as  an 
alternative  to  the  smooth-wall  sili- 
cone implant'  (Figure  2).  Several 
clinical  studies  have  shown  that 
scar  contracture  can  be  signifi- 
cantly decreased  by  the  use  of  poly- 
urethane implants.*  ® The  bioactiv- 
ity (tissue  reaction)  of  the 
polyurethane  and  the  reticulated 
surface  of  the  implant  seem  to  en- 
hance the  ingrowth  of  the  peripros- 
thetic  tissue  into  the  implant  de- 
creasing the  risk  of  capsular 
contracture.  Should  a capsule 
form,  the  ingrowth  of  the  tissue  into 
the  polyurethane  foam  makes  it  dif- 


ficult to  remove.’®  Hester  has  had 
vast  clinical  experience  (1983- 
1991)  with  an  improved  polyure- 
thane foam  implant,  and  he  states 
that  there  is  a “chronic  and  charac- 
teristic foreign-body  response.””! 
This  chronic  response  along  with 
the  reticulated  surface  of  the  poly-| 
urethane  is  probably  responsible 
for  less  capsular  contractures,  thus 
softer  breasts.  Approximately  10% 
of  all  implants  that  have  been  used 
for  breast  augmentation  or  breast 
reconstruction  have  been  polyure- 
thanes. 

On  April  17,  1991,  Surgitek  ( a 
subsidiary  of  Bristol-Myers 
Squibb  Company)  voluntarily  with- 
drew the  polyurethane  implant. 
The  manufacturer  removed  this 
breast  implant  from  the  market  be- 
cause of  negative  publicity.  The 
reason  for  concern  is  the  possibility 
of  the  carcinogenicity  of  a by-prod- 
uct of  polyurethane,  2,4  Toluene 
Diamine  (TDA).  The  chemical  deg- 
radation in  vitro  of  TDA  is  question- 
able, since  the  polyurethane  was 
subjected  to  drastic  conditions, 
such  as  extreme  pressures,  high 
temperatures,  and  pH  values  not 
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Figure  2 — A polyurethane  foam  shell,  silicone-gel  filled  implant. 


compatible  with  life.’^  Szycher  per- 
formed in  vitro  tests,  simulating 
physiologic  conditions  as  closely  as 
possible  and  reported:  1)  TDA  was 
formed  for  the  first  4 days,  reaching 
a maximum  of  8.3  parts  per  million. 
2)  After  the  initial  burst,  no  further 
TDA  was  observed  within  the  limits 
of  the  detection  of  the  experiment 
(10  parts  per  billion).  “Based  on 
standard  risk  assessment,  this 
amount  of  TDA  translates  into  a risk 
of  developing  cancer  of  one  in  four 
hundred  million.”’'* 

A recent  development  in  breast 
implants  is  the  textured  silicone 
shell  (Figure  3).  It  has  been  hypoth- 
’ esized  that  by  eliminating  the  un- 
wanted bioactivity  of  the  polyure- 
■ thane  and  texturing  the  surface  of 
j a silicone  breast  implant,  one  might 
: possibly  eliminate  the  complica- 
j tion  of  a scar  contracture,  thus  pro- 
ducing  a more  biocompatible 
breast  implant.  Caffee  found  in  an 
! experiment  using  New  Zealand 
j white  rabbits,  that  roughening  the 
I surface  of  the  silicone  elastomer 
not  only  did  not  reduce  contracture 
but  also  greatly  increased  it.'^  A tex- 
tured silicone  implant  will  cause  a 


foreign-body  response  just  like  a 
smooth  elastomer,  so  further  clini- 
cal studies  are  needed. 

The  inner  contents  of  a breast  im- 
plant is  either  a silicone-gel  or  sa- 
line. Silicone-gel  is  the  most  com- 
mon filler  for  breast  implants.  The 
silicone-gel  is  a medical-grade  gel 
with  a high  viscosity.  Most  of  the 
current  silicone  implants  are  re- 
ferred to  as  “low-bleed”  which 
means  that  there  is  a reduced  es- 
cape of  silicone  through  the  enve- 
lope. 

Saline  implants  are  inflated  by 
the  surgeon  at  the  time  of  the 
operation,  and  consequently  the 
volume  can  be  easily  adjusted.  The 
early  saline  implants  lost  favor  with 
the  public  because  they  would  de- 
flate rather  easily  and  reoperation 
would  become  necessary.  Better 
silicone  envelopes  have  now  re- 
sulted in  a lower  deflation  rate,  but 
the  early  reputation  of  the  inflat- 
ables  continues  to  plague  this  im- 
plant. 

Human  carcinogenicity  is  a ma- 
jor concern  of  breast  augmen- 
tation. There  is  no  evidence  that 


silicone  elastomers  produce  neo- 
plasms in  humans.'®  In  an  epidemi- 
ologic study,  Deapen  concludes 
that  breast  implants  do  not  appear 
to  increase  the  risk  of  breast  cancer 
nor  hinder  detection.’^  After  breast 
augmentation  mammoplasty,  the 
importance  of  self  breast  exams 
and  mammograms  are  stressed. 

Mammography  is  an  important 
tool  for  the  early  detection  of  breast 
cancer.  The  fine  calcifications  asso- 
ciated with  neoplasms  of  the  breast 
are  detected  much  earlier  with 
mammography  than  with  breast 
exam  alone.  Baseline  mammogra- 
phy prior  to  breast  augmentation  is 
important.  Periodic  mammograms 
after  augmentation  are  also  im- 
portant, even  though  it  is  more  diffi- 
cult to  get  a good  study  with  an 
implant  pressing  on  the  breast  tis- 
sue. It  has  been  known  for  some 
time  that  compression  of  the  breast 
tissue  by  the  implant  distorts  the 
fine  trabecular  pattern  of  the  breast 
and  may  obliterate  small  calcifica- 
tions.’® Gumucio  has  suggested  that 
a more  radiolucent  implant  is 
needed,  but  finding  such  material 
is  not  an  easy  task.’^ 

A radiolucent  implant  would,  of 
course  be  an  ideal.  The  problem  is 
to  find  the  flawless  implant 
material.  To  satisfy  all  needs  of  the 
perfect  device,  the  material  should 
have  the  biocompatibility  and 
consistency  of  autogenous  fat,  the 
strength  of  stainless  steel,  the 
immunogenicity  of  distilled  water, 
the  teratogenicity  of  abstinence,  the 
carcinogenicity  of  vitreous,  the 
radiolucency  of  air,  and  as  an 
extra  accommodation,  the  size 
adjustability  of  erectile  tissue. 

Autoimmune  disorders  after 
breast  augmentation  is  a re- 
cent concern.  There  are  isolated 
case  reports  in  the  literature  sug- 
gesting a causal  relationship  be- 
tween silicone  implants  and  con- 
nective tissue  disorders. The 
term  “human  adjuvant  disease”  is 
the  name  given  to  a group  of  ill- 
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Figure  3 — A textured  silicone  shell,  silicone-gel  filled  implant. 


defined  autoimmune  disorders 
caused  by  exposure  to  silicone- 
containing  materials.^'*  Human  ad- 
juvant disease  may  well  be  an  inap- 
propriate term,  since  no  true  clini- 
cal entity  has  ever  been  defined  to 
fit  this  term.^^  There  are  no  land- 
mark studies  that  show  that  the 
prevalence  of  connective  tissue  dis- 
orders are  increased  in  women 
with  augmented  breasts  vs.  women 
in  general.  Based  on  the  relatively 
small  numbers  of  reported  cases  of 
scleroderma  to  date  from  the  total 
numbers  of  women  with  silicone 
breast  implants,  the  risk  of  sclero- 
derma does  not  appear  to  be  in- 
creased.^® 


Summary 

Breast  augmentation  remains  a 
popular  aesthetic  procedure.  Even 
with  the  current  negative  publicity, 
breast  augmentation  continues  to 
be  a widely  accepted  procedure. 
The  materials  that  make  up  the 
breast  implants  have  been  in  use 
for  over  20  years  with  only  minimal 
complications.  Scar  contractures 
continue  to  be  the  major  complica- 


tion with  this  surgery.  A causal  rela- 
tionship between  silicone  breast 
implants,  neoplasms  of  the  breasts, 
or  autoimmune  diseases  have  not 
been  demonstrated  in  experimen- 
tal studies  on  humans.  Scientific 
data  presented  to  the  FDA  will  de- 
termine if  silicone-containing  prod- 
ucts will  continue  to  be  used  for 
implantation.  There  is  enough  con- 
cern among  some  physicians  and 
patients  that  many  are  now  turning 
to  saline  implants.  Some  of  the  pa- 
tients do  not  entertain  the  idea  of 
saline  implants  because  of  the  inci- 
dence of  deflation  and  reoperation. 

Silicone  may  not  be  the  perfect 
implantable  substance,  but  no 
other  material  has  been  manufac- 
tured to  replace  this  implant  in  the 
last  20  years.  Until  a better  material 
is  produced,  silicone  is  the  breast 
implant  of  choice. 
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Introduction 

SIGNIFICANT  advances  and  refine- 
ments in  breast  reconstruction 
have  been  achieved  over  the  last 
decades  so  that  aesthetically  ac- 
ceptable soft  reconstructed  breasts 
which  match  the  opposite  side  may 
be  offered  women  undergoing  mas- 
tectomy. A variety  of  techniques 
with  varying  degrees  of  complexity 
jare  available  (Figure  1)  ranging 
'from  the  insertion  of  an  implant  to 
' complex  microsurgical  tissue  trans- 
|:plantation  (free  flap).  The  use  of 
expanders  and  implants  represents 
lithe  simplest  method.  Next  on  the 
[“Reconstructive  Ladder”  are  the 
pedicled  flaps,  the  latissimus  dorsi, 
|iand  transverse  rectus  abdominis 
j(TRAM)  musculocutaneous  flaps 
[which  entail  the  transfer  of  pedi- 
[cled  tissue  from  the  back  or  lower 
jiabdomen  for  breast  reconstruction. 
jMicrosurgical  composite  tissue 
transplantation  or  free  flaps,  repre- 
senting the  most  complex  method 
I of  breast  reconstruction,  entails  the 
transfer  of  distant  tissue  through 
isolation  of  the  vascular  pedicle,  di- 


The  most  important 
factor  indetermining 
success  or  failure  of  a 
free  flap  is  the  choice 
of  recipient  vessels. 


vision  of  the  vascular  pedicle  in  the 
donor  site,  and  revascularization 
through  microsurgical  anastomosis 
to  recipient  vessels  in  the  breast  re- 
gion. 

The  choice  of  reconstructive 
method  is  based  on  the  patient,  her 
opposite  breast,  the  mastectomy 
defect,  and  the  plastic  surgeon  who 
will  select  the  fastest,  safest  method 
which  will  create  an  aesthetic 
breast  matching  the  opposite  side. 
The  selection  process  starts  with 
the  first  rung  of  the  reconstructive 
ladder,  with  the  surgeon  only 
climbing  to  the  next  rung  if  the  ob- 
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jectives  cannot  be  met  on  the  lower 
rungs  of  the  ladder. 

Free  tissue  transfer  breast  recon- 
struction offers  a wider  range  of  do- 
nor tissues.  The  expected  results  of 
a soft,  natural  feeling  breast  and  ac- 
ceptable donor  defect  come  only 
with  considerable  surgical  exper- 
tise and  experience.  These  proce- 
dures are  not  for  the  patient  desir- 
ing a rapid,  simple  reconstruction 
or  for  the  inexperienced  surgeon. 

The  most  widely  utilized  free  flap 
donor  sites  for  breast  reconstruc- 
tion are  the  TRAM  and  gluteus  max- 
imus  musculocutaneous  flaps. 
They  offer  an  acceptable  donor  site 
and  substantial  tissue  for  breast  re- 
construction. 

Historical  Aspects 

Holmstrom'  introduced  the 
lower  transverse  rectus  abdominis 
musculocutaneous  (TRAM)  free 
flap  in  1 979.  Prior  to  this,  the  contra- 
lateral latissimus  dorsi  and  groin 
flap  had  been  employed  as  free 
flaps  for  breast  reconstruction. 
Both  yielded  a thin  flap  and  re- 
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Figure  1 — Breast  Reconstruction  Ladder 


quired  a prosthetic  implant  to  aug- 
ment the  reconstruction. 

Fujino^  described  the  superior 
gluteus  maximus  myocutaneous 
flap.  This  flap,  further  refined  by  Le 
Quango  to  involve  the  inferior  half 
of  the  muscle,  provided  another  op- 
tion for  reconstruction  with  abun- 
dant autologous  tissue  and  obvi- 
ated the  use  of  an  implant.  Other 
free  flaps  evolved  to  utilize  excess 
lateral  thigh  tissue  (tensor  fascia 
lata  flap)'*'^  and  upper  medial  thigh 
tissue  (free  gracilis  musculocuta- 
neous flap).® 

Patient  Selection 

The  success  rate  for  free  tissue 
transfer  exceeds  98%  overall.^  The 
surgeon  performing  free  tissue 
transfers  for  breast  reconstruction 
should  meet  or  exceed  these  ex- 
pectations. Reconstruction  with  im- 
plants and  pedicled  flaps  are  the 
standard  in  most  institutions  and 
yield  acceptable  results.  Microsur- 
gical  breast  reconstruction  should 
not  be  undertaken  without  a surgi- 
cal team  that  is  proficient  in  free 
tissue  transfer  and  performs  micro- 
surgical  breast  reconstruction  on  a 
regular  basis. 

The  patient  candidate  for  micro- 
surgical  breast  reconstruction 
should  be  in  at  least  fair  general 
health.  She  should  have  a good 
prognosis  and  few  risk  factors  for 
local  recurrence.  Elements  affect- 
ing microcirculation  such  as  poly- 
cythemia and  smoking  should  be 
corrected.  We  require  patients  who 
are  smokers  to  stop  smoking  10 
days  prior  to  surgery  and  refrain  for 
at  least  3 weeks  postoperatively. 

Patients  referred  for  microsurgi- 
cal  breast  reconstruction  often  are 
“salvage”  cases.  Radionecrosis  of 
the  chest  wall,  brachial  plexus  neu- 
ropathy, failed  attempts  at  recon- 
struction with  local  tissues  are  typi- 
cal indications  for  free  flaps.  These 
patients  frequently  have  no  other 
reconstructive  options,  and  opera- 
tive risk  factors  must  be  interpreted 
in  this  context.  Large,  reliable  flaps 


are  preferred  in  these  situations, 
e.g.,  the  TRAM  flap,  contralateral  la- 
tissimus  dorsi,  and  omentum.  A 
second  patient  population  selected 
for  microsurgical  breast  reconstruc- 
tion are  those  patients  in  whom  it 
is  felt  free  tissue  transfer  will  pro- 
vide a superior  result  and  satisfy  pa- 


tient preferences.  Although  im- 
plants and  pedicled  flaps  would 
provide  an  acceptable  reconstruc- 
tion, free  tissue  transfer  is  selected 
for  the  advantages  inherent  in  the 
procedure.  In  our  experience,  free 
TRAM  or  gluteus  breast  reconstruc- 
tion results  in  a softer  breast  and 
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Figure  3 — (Left)  A 60-year-old  woman  following  mastectomy.  (Right)  Free  TRAM 
breast  reconstruction. 


ishorter  hospitalization  than  supe- 
Irior  pedicle  TRAM  reconstruction. 

! Again,  these  free  tissue  transfers 
usually  alleviate  the  need  for  im- 
plants. 

\ 

1 Flap  Anatomy  and 
Surgical  Technique 

Matching  a patient  with  an  ap- 
propriate free  flap  for  breast  recon- 
struction depends  on  an  under- 
standing of  anatomy  and  the 
technical  demands  involved  in 
transferring  each  distant  flap.  This 
fund  of  knowledge  also  allows  the 
surgeon  to  better  educate  each  pa- 
tient candidate  for  microsurgical 
breast  reconstruction.  Patient  pref- 
erences as  to  donor  site,  placement 
of  scars,  and  complexity  of  recon- 
'struction  contribute  to  flap  selec- 
ition. 


TRAM  Free  Flap 

The  blood  supply  of  the  lower 
abdominal  skin  and  subcutaneous 
tissues  is  based  on  perforating 
branches  of  the  deep  inferior  epi- 
gastric artery  (DIEA)  and  superfi- 
cial inferior  epigastric  artery 
(SlEA).  A free  flap  of  the  entire 
lower  abdominal  ellipse  of  skin  and 
[subcutaneous  tissues  can  be  based 
:on  either  of  these  vessels  (Figure 
2).  The  TRAM  free  flap  is  based  on 
ithe  DIEA  with  blood  flow  carried 
jjthrough  periumbilical  perforators 
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of  the  rectus  abdominis  to  the  skin. 
The  inferior  epigastric  pedicle  typi- 
cally measures  7 to  10  cm.  in  length 
with  a diameter  of  2 to  4 mm.  The 
pedicle  is  dissected  from  the  exter- 
nal iliac  vessels  to  the  point  of  en- 
trance into  the  rectus  abdominis.  A 
small  (7x5  cm)  block  of  muscle 
is  included  with  the  flap  from  the 
lower  third  of  the  rectus  abdominis. 
The  amount  of  muscle  taken  is 
small  and  results  in  minimal  func- 
tional disturbance.  We  prefer  to 
base  the  free  TRAM  flap  on  the  con- 
tralateral rectus  muscle  and  DIEA 
with  respect  to  the  breast  being  re- 
constructed. This  flap  is  our  first 
choice  in  the  patient  with  excess 
lower  abdominal  tissue.  The  re- 
sulting donor  defect,  an  abdomi- 
noplasty, is  a bonus  for  the  patient. 

The  most  important  factor  in  de- 
termining success  for  failure  of  a 
free  flap  is  the  choice  of  recipient 
vessels.  Our  preference  is  to  expose 
the  thoracodorsal  vessels  and  iden- 
tify the  collateral  branch  to  the  ser- 
ratus  muscle.  This  crossing  branch 
is  the  first  choice  for  anastomosis 
as  it  preserves  the  pedicle  to  the 
latissimus  dorsi  for  theoretical  use 
as  a pedicled  flap.  If  the  crossing 
branch  is  scarred  from  prior  dissec- 
tion or  otherwise  unsuitable,  explo- 
ration proceeds  proximally  along 
the  thoracodorsal  vessels  to  the  cir- 
cumflex scapular  and  subscapular 


vessels.  If  none  of  these  segments 
are  available,  an  anastomosis  may 
be  performed  end-to-side  to  the  ax- 
illary vessels.  The  axillary  and  sub- 
scapular system  are  the  preferred 
recipient  vessels;  however,  the  in- 
ternal mammary  artery  has  been 
utilized,  but  requires  resection  of 
costochondral  cartilage  for  expo- 
sure. The  vena  comitans  of  the  in- 
ternal mammary  artery  is  often  not 
of  adequate  caliber,  and  a vein 
graft  or  downturn  of  the  external 
jugular  vein  may  be  required. 

Before  flap  transfer,  the  micro- 
scope is  brought  into  the  field 
and  used  for  final  evaluation  of  the 
vessels.  The  deep  epigastric  artery 
and  vein  are  then  divided,  the  ves- 
sels are  irrigated  with  heparinized 
saline,  and  the  flap  is  transferred  to 
the  chest  wall  where  it  is  temporar- 
ily secured.  The  flap  is  positioned 
for  an  optimal  aesthetic  result.  If  in 
this  position  pedicle  length  is  inad- 
equate, vein  grafts  may  be  re- 
quired. This  is  rarely  necessary  in 
our  experience  with  TRAM  flaps, 
but  more  commonly  required  with 
gluteal  flaps. 


The  TRAM  flap  has 
emerged  as  the 
standard  for  free  flap 
breast  reconstruction 
with  its  abundant  tissue 
and  long  pedicle 
length. 


The  anastomosis  is  usually  per- 
formed end-to-end  with  the  circum- 
flex scapular,  subscapular,  or  thora- 
codorsal vessels  and  end-to-side  if 
using  the  axillary  vessels.  For  any 
significant  discrepancy  in  size  be- 
tween recipient  and  flap  vessels,  an 
end-to-side  anastomosis  is  per- 
formed. Prolene  sutures  of  9.0  or 
10.0  are  used. 
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Figure  4 — Free  inferior  gluteal  flap  based  on  right  IGA  pedicle. 


Dextran  40  in  saline  is  given  as 
a 30  cc  bolus  when  microvascular 
clamps  are  released  upon  complet- 
ing the  anastomoses  and  continued 
at  30  cc/h  for  4 days.  The  patient  is 
also  given  a 1 gm  dose  of  methyl- 
prednisolone  at  the  time  of  clamp 
removal. 

After  abducting  the  extremity 
and  observing  the  pedicle  for  any 
kinks,  the  flap  is  inset  and  shaped. 
The  free  TRAM  flap  has  an  inferior 
pedicle  directed  towards  the  axilla 
and  is  usually  inset  in  an  oblique 
or  transverse  manner.  The  side  with 
the  rectus  muscle  block  and  pedi- 
cle is  usually  lateral.  Portions  of  the 
flap  are  resected  or  deepithelia- 
lized  as  required  to  match  the  op- 
posite breast.  Closed  suction  drains 
are  placed  in  the  axilla  and  be- 
neath the  breast  reconstruction 
(Figure  3). 

Superior  pedicle  TRAM  recon- 
struction may  necessitate  the  use 
of  a prosthetic  mesh  for  closure  of 
abdominal  fascia.  As  only  a small 
piece  of  rectus  muscle  and  fascia 
are  harvested  with  a free  TRAM 
flap,  the  abdominal  fascia  is  closed 
directly.  An  abdominal  plication  is 


performed  and  the  umbilicus  repo- 
sitioned prior  to  abdominal  skin 
closure. 

SIEA 

The  lower  abdominal  ellipse  of 
skin  and  subcutaneous  tissues  may 
be  based  on  the  SIEA.  The  pedicle 
is  often  7 to  8 cm  long;  however, 
the  vessel  diameter  is  small,  1 to  2 
mm,  for  the  artery  and  vein.  This 
vascular  anatomy  is  highly  variable 
and  may  be  absent  in  up  to  35%  of 
patients.®  This  flap  is  comprised  of 
skin  and  subcutaneous  tissue.  No 
muscle  or  fascia  are  harvested,  yet 
the  limitations  in  flap  vessel  size 
and  anatomy  make  this  flap  a sec- 
ond choice  to  the  free  TRAM  flap. 

Gluteus  Meucimus 

If  lower  abdominal  skin  and  sub- 
cutaneous tissues  are  not  an  option 
secondary  to  scars  or  inadequate 
local  tissues,  or  if  the  patient  prefers 
the  gluteal  donor  site  and  buttock 
reduction,  the  inferior  gluteal  free 
flap  is  selected  for  breast  recon- 
struction. 

The  superior  gluteal  artery  (SGA) 
and  inferior  gluteal  artery  (IGA)  are 


the  dominant  arterial  pedicles  to. 
the  superior  and  inferior  half  of  the 
gluteus  maximus  muscle,  respec- 
tively. The  piriformis  muscle  sepa- 
rates the  two  arteries  after  they  sep- 
arate from  the  internal  iliac  artery, 
and  exit  the  pelvis.  Also  exiting  the 
pelvis  below  the  piriformis  muscle, 
the  sciatic  nerve  courses  parallel  to 
the  IGA  in  the  buttocks. 

We  prefer  the  inferior  gluteal  flap 
for  the  long  vascular  pedicle  and 
favorable  donor  scar  that  is  hidden 
in  the  inferior  gluteal  crease  (Figure 
4).®  The  patient  is  placed  in  a lateral 
decubitus  position,  flap  side  up,  to 
harvest  the  gluteal  flap.  This  is  a 
disadvantage  of  the  procedure,  as 
the  patient  will  subsequently  need 
to  be  re-positioned  to  inset  the  flap. 
The  skin  island  is  oriented  along 
the  inferior  border  of  the  muscle 
centered  along  the  infragluteal 
crease.  The  inferior  border  of  the 
flap  is  incised  and  the  posterior  cu- 
taneous nerve  of  the  thigh  and  IGA 
are  identified.  These  structures  are 
dissected  to  the  anterior  surface  of 
the  gluteus  maximus.  The  skin  and 
subcutaneous  tissues  are  dissected 
off  the  underlying  muscle  laterally 
to  the  IGA  and  posterior  cutaneous 
nerve  of  the  thigh.  The  posterior  cu- 
taneous nerve  must  be  sacrificed, 
leaving  a small  area  of  the  posterior 
thigh  insensate.  At  this  point  the 
gluteus  muscle  is  incised,  and  the 
vascular  pedicle  is  identified  and 
dissected  proximally.  When  the 
pedicle  is  fully  exposed,  the  muscle 
incision  is  carried  superiorly  and 
medially  to  completion.  Sufficient 
muscle  is  preserved  to  cover  the 
sciatic  nerve  after  the  flap  is  har- 
vested. I 

When  the  recipient  vessels  are  • 
prepared  the  flap  is  transferred  and 
revascularized  much  as  a free 
TRAM  flap.  The  donor  defect  is 
closed,  and  the  patient  is  placed  in 
a supine  position  with  the  opposite  J 
breast  draped  into  the  field.  Shap-  ji 
ing  of  the  flap  is  carried  out  to  | 
match  the  contralateral  breast  (Fig-  \ 
ure  5).  A reduction  of  the  opposite  i 
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Figure  5 — (Left)  A 32-year-old  woman  following  left  mastectomy  and,  (Right)  after 
free  inferior  gluteal  breast  reconstruction. 


jbuttock  is  usually  required  at  a later 
date  for  symmetry  unless  bilateral 
reconstructions  are  planned. 

I Thigh  Flaps 

Excess  thigh  skin  and  fat  may  be 
elevated  as  a flap  based  on  the  ten- 
sor fascia  lata  or  gracilis  muscles. 

TFL  Flap 

The  tensor  fascia  lata  (TFL)  flap 
is  an  option  for  breast  reconstruc- 
:ion  in  those  patients  who  have  lo- 
calized fatty  deposits  on  the  lateral 
;high  and  in  whom  the  TRAM  and 
gluteal  flaps  are  unavailable  be- 
cause of  scars  or  scant  local  tissue. 

Entering  the  muscle  at  a point 
approximately  10  cm  inferior  to  the 
anterosuperior  iliac  spine,  the  ter- 
minal branch  of  the  lateral  circum- 
flex femoral  artery  is  the  dominant 
aedicle  entering  the  TFL  muscle 
medially.  This  vessel  is  usually  7 to 
B cm  in  length  with  a lumen  diame- 
:er  of  2 to  3 mm.  A transverse,  lat- 
eral skin  island  is  preferred  to  in- 
clude the  trochanteric  “saddlebag” 
area. 

Gracilis  Flap 

A transverse  gracilis  flap  may  be 
employed  much  as  a TFL  flap. 
Fhese  flaps  are  useful  in  those  pa- 
rents with  localized  fat  in  the  me- 
dial thigh  and  no  available  TRAM 
or  gluteal  donor  site.  The  gracilis 
muscle  receives  a dominant  pedi- 
cle from  the  medial  circumflex  fem- 
oral artery.  This  is  a smaller,  shorter 
pedicle.  Usually  the  vessels  are  5 to 
5 cm  long  and  have  a lumen  of  1 
i:o  2 mm. 

Latissimus  Dorsi,  Omentum 

I 

For  large,  open  chest  wounds 
complicated  by  radiation  tissue  in- 
iury,  the  latissimus  dorsi  muscle 
and  omentum  are  additional  op- 
ions  for  wound  salvage.'”  In  cases 
Adhere  there  is  no  radiation  injury  to 
[he  brachial  plexus,  our  first  choice 
■’or  closure  of  these  often  extensive 
Abounds  is  the  TRAM  flap  followed 
3y  the  contralateral  free  latissimus 
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flap.  When  the  wound  is  also  com- 
plicated by  a brachial  plexus  neu- 
ropathy, our  first  choice  is  the 
greater  omentum. 


Free  tissue  transfer 
breast  reconstruction 
offers  a wider  range  of 
donor  tissues.  These 
procedures  are  not  for 
the  patient  desiring  a 
rapid,  simple 
reconstruction  or  for 
the  inexperienced 
surgeon. 


Our  Experieuce 
aud  Complicatious 

In  our  11-year  experience,  we 
have  completed  45  TRAM,  18  infe- 
rior gluteal,  four  latissimus,  four 
omentum,  and  one  SlEA  microsur- 
gical  breast  reconstructions,  for  a 
total  of  72  cases.  There  have  been 
no  complete  flap  losses  in  our  ex- 
perience. Within  the  set  of  free 
TRAM  reconstructions,  we  have 
seen  one  abdominal  hernia  and 


one  case  of  postoperative  respira- 
tory failure  requiring  intubation. 
The  remainder  of  the  complica- 
tions were  in  the  inferior  gluteal 
group.  There  were  five  donor  site 
seromas,  one  partial  flap  loss  re- 
quiring further  reconstruction,  one 
hematoma,  one  posterior  cutane- 
ous nerve  of  the  thigh  neuroma, 
and  one  transient  brachial  plexus 
neuropraxia  secondary  to  opera- 
tive positioning.  We  feel  that  all  pa- 
tients completed  their  reconstruc- 
tion with  a soft,  warm,  flowing 
breast,  with  a complication  rate  be- 
low or  equal  to  that  of  other  breast 
reconstruction  methods. 

Couclusiou 

Early  in  our  experience  micro- 
surgical  free  flap  breast  reconstruc- 
tion was  only  undertaken  in  salvage 
situations  where  all  else  had  failed, 
a last  resort.  However,  over  the  last 
few  years  with  greater  experience 
it  has  emerged  as  the  method  of 
choice,  a first  resort,  in  selected  pa- 
tients, yielding  results  unmatched 
by  any  other  method,  with  minimal 
complications. 

The  TRAM  flap  has  emerged  as 
the  standard  for  free  flap  breast  re- 
construction with  its  abundant  tis- 
sue and  long  pedicle  length.  As  sur- 
gical  technique  progresses, 
complications  of  flap  loss,  hema- 


625 


toma,  and  abdominal  wall  laxity 
continue  to  become  less  common. 
We  believe  that  with  current  tech- 
niques, total  flap  loss  for  free  TRAM 
breast  reconstruction  should  be 
less  than  1%. 

Microsurgical  breast  reconstruc- 
tion provides  a warm,  living  breast 
that  remains  stable  over  a patient’s 
lifetime  without  the  use  of  pros- 
thetic implants.  Many  plastic  sur- 
geons already  consider  this  to  be 
the  method  of  choice  for  breast  re- 
construction, and  the  number  of 
these  reconstructions  performed 
will  likely  increase  as  more  sur- 
geons are  trained  in  microvascular 
technique.  When  performed  by  ex- 
perienced reconstructive  surgeons, 
we  feel  no  reconstruction  can  con- 
sistently match  the  aesthetic  results 


of  a free  TRAM  breast  reconstruc- 
tion. Similarly,  in  inexperienced 
hands  the  possible  complications 
are  also  unmatched. 
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Recent  Advances  in  the 
Treatment  of  Hypertrophy  and 
Ptosis  of  the  Breast 


i; 

I 

I 

Introduction 

PATIENTS  SEEKING  surgical  correc- 
tion of  excessively  large  or  pen- 
dulous breasts  have  often  experi- 
enced  much  physical  and 
psychological  trauma  by  the  time 
they  come  to  us.  Reduction  mam- 
moplasty  and  mastoplexy  are  per- 
fcrmed  with  increasing  frequency 
on  a population  in  which  a youth- 
ful and  athletic  figure  is  desired. 
?The  primary  objective  of  the  reduc- 
jtion  mammoplasty  is  to  reduce  the 
jsize  of  the  breast  with  redraping  of 
the  skin  envelope  to  provide  lifting 
(and  projection  of  a naturally  con- 
toured breast  with  aesthetically  sit- 
uated nipple-areola  complexes  and 
scar. 

Indications 

I The  usual  signs  and  symptoms  of 
breast  hypertrophy  are  one  or  more 
of  the  following  conditions: 
Orthopedic 

The  heavy  breasts  change  the 
center  of  gravity  by  increasing  cer- 
vical lordosis  and  thoracic  kypho- 
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sis  with  compensatory  lumbar  lor- 
dosis. Cervical  lordosis  may  cause 
neck  pain  and  fatigue  and  by  com- 
pressing the  suboccipital  nerves 
may  cause  occipital  headaches. 
Thoracic  kyphosis  may  cause  ach- 
ing shoulders,  while  lumbar  lordo- 
sis may  cause  low  back  pain.  The 
heavy  breast  may  also  pull  the 
shoulder  forward,  depressing  the 
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coracoid  process  and  compressing 
the  lowest  cord  containing 
branches  of  the  ulnar  nerve,  which 
leads  to  paresthesia  of  the  hypothe- 
nar  eminence  and  the  fourth  and 
fifth  digits.’ 

Pulmonary 

The  heavy  breasts  increase  the 
effort  of  respiration  during  thoracic 
expansion.  The  patient  may  de- 
velop pulmonary  problems  that 
may  lead  to  emphysema  and  car- 
diovascular problems.^ 

Skin 

Large  brassieres,  necessary  to 
support  the  heavy  breasts,  may  cut 
deep  groves  into  the  shoulders.  The 
subcutaneous  tissues  become  com- 
pressed and  atrophic  with  possible 
ulceration  of  the  skin.  The  moisture 
that  collects  in  the  submammary 
sulcus  often  leads  to  intertrigo.^ 
Psychological 

Heavy  breasts  may  prevent  the 
woman  from  fully  developing  her 
personality  and  may  result  in  inferi- 
ority complexes.  It  may  also  restrict 
her  athletic  and  social  activities.^ 


jtVEMBER  1991,  Vol.  80 


627 


Preoperative  Evaluation 

All  patients  should  undergo  a 
thorough  physical  examination. 
Contraindications  for  surgery  range 
from  psychologic  (e.g.,  unrealistic 
expectations)  to  somatic  problems 
(e.g.,  poor  operative  risk).  Breast 
disease,  if  present,  must  be  cared 
for  before  any  elective  surgical  pro- 
cedure is  attempted.  The  ideal  age 
of  the  patient  for  surgery  is  after  16, 
but  virginal  hypertrophy  of  the 
breast  (that  may  appear  suddenly 
at  the  beginning  of  the  menstrual 
flux)  is  the  sole  indication  for  sur- 
gery before  that  age  (Figure  1). 
There  are  no  upper  age  limits  for 
surgery,  provided  the  medical  risk 
of  the  surgery  is  considered. 

Reduction  Mammoplasty 

Although  the  techniques  of  re- 
duction mammoplasty  were  re- 
corded hundreds  of  years  ago,  the 
state-of-the-art  practice  developed 
only  recently.  At  the  present  time 
two  techniques  appear  to  be  more 
commonly  used.  These  are  breast 
amputation  and  free  nipple  grafC 
and  techniques  using  nipple-car- 
rying dermal  glandular  flaps. 

Although  the  technique  has  been 
recently  modified,  it  is  not  the  most 
common  technique.  Its  main  indi- 
cation is  the  extremely  heavy  breast 
of  the  elderly  and  poor-risk  pa- 
tients, since  the  technique  is  fast 
with  little  stress  on  the  patient  and 
causes  minimal  blood  loss.  The 
technique,  however,  has  the  disad- 
vantage of  causing  loss  of  sensitiv- 
ity of  the  nipple  and  breast-feeding 
ability.  In  addition,  it  causes  depig- 
mentation of  the  areola  and  results 
in  the  formation  of  double  scar  on 
the  breast. 

Techniques  using  nipple-car- 
rying dermal  glandular  flaps  may 
utilize  unipedicle,  bipedicle,  or  tri- 
pedicle flaps  (Figure  2). 

Unipedicle  Flaps 

1.  Inferior  pedicle  flapF  This  is 
the  most  popular  technique.  It  is 


Figure  1 — Sixteen-year-old  patient  with 
massive  breast  hypertrophy  of  endocrine 
origin  (virginal  hypertrophy).  The  trans- 
verse lines  drawn  represent  the  new  lo- 
cations of  the  nipples. 


versatile  and  yields  uniformly  satis- 
factory results.  It  has  the  advantage 
of  maximizing  the  blood  supply  to 
the  flap  and  allowing  the  breast  tis- 
sue to  be  easily  coned.  It  preserves 
lactation,  as  well  as  nipple  sensa- 
tion and  projection. 

The  patient  is  marked  preopera-  * 
tively  in  a standing  position.  A line 
is  marked  from  the  midclavicle 
through  the  nipple  across  the  infra- 
mammary fold.  The  new  location  of 
the  areola  is  determined  by  placing 
the  index  finger  at  the  inframam- 
mary crease  and  palpating  this  posi- 
tion on  the  outer  breast  at  the  mid- 
clavicular  line.  A wire  keyhole 
pattern  is  then  adjusted,  and  diverg- 
ing lines  are  drawn  from  this  key 
point  to  either  side  to  the  areola  of 
5 cm.  The  lines  are  then  directed 
medially  and  laterally  to  intersect 
the  inframammary  fold.  The  areola 
is  circumscribed  at  a diameter  of 


Figure  2 — Classification  of  the  types  of  dermal  flaps  (above)  the  unipedicle  flaps: 
A-superior  pedicle;  B-inferior  pedicle;  C-medical  pedicle;  D-lateral  pedicle.  (Center) 
The  bipedicle  flaps:  A-horizontal;  B-vertical.  (Below)  The  tripedicle  flaps:  A-2  hori- 
zontal and  1 inferior;  B-2  horizontal  and  1 superior  (authors  technique). 
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Figure  3 — (Left)  A 41 -year-old  woman  with  asymmetric  hypertrophy  and  ptosis  of 
the  breasts.  (Right)  Appearance  8-months  postoperatively  after  using  the  authors 
hexagonal  technique. 


Figure  4 — (Left)  A 38-year-old  woman  with  severe  ptosis  and  redundant  breast  skin. 
(Right)  Appearance  3-months  postoperatively  after  using  the  author's  hexagonal 
technique. 


42  mm.  An  inferiorly  based  flap  is 
planned  with  a base  of  8 cm  at  the 
inframammary  fold  and  ascending 
to  include  the  nipple-areola  com- 
plex. The  flap  is  de-epithelialized 
and  elevated,  while  the  breast  tis- 
sue is  resected  medial,  lateral,  and 
superior  to  the  flap.  The  flap  is 
folded  superiorly  upon  itself,  bring- 
ing the  areola  into  position.  The 
medial  and  lateral  flaps  are  brought 
together  over  the  pedicle  and  su- 
tured together  in  the  midline.  The 
wound  is  closed  in  an  inverted-T 
shape. 

2.  Superior  pedicle  flap^®:  This 
technique  is  well  suited  for  the 
moderate  degree  of  breast  hyper- 
trophy. 

3.  Medial  pedicle  flap^:  This  is  a 
modification  of  Strombeck  bi- 
pedicle technique. 

4.  Lateral  pedicle  flap^:  This  tech- 
nique may  endanger  the  blood  sup- 
ply and  is  not  advocated. 

Bipedicle  Flaps 

1.  Horizontal  bipedicle  flap  of 
Strombeck^:  The  disadvantage  of 
this  technique  appears  when  the 
pedicle  is  short  and  its  upward  rota- 
tion is  difficult.  In  addition,  nipple 
inversion  and  deformity  is  frequent. 
Modification  of  the  technique 
allows  one  to  choose  the  new  nip- 
ple location  during  surgery,  rather 
than  before  surgery  as  has  been  de- 
scribed, as  an  aid  in  preventing 
malpositioning  of  the  areola.'” 

2.  Vertical  bipedicle  flap  of 
McKissock":  This  is  a commonly 

[performed  technique.  The  inferior 
pedicle  flap  is  actually  a modifica- 
tion of  this  technique,  based  on  the 
finding  that  the  additional  upper 
extension  of  the  flap  offers  no  ad- 
vantage.'^ The  technique  may  be 
modified  to  choose  the  new  nipple 
location  during  surgery  rather  than 
before  surgery.'^ 

Tripedicle  Flaps 

Tripedicle  flaps  may  be  used  to 
I assume  more  blood  supply  to  the 
nipple  (Figure  3).'"''”  In  an  attempt 
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to  minimize  the  inverted-T  scar, 
other  techniques  have  been  de- 
scribed such  as  the  L-scar,""  the  ver- 
tical scar,'®  the  horizontal  scar,'”  the 
Z-scar,^”  and  the  B-scar  tech- 
niques.^' One  should  not  jeopar- 
dize the  breast  shape  to  obtain  a 
small  scar.  These  techniques  may 
be  more  suited  for  the  medium- 
sized breast. 


Postoperative  Care 

The  drain  should  be  removed 
after  48  to  72  hours,  depending 
upon  the  amount  of  drainage.  The 
patient  should  wear  a soft  brassiere 
continuously  day  and  night  for  a 
month.  Minimal  movement  of  the 
shoulder  is  recommended  during 
this  period.  The  stitches  are  re- 
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moved  after  the  incision  lines  are 
reinforced  with  fresh  Steri-Strips. 

Complications 

1.  Avascular  necrosis  of  nipple, 
skin,  parenchyma,  or  a combina- 
tion of  the  three  with  partial  necro- 
sis or  skin  loss.  Major  skin  loss,  how- 
ever, is  uncommon  today  in  the 
hands  of  experienced  surgeons. 
Small  artery  disease  that  accompa- 
nies diabetes  and  vasculitis  that  is 
present  in  some  heavy  smokers  can 
be  a contributing  factor  to  avascu- 
lar necrosis. Treatment  involves 
debridement,  packing  of  wound, 
and  the  resulting  defect  left  to  heal 
by  second  intention.  The  resulting 
scar  may  need  revision  several 
months  later.  Some  degree  of  fat 
necrosis  occurs  frequently  months 
later. 

2.  Infection,  hematoma,  or 
wound  dehiscence  are  not  unique 
to  breast  surgery  and  do  not  present 
unique  problems  regarding  their 
recognition  and  treatment.^^ 

3.  Hypertrophic  scarring  is  the 
most  significant  drawback  to  the 
operation.  Surgical  revision  of  the 
scar  may  be  necessary  several 
months  later. 

4.  Diminished  nipple-areolar  sen- 
sation may  occur.  Return  of  lost 
sensibility  several  months  later  may 
be  partial  or  complete. 

5.  Asymmetry  of  the  breasts  in 
volume  or  contour.  The  most  com- 
mon cause  is  preoperative  asym- 
metry. This,  however,  can  be  re- 
vised later  on. 

6.  Malpositioning  of  the  nipple- 
areola  is  the  most  common  artistic 
error  in  mammoplasty.^^  The  nipple 
may  be  positioned  too  high  or  too 


low.  This  can  also  be  corrected  at 
a later  date. 

7.  Nipple-areola  deformity  such 
as  off-center  nipple,  a comma- 
shaped  areola.  This  can  also  be  cor- 
rected with  secondary  operation.^^ 

Mastopexy 

Mastopexy  corrects  ptosis  or 
drooping  of  the  breast.  Ptosis  oc- 
curs as  a result  of  loss  of  elasticity 
in  the  dermis  due  either  to  age, 
multiple  births,  or  to  loss  of  mass 
resulting  from  postpartum  atrophy, 
age,  or  dramatic  weight  toss.  The 
object  of  ptosis  correction  is  to 
achieve  a firmer  and  more  youth- 
ful-appearing breast  (Figure  4).  The 
surgical  measures  to  correct  ptosis 
and  breast  hypertrophy  are  in  many 
respects  similar.  The  area  of  excess 
skin  in  ptosis,  however,  is  de-epi- 
thelialized  and  enfolded  to  be  con- 
tained in  the  new  skin  brassiere 
without  the  removal  of  any  breast 
tissue. 

Summary 

Changing  fashions  and  popular 
demand  are  forcing  us  to  adapt 
higher  standards  in  breast  surgery. 
The  surgical  techniques  for  breast 
reduction  and  mastopexy  and  the 
complications  has  been  presented. 
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Abdominal  Upectomy  as  an 
Office  Procedure 


STANDARD  ABDOMI- 
NAL lipectomy 
has  been  per- 
formed  for  many 
years  and  the  tech- 
nique is  well  de- 
scribed in  the  litera- 
ture. The  procedure 
has  been  routinely 
carried  out  on  an 
in-patient  basis  un- 
der general  anesthesia.  Limited 
lower  abdominal  lipectomy  has 
been  carried  out  in  the  office  out- 
patient operating  rooms  by  many 
plastic  surgeons,  but  the  standard 
abdominal  lipectomy  has  not  been 
described  as  an  office  procedure 
in  the  surgery  literature.  Because  of 
;he  escalating  cost  of  hospital  care, 
-here  is  a need  for  a more  cost-ef- 
fective method  for  performing  stan- 
ildard  abdominal  lipectomy.  Many 

I surgeons  have  performed  a limited 
ipectomy  in  the  office  operating 
"oom  sometimes  when  a larger  pro- 
cedure would  have  been  more  ap- 
propriate, just  because  the  lesser 
procedure  could  be  performed  un- 
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der  local  anesthesia.  Standard  ab- 
dominal lipectomy  is  safe  and  can 
be  carried  out  in  the  office  without 
compromising  the  final  results  in  a 
large  percentage  of  patients  pre- 
senting for  abdominal  lipectomy. 
The  procedure  is  carried  out  with  a 
combination  of  pre-operative  medi- 
cation, local  anesthetic,  IV  seda- 
tion, and  ketamine.  The  surgical 
technique,  placement  of  the  local 
anesthetic,  and  timing  of  all  IV 
medications  are  critical  in  assuring 
that  a safe  and  minimal  dose  of  all 
drugs  are  used. 


Dr.  Cochran  practices  plastic  surgery.  His  address 
is  2200  North  Ave.,  Columbus,  GA  31904.  Send 
reprint  requests  to  him. 


Results 

We  have  per- 
formed 71  lipecto- 
m ies  using  this 
technique.  The 
mean  age  of  the  pa- 
tients  was  39.2 
years.  The  average 
blood  loss  was  ap- 
proximately 200 
cc’s.  There  were  no 
intraoperative  complications,  and 
because  of  the  small  doses  of  IV 
medications,  all  patients  were 
awake  and  alert  before  reaching 
the  recovery  room.  No  patient  re- 
ceived anything  stronger  than  hy- 
drocodone  for  postoperative  pain, 
and  only  10%  of  patients  required 
more  than  30  tablets  for  the  com- 
plete recovery  period. 

All  patients  were  discharged 
home  approximately  2 hours  after 
the  completion  of  surgery.  No  spe- 
cial overnight  recovery  facility  was 
used.  The  patients  were  cared  for 
by  their  families  or  friends.  Their 
activity  was  restricted  only  by  their 
pain  and  discomfort  and  not  by 
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Abstract 

Because  of  the  increasing  cost  of  hospitalization,  many 
plastic  surgeons  have  tried  to  make  cosmetic  surgery 
more  affordable  by  performing  procedures  in  the  office 
operating  room  under  local  anesthesia  and  sedation. 
Stand2u*d  abdominal  lipectomy  has  classically  been  con- 
sidered a procedure  to  be  carried  out  in  the  hospital 
under  general  anesthesia.  Following  is  the  author’s  tech- 
nique for  performing  the  procedure  under  local  anesthe- 
sia in  the  office  setting. 


FIGURE  III 


Figure  1 

/.  Accurate  pre-operative  marking. 
(Marking  must  be  the  exact  loca- 
tion of  the  incision.) 

2.  Versed  2-5  mg  I.  V.  (give  until 
speech  slurs) 

3.  Ketamine  50  mg  (average  dose) 

4.  Inject  (100  cc  of  .25%  marcaine) 
along  all  shaded  areas  while  pa- 
tient is  under  the  influence  of  keta- 
mine. Injection  should  include 
skin  markings.  Shaded  area  from 
pubis  to  just  above  the  umbilicus 
should  be  infiltrated  just  superfi- 
cial to  the  fascia.  Make  sure  areas 
of  skin  incision  are  injected  thor- 
oughly and  all  the  way  to  the  fas- 
cia. 


specific  instructions  from  their  sur- 
geon. 

Complications 

The  overall  complication  rate 
was  25%.  Nine  patients  (13%)  expe- 
rienced seromas  requiring  aspira- 
tion. The  patients’  early  activity 
could  have  contributed  to  this 
slightly  higher  than  expected  inci- 
dence of  seroma. 


Figure  2 

5.  a)  Make  incision  along  upper  and 

lower  marking  (including  um- 
bilicus) down  to  the  fascia. 

b)  Obtain  hemostasis 

c)  Start  dissection  of  flap  from 
each  side  and  continue  until 
patient  experiences  discom- 
fort. 

d)  Start  dissection  of  shaded  area 
above  umbilicus,  and  continue 
again  until  patient  experiences 
discomfort. 

6.  50  mg  of  Ketamine  (more  versed 

if  needed). 


There  were  no  hematomas  re- 
quiring evacuation,  although  many 
of  the  seromas  may  have  devel- 
oped from  clinically  insignificant 
hematomas. 

Six  patients  developed  skin  ne- 
crosis requiring  more  than  4 weeks 
for  healing.  One  of  those  was  a 5 
cm  deep  second  degree  burn  at  the 
level  of  the  umbilicus.  This  area  de- 
veloped 5 weeks  postoperatively 


Figure  3 


7.  Rapid  blunt  and  limited  sharp  dis-  \ 
section  of  stippled  areas  and  re-  I 
moval  of  redundant  panniculus.  I 
This  requires  5 to  10  minutes. 

8.  Hemostasis  of  stippled  areas. 

9.  Plication  of  rectus.  This  requires  \ 
no  additional  sedation,  but  may  i 
possibly  require  5-1  Occ  of  mar- 
caine along  certain  areas  in  the  I 
rectus  fascia.  (Usually  no  addi-  | 
tional  anesthestic  is  required.) 

10.  Incision  closed  with  patient  in  j 
flexed  position  and  drain  (Jack- 
son-Pratt)  brought  through  the  in- 
cision. S 

a)  2-3cc  of  local  anesthetic  at  site 
where  umbilicus  is  to  be 
placed. 

b)  Make  incision  and  suture  um- 
bilicus in  place. 


following  several  hours  of  sunbath- 
ing. One  patient  required  3 months 
for  complete  healing  and  ac- 
counted for  the  only  significant 
problem  in  the  entire  group.  Four 
patients  required  a secondaiv'  revi- 
sion. Two  of  these  re\isions  were 
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TABLE  1 — Complications 


Number 

Percent 

Seroma  (requiring  aspiration) 

9 

13% 

Hematoma  (clinically 

0 

0% 

recognizable) 

Skin  Necrosis  (required  greater 

6 

8% 

than  4 weeks  healing  time) 

Required  Secondary  Procedures 

4 

6% 

Pulmonary  Embolus 

0 

0% 

Thrombophlebitis 

0 

0% 

Other  Medical  or  Surgical 

0 

0% 

Complications 

revisions  in  the  area  of  skin  necro- 
sis, and  two  were  suction  proce- 
dures to  correct  minor  asymme- 
tries. 

Discussion 

Cosmetic  surgeons,  out  of  neces- 
sity, have  been  extremely  innova- 
tive in  providing  quality  care  to  pa- 
itients  at  the  most  economical  cost 
feasible.  Many  procedures  that 
were  routinely  performed  in  the 
hospital  are  now  performed  in  the 
office  operating  room.  A high  per- 
centage of  abdominal  lipectomies 


can  be  carried  out  in  the  office  set- 
ting under  local  anesthesia  with  no 
increased  risk  or  discomfort  to  the 
patient.  As  with  all  office  surgery, 
there  are  relative  contraindications 
to  performing  the  procedure  in  the 
office.  Patients  with  significant 
medical  problems  probably  should 
have  their  surgery  performed  in  the 
hospital.  Patients  with  extremely 
large  panniculi,  similar  to  those 
seen  following  massive  weight  loss, 
may  be  difficult  to  do  under  local 
anesthesia  because  of  the  large 
dose  of  local  anesthetic  that  is  re- 
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quired.  Patients  with  ventral  her- 
nias or  significant  abdominal  scars 
may  also  be  very  difficult  to  do  un- 
der local  anesthesia.  There  are  also 
a few  patients  who  simply  do  not 
wish  to  undergo  this  procedure  in 
the  office.  Nevertheless,  there  are 
still  a large  percentage  of  patients 
that  are  candidates  for  abdominal 
lipectomy  in  the  office  setting.  Plas- 
tic surgeons  with  properly  certified 
operating  rooms  should  seriously 
consider  offering  this  alternative  to 
their  patients. 
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AXID®  (nizatidine  capsules) 

Brief  Summary.  Consult  the  package  insert  lor  complete  prescribing  information. 
Indications  and  Usage:  1 . Active  duodenal  ulcer -tot  up  to  8 weeks  of  treatment.  Most 
patients  heal  within  4 weeks. 

2.  Maintenance  theiapy-toi  healed  duodenal  ulcer  patients  at  a reduced  dosage 
of  150  mg  h.s.  The  consequences  of  therapy  with  Axid  for  longer  than  1 year 
are  not  known. 

Contraindications:  Known  hypersensitivity  lo  the  drug.  Because  cross  sensitivity  in 
this  class  of  compounds  has  been  observed,  Hj-receptor  antagonists,  including  Axid, 
should  not  be  administered  to  patients  with  a history  of  hypersensitivity  to  other 

H, -receptor  antagonists. 

Precautions:  General- 1 . Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe  renal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic  dysfunction, 
the  disposition  of  nizatidine  is  similar  to  that  in  normal  subjects. 

Laboratory  Tests-False-positive  tests  tor  urobilinogen  with  Multistix*  may  occur 
during  therapy. 

Drug  tnleractions-Uo  interactions  have  been  observed  with  theophylline, 
chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid  does  not  inhibit 
the  cytochrome  P-450  enzyme  system;  therefore,  drug  interactions  mediated  by 
inhibition  of  hepatic  metabolism  are  not  expected  to  occur.  In  patients  given  very 
high  doses  (3,900  mg)  of  aspirin  daily,  increased  serum  salicylate  levels  were  seen 
when  nizatidine,  150  mg  b.I.d.,  was  administered  concurrently. 

Carcinogenesis,  Mutagenesis,  Impairment  ofFerttlily-k  2-year  oral  carcinogenicity 
study  in  tats  with  doses  as  high  as  500  mg/kg/day  (about  80  bmes  the  recommended 
daily  therapeubc  dose)  showed  no  evidence  of  a carcinogenic  effect.  There  was  a 
dose-related  increase  in  the  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric 
oxyntic  mucosa.  In  a 2-year  study  in  mice,  there  was  no  evidence  of  a carcinogenic 
effect  in  male  mice,  although  hyperplastic  nodules  of  the  liver  were  increased  in  the 
high-dose  males  as  compared  with  placebo.  Female  mice  given  the  high  dose  of  Axid 
(2,000  mg/kg/day,  about  330  times  the  human  dose)  showed  marginally  statistically 
significant  increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of  hepatic  carcinoma 
in  the  high-dose  animals  was  within  the  historical  control  limits  seen  for  the  strain 
of  mice  used.  The  female  mice  were  given  a dose  larger  than  the  maximum  tolerated 
dose,  as  indicated  by  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The  occurrence  of 
a marginal  finding  at  high  dose  only  in  animals  given  an  excessive  and  somewhat 
hepatotoxic  dose,  with  no  evidence  of  a carcinogenic  effect  in  rats,  male  mice,  and  female 
mice  (given  up  lo  360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic  potential  for  Axid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DMA  synthesis,  sister 
chromatid  exchange,  mouse  lymphoma  assay,  chromosome  aberration  tests,  and  a 
micronucleus  test. 

In  a 2-generation,  perinatal  and  postnatal  tertility  study  in  rats,  doses  ot  nizatidine 
up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive  performance 
ot  parental  animals  or  their  progeny. 

Pregnancy -Teratogenic  Ellects- Pregnancy  Category  C-  Oral  reproduction  studies 
in  rats  at  doses  up  to  300  limes  the  human  dose  and  in  Dutch  Belted  rabbits  at 
doses  up  to  55  times  the  human  dose  revealed  no  evidence  ot  impaired  fertiiity  or 
teratogenic  effect;  but,  at  a dose  equivalent  lo  300  times  the  human  dose,  treated  rabbits 
had  abortions,  decreased  number  of  live  fetuses,  and  depressed  tetal  weights.  On 
intravenous  administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine  at 
20  mg/kg  produced  cardiac  enlargement,  coarctation  of  the  aortic  arch,  and  cutaneous 
edema  in  1 fetus,  and  at  50  mg/kg,  it  produced  ventricular  anomaly,  distended 
abdomen,  spina  bifida,  hydrocephaly,  and  enlarged  heart  in  1 fetus.  There  are, 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women.  It  is  also  not 
known  whether  nizatidine  can  cause  tetal  harm  when  administered  lo  a pregnant 
woman  or  can  atteci  reproduction  capacity.  Nizatidine  should  be  used  during  pregnancy 
only  it  the  potential  benefit  jusbfies  the  potential  risk  to  the  letus. 

Nursing  Mofters-Studies  in  lactating  women  have  shown  that  0.1%  ot  an  oral 
dose  is  secreted  in  human  milk  in  proportion  lo  plasma  concentrations.  Because  of 
growth  depression  in  pups  reared  by  treated  lactating  rats,  a decision  shouid  be 
made  whelber  to  discontinue  nursing  or  the  drug,  taking  into  account  the  importance 
of  the  drug  to  the  mother. 

Pediatric  Use-Safety  and  effectiveness  in  children  have  not  been  established. 

Use  in  Elderly  Pa/rents-Healing  rates  in  elderly  patients  were  similar  to  those 
in  younger  age  groups  as  were  the  rales  ot  adverse  events  and  laboratory  test 
abnormalities.  Age  alone  may  not  be  an  important  factor  in  the  disposition  ot 
nizatidine.  Elderly  patients  may  have  reduced  renai  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost  5,000  patients. 
Among  the  more  common  adverse  events  in  domestic  placebo-controlled  trials  ot 
over  1,900  nizatidine  patients  and  over  1,300  on  placebo,  sweating  (1%  vs  0.2%), 
urticaria  (0.5%  vs  <0.01%),  and  somnolence  (2.4%  vs  1.3%)  were  significantly 
more  common  with  nizatidine.  It  was  not  possible  to  determine  whether  a variety  of 
less  common  events  were  due  to  the  drug. 

/tepalic-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline  phosphatase) 
possibly  or  probably  related  to  nizatidine  occurred  in  some  patients.  In  some  cases, 
there  was  marked  elevation  (>500  lU/L)  in  SCOT  or  SGPT  and,  in  a single  instance, 
SGPT  was  >2,000  lU/L.  The  incidence  ot  elevated  liver  enzymes  overall  and 
elevations  ot  up  to  3 times  the  upper  limit  of  normal,  however,  did  not  significantly 
differ  tram  that  in  placebo  patients.  All  abnormalities  were  reversible  after  discontinuation 
ot  Axid.  Since  market  introduction,  hepatitis  and  jaundice  have  been  reported.  Rare 
cases  ot  cholestatic  or  mixed  hepatocellular  and  cholestatic  injury  with  jaundice 
have  been  reported  with  reversal  of  the  abnormalities  after  discontinuation  ot  Axid. 

Cardiovascular -In  clinical  pharmacology  studies,  short  episodes  ot  asymptomatic 
ventricular  tachycardia  occurred  in  2 individuals  administered  Axid  and  in  3 
untreated  subjects. 

CA/S-Rare  cases  ot  reversible  mental  contusion  have  been  reported. 

Endocrine-CMcat  pharmacology  studies  and  controlled  clinical  trials  showed  no 
evidence  of  antiandrogenic  activity  due  to  nizatidine.  Impotence  and  decreased  libido 
were  reported  with  equal  frequency  by  patients  on  nizatidine  and  those  on  placebo. 
Gynecomastia  has  been  reported  rarely. 

Herrrato/ogrc- Fatal  thrombocytopenia  was  reported  in  a patient  treated  with 
nizatidine  and  another  Hj-receptor  antagonist.  This  patient  had  previously  experienced 
thrombocytopenia  while  taking  other  drugs.  Rare  cases  ot  thrombocytopenic  purpura 
have  been  reported 

tnlegumental -Sv/eatmg  and  urticaria  were  reported  significantly  more  frequently 
in  nizatidine-  than  in  placebo-treated  patients.  Rash  and  exfoliative  dermatitis  were 
also  reported. 

Hypersensitivity -As  with  other  H^-receptor  antagonists,  rare  cases  ot  anaphylaxis 
tollowing  nizatidine  administration  have  been  reported.  Rare  episodes  of  hypersensitivity 
reactions  (eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been  reported. 

Ot/rer-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was  reported. 
Eosinophilia,  lever,  and  nausea  related  to  nizatidine  have  been  reported. 

Overdosage:  Overdoses  ot  Axid  have  been  reported  rarely.  It  overdosage  occurs, 
activated  cbarcoal,  emesis,  or  lavage  should  be  considered  along  with  clinical 
monitoring  and  supportive  therapy.  Renal  dialysis  does  not  substantially  increase 
clearance  ot  nizatidine  due  to  its  large  volume  of  distribution. 
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YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
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Body  Contouring:  Refined 
Diagnosis  and  Technique 


Body  contouring  is  experienc- 
ing a resurgence.  Those  col- 
lective procedures  used  to  improve 
the  appearance  of  the  trunk  and 
extremities  are  being  requested  by 
patients  in  ever  increasing  num- 
bers.’ This  increased  acceptance  is 
in  a large  part  due  to  today’s  em- 
phasis on  youthfulness,  health,  and 
fitness.  Heightened  body  aware- 
ness has  not  only  turned  people’s 
attention  toward  a pursuit  of 
“healthfulness”  but  also  has  cre- 
ated a desire  within  them  to  have 
a body  that  reflects  those  efforts. 
While  much  can  be  done  with  diet 
and  exercise  to  improve  both  fit- 
ness and  body  form,  there  are  fac- 
tors, such  as  age,  sex,  and  heredity, 
that  compromise  these  efforts. 
Body  contour  surgery  can  often  be 
used  to  enhance  the  improvement 
in  form  obtained  from  diet  and  ex- 
ercise. 

The  improvement  of  plastic  sur- 
gical and  anesthetic  techniques  in 
body  contouring  has  also  contrib- 
uted to  its  increased  popularity. 
Previously  used  only  for  major  de- 
formities, the  procedures  today 


Walter  L.  Erhardt,  Jr.,  M.D.,  F.A.C.S. 


We  have  entered  an 
era  of  refinement  in 
body  contouring  where 
we  have  the  means  to 
effectively  adjust  skin 
and  fat,  independently 
or  concomitantly. 


allow  for  the  correction  of  mild 
physical  aberrations,  widening  the 
indications,  and  making  body  con- 
touring accessible  to  more  indi- 
viduals. Additionally,  such  re- 
finements permit  many  body 
contouring  procedures  to  be  per- 
formed in  an  outpatient  setting, 
lowering  costs  and  making  such 
surgery  more  accessible. 

Evolution  of  Today’s  Body 
Contouring  Techniques 

It  has  been  said  that  vanity  is  in- 
stinctive and  crosses  all  lines.^  Just 


Dr.  Erhardt  practices  cosmetic,  plastic,  and  recon- 
structive surgery.  Send  reprint  requests  to  him  at 
506  Fourth  Ave.,  Albany,  GA  31701. 


as  vanity  is  boundless  and  ageless, 
so  too  is  man’s  desire  to  change  his 
body,  as  evidenced  by  the  Chinese 
practice  of  binding  the  feet  or  the 
Ubangi  practice  of  lip  enlargement. 
Yet  unlike  these  ancient  non-surgi- 
cal  examples,  the  advent  of  body 
contour  surgery  is  really  quite  re- 
cent. 

Surgical  Contouring 

While  the  first  account  of  a der- 
molipectomy  appeared  in  1889,^ 
these  early  surgical  procedures  ad- 
dressed massive  skin/fat  redundan- 
cies and  were  attempted  for  func- 
tional improvement  only.  However, 
with  Lewis’  description  of  a thigh 
lift  in  1957'’  and  Pitanguy’s  publica- 
tion of  his  technique  for  the  correc- 
tion of  trochanteric  lipodystrophy 
in  1964^  and  abdominal  dermoli- 
pectomy  in  1967,®'^  modern  body 
contour  surgery  began.  With  much 
interest  in  abdominal  dermolipec- 
tomy,  Regnault,®  Grazer®  and  many 
others®  '®  contributed  to  the  process 
whereby  the  emphasis  of  these  pro- 
cedures changed  from  a functional 
to  a more  aesthetic  nature.  During 
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Figure  1.  View  of  subcutaneous  space  following  liposuction  showing  intact  supportive 
tissue. 


this  period,  the  development  of  up- 
per extremity  dermolipectomy  also 
occurred.^” 

Suction  Lipectomy 

Evolving  during  much  the  same 
time  was  another  surgical  tech- 
nique which  would  soon  revolu- 
tionize the  approach  to  body  con- 
tour surgery.  This  technique  was 
the  blind  removal  of  subcutaneous 
body  fat.  Josef  Schrudde  of  Ger- 
many in  the  1960s  first  described 
the  removal  of  fat  from  the  hips, 
thighs,  and  ankle  regions.  He  uti- 
lized a sharp  curette  and  termed 
the  procedure  “lipexhersis.”'^  Kes- 
selring  of  Switzerland  utilized  a sim- 
ilar approach  but  attached  the  cu- 
rette to  suction. While  all  of  these 
early  procedures  successfully  re- 
moved fat,  they  also  obliterated  the 
blood  vessels,  lymphatics,  and  reti- 
nacula cutis,  creating  a dead  space 
at  the  subcutaneous  level.  As  a re- 
sult, the  overlying  skin,  losing  its  at- 
tachments to  the  underlying  sup- 
portive tissues,  was  free  to  slide  or 
droop. 


Just  as  suction 
lipectomy  altered  our 
approach  to  abdominal 
body  contouring, 
liposuction  has  exerted 
an  even  more  profound 
effect  on  the  treatment 
of  deformities  of  the 
medial  and  lateal 
thighs. 


However,  in  1977,  Illouz  evolved 
a technique  whereby  a blunt  can- 
nula, attached  to  a high  vacuum 
suction,  was  introduced  into  the 
subcutaneous  tissue.  This  cannula 
was  manipulated  to  remove  fat 
which  was  evacuated  through  the 
suction  tubing. This  technique 


allowed  fat  removal  yet  spared  the 
supportive  subcutaneous  tissues 
and  maintained  the  skin’s  connec- 
tion to  the  underlying  structures 
(Figure  1).  First  presented  in  the 
United  States  in  1982,  this  tech- 
nique has  become  an  accepted 
and  reliable  method  of  reducing 
the  volume  of  localized  subcutane- 
ous fat  with  minimal  scarring,  rela- 
tively rapid  recovery,  and  low  surgi- 
cal risk.^  That  this  procedure  can 
indeed  satisfactorily  modify  con- 
tour in  a variety  of  body  locations 
is  borne  out  by  the  fact  that  liposuc- 
tion was  the  most  commonly  per- 
formed cosmetic  plastic  surgical 
procedure  in  1990.’ 


Two  Approaches  Merge 

Each  approach,  surgical  con- 
touring and  liposuction,  continued 
to  develop  relatively  independently 
of  the  other,  and  each  approach 
had  something  to  contribute.  With 
traditional  surgical  contouring  pro- 
cedures, plastic  surgeons  had  at 
their  disposal  the  techniques  to  ad- 
just and  redrape  the  skin  enve- 
lope.Suction  lipectomy,  on 
the  other  hand,  clearly  emerged  as 
the  preferred  means  to  adjust  local- 
ized subcutaneous  lipodystro- 
phies.’^’^’^ 

Yet  both  approaches  had  their 
shortcomings.  Liposuction  could 


Table  1 — Classification  System,  Based  on  Soft 
Tissue  Findings,  to  Determine  Best  Surgicid 
Approach 


Category 

Surgical  Approach 

Type  I 

Liposuction 

Type  II 

Mini-abdominoplasty 

Type  III 

Modified  abdominoplasty 

Type  rV 

Standard  abdominoplasty  with/withont 
suction 
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not  improve  surface  irregularities, 
and  as  such  depended  on  good 
skin  quality  for  success.^'^®  '^  Surgi- 
cal contouring  procedures  had  lim- 
itations such  as  long  incisions,  wide 
undermining,  lengthy  recovery, 
and  occasionally  severe  complica- 
tions.^'®'^® 

It  was  in  trying  to  limit  each  ap- 
proach’s liabilities  that  a merging  of 
the  techniques  occurred,  allowing 
them  to  be  utilized  together  in  a 
complimentary  fashion.  Conse- 
quently, we  have  now  entered  an 
era  of  refinement  in  body  con- 
touring where  we  have  the  means 
1 to  effectively  adjust  skin  and  fat,  in- 
i dependently  or  concomitantly. 
Rather  than  adapt  the  patient  to  the 
available  procedures,  we  can  now 
adapt  our  surgical  approach  based 
' on  a detailed  assessment  of  the  pa- 
tient’s presenting  deformity. 

j Current  Techniques 

The  distribution  of  body  fat  and 
resultant  body  contour  is  governed 
ij  not  only  by  sex  and  heredity  but 
! also  by  factors  such  as  age,  weight 
, gain  or  loss,  and  pregnancy.®  '®'"’'^' 

I Certain  anatomic  areas  are  most 
i vulnerable  to  these  factors,  and  the 
/ current  plastic  surgical  techniques 
j|  to  correct  these  areas  will  be  dis- 
j:  cussed. 

j;. 


Figure  2A-D.  Abdominoplasty.  (A-Top  Left)  Preoperative  frontal  view;  (B-Top  Right)  postoperative  frontal  view;  (C-Bottom  Left) 
preoperative  lateral  view;  (D-Bottom  Right)  postoperative  lateral  view. 


Abdomen 

Of  the  traditional  surgical  con- 
touring procedures,  abdomi- 
noplasty is  the  most  frequently  per- 
formed.' Yet  abdominoplasty  today 
is  not  a singular  operation  but 
rather  a spectrum  of  operations. 
While  the  traditional  abdomi- 


noplasty with  its  long  transverse  in- 
cision and  rectus  muscle  plication 
may  be  necessary  for  the  correction 
of  a large  panniculus  and  rectus  di- 
astasis (Figures  2A-D),  lesser  de- 
formities can  now  be  treated  with 
a more  individualized  approach 
combining  modified  traditional  ab- 
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dominoplasty  techniques  with  lipo- 
suction. 

Selection  of  the  appropriate  sur- 
gical approach  begins  with  the 
evaluation  of  the  patient’s  bony 
and  soft  tissue  framework.  The  con- 
figuration and  relative  distance  be- 
tween the  ribs  and  the  pelvis  deter- 
mines the  overall  abdominal  shape 
(i.e.,  long-walsted  vs.  short- 
waisted).  Such  features  must  be 
noted,  for  an  hourglass  shape  can- 
not be  created  on  a short-waisted, 
square-shaped  abdomen. Addi- 


tionally, the  skin,  fat,  muscle,  and 
intra-abdominal  contents  all  exert 
an  influence  on  the  abdomen’s 
shape,  and  each  of  these  compo- 
nents must  be  evaluated,  too.  A 
classification  system,  based  on  soft 
tissue  findings,  has  been  utilized  to 
determine  the  most  appropriate 
surgical  approach  (Table  1).^^ 
Patients  with  varying  degrees  of 
abdominal  lipodystrophy  but  with- 
out significant  skin  or  muscle  laxity 
make  up  Category  1 and  can  be 
treated  with  liposuction  alone.  The 


amount  of  lipodystrophy  that  can 
be  treated  without  skin  adjustment 
is  obviously  a function  of  skin  qual- 
ity (Figures  3A-D). 

Category  11  patients  have  their  de- 
formity confined  to  the  lower  abdo- 
men with  a mild  excess  of  skin,  fat. 
and/or  muscle  laxity.  These  pa- 
tients can  be  treated  through  a 
short  transverse  suprapubic  inci- 
sion which  gives  access  for  plica- 
tion of  any  lower  musculoaponeu- 
rotic  laxity,  abdominal  liposuction, 
and  the  adjustment  of  mild  skin  ex- 
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Figure  3A-D.  Abdominal  liposuction.  (A-Top  Left)  Preoperatiue  frontal  view  with  surgical  markings;  (B-Top  Right)  long-term; 
postoperative  frontal  view;  (C-Bottom  Left)  preoperative  lateral  view;  (D-Bottom  Right)  postoperative  lateral  view. 


|)gure  4A-D.  Mini  Abdominoplasty.  (A-Top  Left)  Preoperative  frontal  view;  (B-Top  Right)  postoperative  frontal  view;  (C-Bottom 
Iftght)  preoperative  lateral  view;  (D-Bottom  Right)  postoperative  lateral  view. 
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[cess  (Figures  4A-D).  Most  fre- 
'quently,  these  patients,  like  those 
jin  Category  I,  can  be  operated 
jupon  as  outpatients. 

, The  modified  abdominoplasty  is 
the  treatment  of  choice  for  the  Cat- 
egory 111  patient.  This  patient  can 
manifest  changes  throughout  the 
^abdomen,  frequently  having  mild 
ito  moderate  skin  laxity  above,  as 
Well  as,  below  the  umbilicus.  Mus- 
cle flaccidity  is  also  more  signifi- 
cant than  in  Category  ll  or  can  pres- 
ent in  the  supraumbilical  area. 
Through  a lower  transverse  skin 
crease  incision  restricted  to  within 
;he  anterosuperior  iliac  spines,  this 
approach  provides  access  to  all  of 
;he  lower  and  even  some  of  the  up- 
aer  abdomen  to  allow  for  muscu- 


loaponeurotic  plication,  complete 
abdominal  liposuction,  and  vary- 
ing degrees  of  skin  resection. 

Category  IV  patients  present  with 
significant  skin  excess  and  muscle 
laxity  and  are  candidates  for  stan- 
dard abdominoplasty  (Figures  2A- 
D).®"  Lipoplasty  can  also  be  per- 
formed at  this  time  as  well  as  other 
adjustments,  such  as  transverse 
musculoaponeurotic  plication^^  or 
the  advancement  and  suturing  of 
the  external  oblique  aponeurosis  to 
the  rectus  fascia  (which  has  the  ef- 
fect of  narrowing  the  waist)  (Fig- 
ures 5A-B).^®’^^  These  maneuvers 
can  be  important,  for  while  vertical 
rectus  muscle  plication  flattens  the 
abdomen  by  reducing  the  anterior 
arch  of  the  abdomen,  it  does  not 


narrow  the  waistline. 

Thighs,  Hips,  and  Buttocks 

A peculiarly  problematic  area  for 
many  females,  the  thighs  have  even 
been  shown  to  represent  differ- 
ences in  the  metabolism  of  fatty  de- 
posits, synthesizing  more  rapidly 
and  mobilizing  more  slowly,  when 
compared  to  other  locations.^'  Per- 
haps it  is  not  surprising  then  that 
one  of  the  earliest  body  contouring 
procedures  reported  described  a 
thigh  lift.'’  However,  just  as  suction 
lipectomy  altered  our  approach  to 
abdominal  body  contouring,  lipo- 
suction has  exerted  an  even  more 
profound  effect  on  the  treatment  of 
deformities  of  the  medial  and  lat- 
eral thighs.  While  skin  redundancy 


Figures  5A-B.  External  oblique  aponeurosis  advancement;  (Right)  note  effect  on  waist. 


or  laxity  can  also  be  a component 
of  this  regional  deformity,  a local- 
ized fatty  redundancy  is  almost  al- 
ways present.  This  region  was  the 
most  common  area  treated  by  plas- 
tic surgeons  with  liposuction  last 
year  — liposuction  outnumbering 
thighplasty  more  than  35  to  1.^'  Suc- 
tion is  also  the  preferred  way  to 


handle  hip  lipodystrophy.'^'®''^ 

A detailed  evaluation  of  not  just 
the  “problem  area”  but  the  pa- 
tient’s entire  body  is  necessary  to 
determine  the  most  effective  treat- 
ment plan.  One  should  note  not 
only  fat  distribution,  skin  quality, 
and  bony  abnormalities  which  may 
create  or  accentuate  asymmetries, 


but  also  any  associated  vascular  ab- 
normalities  or  the  presence  of 
lymphedema.  A moderately  thin 
young  patient  with  good  skin  tone 
represents  the  best  candidate  for 
treatment  by  liposuction  alone 
(Figures  6A-B).  Cellulite  or  surface 
irregularities,  if  present,  should  be 
brought  to  the  patient’s  attention. 


Figures  6A-B.  Trochanteric  lipodystrophy  (riding  breeches  deformity)  treated  with  liposuction.  (A-Left)  Preoperative  frontal  view; 
(B-Right)  postoperative  frontal  view. 
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Figures  7A-B.  Thighplasty.  (Left)  Preoperative  posterior  view,  shaded  area  to  be 
resected.  (Right)  postoperative  posterior  view,  lower  skin  flap  has  been  advanced. 


ally  (Figures  7A-B,  8A-B).  Grazer, 
however,  objected  to  the  lateral  ex- 
tent of  the  scar,  and  proposed  a 
similar  procedure  which  placed 
the  incision  more  medially,  overly- 
ing the  buttock  to  keep  it  out  of 
visible  areas.^ 

The  problem  with  these  proce- 
dures, however,  is  that,  like  all  cos- 
metic procedures  that  attempt  to 
fight  the  effects  of  gravity,  they  do 
not  provide  a permanent  correc- 
tion. While  recurrences  usually  can 
be  treated  by  reoperation,  the  occa- 
sional resultant  late  deformity  may 
be  quite  severe  (Figure  9). 

Several  modifications  of  primary 
procedures  and  a number  of  sec- 
ondary procedures  have  evolved  in 


for  while  these  findings  are  not  a 
contraindication  to  liposuction, 

! they  will  be  as  noticeable,  and  pos- 
sibly even  more  so  after  surgery. 

In  addition  to  careful  patient  se- 
lection, other  aids  can  enhance  the 
likelihood  of  success.^®  Preopera- 
I tive  marking  done  in  a topographic 
[.map  fashion  while  the  patient  is 
standing  will  be  of  great  assistance 
during  surgery.  Checking  the 
amount  of  redundant  fat  with  the 
muscles  relaxed  and  then  con- 
tracted helps  insure  that  the 
“bulges”  are  not  coming  from  other 
causes.  Making  an  estimate  of  the 
volume  of  fat  to  be  removed  is  also 
f helpful  for  it  will  serve  as  a way  to 
[prevent  over  or  under  correction. 
[Additionally,  as  approximately  Vs 
:of  the  volume  removed  is  blood, 
This  estimate  helps  in  planning  for 
'fluid  and  possible  blood  replace- 
ment.'®’® 

‘ While  suction  lipectomy  can  be 
.performed  on  older  patients  who 
[manifest  moderate  skin  laxity, 
marked  skin  redundancy  will  ne- 
cessitate skin  correction  surgery. 
iThis  is  particularly  true  in  the  me- 
idial  thigh  area  where  skin  tone  is 
ifrequently  lacking.  Conventional 
resection  techniques  here  utilize  a 
[curvilinear  skin  elipse  in  the  medial 
groin  crease,  but  results  can  be 


Figures  8A-B.  Thighplasty.  (Left)  Preoperative  posterior  view;  (Right)  postoperative 
posterior  view. 


compromised  by  recurrence,  defor- 
mity of  the  external  genitalia  sec- 
ondary to  excessive  skin  flap  ten- 
sion, and  scars  that  migrate  into 
visible  areas.  Recently,  it  has  been 
suggested  that  attaching  both  the 
superior  and  inferior  medial  groin 
skin  flaps  to  Coles’  fascia  at  the  peri- 
neal-thigh  junction  can  prevent 
these  problems.^® 

Pitanguy  described  a lateral 
thighplasty  to  lift  thigh  and  buttock 
and  allow  access  for  the  treatment 
of  trochanteric  lipodystrophy.®  He 
utilized  a gluteal  fold  incision  that 
extended  into  the  hip  region  later- 


Figure  9.  Thighplasty.  Postoperative  de- 
formity. 
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Figure  1 0.  Lipodystrophy  of  the  knees,  treated  with  liposuction.  (A-Left)  Preoperative  frontal  view;  (B-Right)  postoperative  frontal 
view. 


an  attempt  to  prolong  the  duration 
of  correction  and  prevent  late  post- 
operative deformities.^ Earlier 
this  year,  a thighplasty  described  as 


a flank-thigh-buttock  lift  was  re- 
ported by  Lockwood.^'  His  tech- 
nique utilizes  a lateral  transverse 
skin-fat  wedge  resection  with  place- 


ment of  the  resection  in  such  a way 
that  the  resultant  scar  lies  trans- 
versely approximately  at  the  level 
of  the  antero-superior  iliac  spine. 


Figures  1 lA-B.  Lipodystrophy  of  the  calves  and  ankles  treated  with  liposuction.  (A-Left)  Preoperative  posterior  view  with  surgical 
markings;  (B-Right)  postoperative  posterior  view. 
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Closure  incorporates  the  subcuta- 
neous fascia  which  Lockwood  feels 
may  prolong  correction  by  provid- 
ing additional  support. 

Knees,  Calves,  and  Ankles 

Lipodystrophy  presenting  in 
these  areas  is  best  treated  with  suc- 
tion lipectomy.  As  with  other  re- 
gions, complete  evaluation  and 
; careful  patient  selection  will  deter- 
I mine  those  patients  who  can  best 
I be  helped  by  this  procedure.  The 
I technique,  though  more  difficult 
I and  exacting  in  this  region,  is  simi- 
; lar  to  that  used  in  other  locations.^^ 
i While  the  results  are  often  not  as 
1 dramatic,  the  resolution  of  swelling 
I and  bruising  slow,  and  the  recovery 
i more  prolonged  than  other  body 
regions,  successful  contour  adjust- 
I ments  can  be  satisfactorily  accom- 
I plished  (Figures  lOA-B,  llA-B). 

i Arms 

I Both  conventional  skin  resection 
j techniques  as  weil  as  suction  lipec- 
tomy can  be  utilized  in  the  treat- 
' ment  of  upper  arm  deformities.  The 
choice  is  obviously  determined  by 
the  deformity  present.  Liposuction 
is  performed  through  a small  inci- 
sion medially  near  the  elbow. 
Frequently  though,  a lipodystrophy 
of  this  region  is  accompanied  by 
! correction  of  skin  redundancy.  Fur- 
[ther  correction  then  involves  ellip- 
jtical  resection  of  skin  and  fat  from 
!the  inner  aspect  of  the  arm.^'^  The 
Resultant  scar  is  closed  as  a straight 
iline  either  with  or  without  a small 
IZ-plasty  in  the  axillary  area. 

With  the  evolution  and  meld- 
ing of  liposuction  and  the 
more  traditional  techniques  of  re- 
section, a new  era  of  refinement 
has  begun  in  the  area  of  body  con- 
touring. With  more  recent  tech- 


Cellulite  or  surface 
irregularities  should  be 
brought  to  the  patient’s 
attention,  for  while 
these  findings  are  not  a 
contraindication  to 
liposuction,  they  will 
be  as  noticeable,  and 
possible  even  more  so, 
after  surgery. 


niques  available,  much  can  now  be 
accomplished.  Lesser  deformities, 
which  in  the  past  were  not  opera- 
ble because  of  the  resultant  scars, 
can  now  be  corrected.  With  the  re- 
fined techniques  of  anesthesia  and 
surgery,  more  areas  can  often  be 
corrected  during  the  same  opera- 
tive time.  Baroudi^°  even  utilizes  a 
surgical  team  if  necessary  to  max- 
imize the  number  of  areas  that  can 
be  operated  and  yet  keep  anesthe- 
sia time  to  a minimum.  As  a result 
of  the  enlarged  scope  of  these  pro- 
cedures, a resurgence  of  interest  in 
body  contouring  is  occurring 
among  both  patients  and  plastic 
surgeons. 
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CLASSIFIEDS 


PHYSICIAN  WANTED 

General  Pediatrician  — Half-time 
position  for  care  of  infants  in  term 
and  pre-term  nurseries  at  Grady 
Memorial  Hospital.  Please  send  CV  by 
November  30,  1991,  to  Dr.  Anthony 
Corbet,  Department  of  Pediatrics, 
Emory  University  School  of  Medicine, 
2040  Ridgewood  Dr.,  Atlanta  30322. 
EEO/AA,  M-F. 

South  Georgia  internist  (young, 
busy)  seeks  BE  or  BC  internist  or  sub- 
specialty Internist  in  Statesboro.  A 
progressive  city  with  a referral 
population  of  60,000,  home  of 
Georgia  Southern  University  and 
located  50  miles  northwest  of 
Savannah.  New  office  with  CXR, 
treadmill,  PFTs  and  sigmoidoscopy 
facilities.  One  in  three  call.  Salary 
negotiable.  Send  CV  to  Emory  P. 

Smith  M.D.,  FACP,  FCCP,  P.O.  Box 
526,  Statesboro  30458. 

Internal  Medicine  — Georgia:  Join 
busy  2-man  practice.  Having  to  turn 
patients  away.  Less  than  an  hour’s 
drive  Northeast  of  Atlanta.  Excellent 
income  guarantee  and  complete 
benefit  package.  For  more 
information  contact:  Dee  Dee  Ralston 
800-825-3463,  HealthTrust,  Inc.,  4525 
Harding  Road,  Nashville,  TN  37205. 


Georgia:  Immediate  opportunities 

in  Coastal  and  South  Georgia  for  ED 
physicians  who  will  consider  the 
quieter  communities.  Independent 
contractor  practices  in  these  hopsitals 
offer  flexible  scheduling  with  no  on- 
call  responsibilites  after  hours. 
Excellent  back-up  and  nursing 
support  with  trauma  team  on  site. 
Excellent  remuneration  plus  fee-for- 
service.  Contact:  Judy  Wilson,  Coastal 
Emergency  Services  of  Augusta,  Inc., 
3633  Wheeler  Rd.,  Suite  250,  Dept. 

SN,  Augusta  30909,  or  call  800-868- 
2627  or  collect,  404-868-0185. 


Georgia,  Thompson:  Career 
physician  needed  for  this  moderate 
volume  hospital  to  assume  the 
position  of  Medical  Director.  This 
position  involves  administrative  as 
well  as  clinical  duties.  24-hour 
coverage,  competitive  remuneration 
with  stipend.  Excellent  nursing  staff. 
Good,  family-oriented  town  with  easy 
access  to  nearby  lakes  and 
mountains.  Medical  College  of 
Georgia  is  only  35  minutes  away  for 
continuing  medical  education. 
Contact  Judy  Wilson,  Coastal 
Emergency  Services  of  Augusta,  Inc., 
3633  Wheeler  Rd.,  Suite  250,  Dept. 
SN,  Augusta  30909,  or  call  800-868- 
2627  or  collect,  404-868-0185. 


Interned  Medicine/Family  Practice 

— Establish  private  practice  in 
beautiful  rural  setting,  80  miles  from 
New  Orleans.  Will  serve  important 
role  as  community  mentor  for  area 
youth.  Community-wide  recmiting/ 
financing  effort  provides  $120K  ±, 
malpractice,  office  assistance  and 
school  loan  repayment.  For  more 
information,  please  contact  Ms. 

Brenda  Althouse,  Healthcare 
Management  Associates,  980  N. 
Michigan  Ave.,  Suite  1520,  Chicago,  IL, 
60611;  312-951-2929  or  800-441-2930. 

SITUATION  WANTED 

Bo2u*d  Eligible  Radiology  resident  i 

at  major  university  seeks  Locum  | 
Tenens  during  December  or  possibly 
early  1992.  Flexible  and  will  consider 
permanent  position.  615-624-6421 
daytime. 

FOR  SALE 

Conyers  office  building,  stucco/ 
brick,  7,500  sq.  ft.,  ideally  located, 
includes  general  practice,  50  patients/ 
day,  leased  monthly,  other  income 
$2, 175/month,  only  $399,000,  404-992- 
5817. 

SERVICES 

Transcription  Services,  Dependable, 
Accurate,  Satisfaction  guaranteed, 
404-933-8793. 
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III  HEALTH  ’QUIP,jljmC. 

"Liquidators  for  the  Medical  Professions  " 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  • H P,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 


POETRY  CORNER 


FIRST  DA  Y OF  WINTER 
I see  the  swirl  that  sudden  gusts  deploy 
Like  mellow  lute  notes  from  some  shepherd  boy, 
And  glean  the  richer  shades  and  autumn  hues 
October's  artists  mingled  to  diffuse 
And  gild  the  hedgerow,  set  the  hills  aflame. 

And  put  all  human  artistry  to  shame. 

I still  feel  an  excitement  in  the  air 
Which  tardy  summer  nightingales  would  share 
With  songs  of  summer's  surcease,  leaves 
descending 

To  golden  tapestries,  the  sunlight  blending. 

/Is  leaves  that  leave  their  harmonizing  trees 
Must  seek  their  own  predestined  destinies. 
Autumn  stores  her  gay  clothes  and  is  gone. 

And  winter  walks  the  wooded  ways  alone. 


COUNTIN' 

I began  it  as  a baby,  sir. 

Or  so  the  story  goes. 

People  said,  'Ain't  he  cute. 
Countin'  on  his  toes?" 

Then  on  through  the  years 
When  I couldn 't  go  to  sleep 
I counted  and  / counted 
'Till  Td  start  to  countin ' sheep. 

Then  I got  into  politics 
Where  sins  are  not  quite  sins. 

I hope  to  be  elected. 

And  I counted  on  my  friends. 

But  as  I sought  the  last  returns 
I heard  the  newsboys  shout; 

The  votes  had  all  been  counted 
And  they'd  counted  me  plum-outl 


JOHN  RANSOM  LEWIS,  M.D. 

Dr.  Lewis,  a plastic  surgeon  in  Atlanta,  is  also  Georgia ’s  Poet  Laureate. 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  thi< 
Journal.  Manuscripts  should  be  typewritten,  double-spaced 
and  the  original  and  one  copy  should  be  submitted.  Receip 
of  manuscripts  will  be  acknowledged. 

STYLE  — In  general,  articles  can  be  8-10  pages  in  length 
For  exceptional  circumstances,  contact  the  Managing  Edi 
tor.  Footnotes,  bibliographies,  and  legends  should  be  typec 
on  separate  sheets,  double-spaced.  Bibliographies  shoulc 
conform  to  the  following  style;  name  of  author  (with  ini 
tials),  title  of  article,  name  of  periodical,  date,  volume  (num 
ber,  if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies 
Association  members,  and  readers  are  invited  to  send  ir 
any  news  items  of  general  concern  to  members  of  the  Med 
ical  Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di 
rectly  to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  3( 
days  after  publication,  since  all  type  will  be  destroyed  afte 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  u 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’; 
name  and  figure  number.  Used  photographs,  drawings  anc 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publicatior 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  fo 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  c 
latitude  as  the  general  policy  of  the  Journal  and  the  de 
mands  on  its  space  permit.  The  right  to  reduce,  revise,  o 
reject  any  material  submitted  for  publication  is  always  re 
served.  The  Journal  is  not  responsible  for  statements  mad( 
by  any  contributor.  All  communications  regarding  editorial 
advertising,  subscription,  and  miscellaneous  matters  shouk 
be  sent  to  the  Managing  Editor,  938  Peachtree  Street,  N.E. 
Atlanta,  GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  b( 
approved  by  the  State  Medical  Journal  Advertising  Bureau 
Inc.,  to  be  acceptable  for  publication.  Other  advertisini 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor 
All  copy  or  negatives  must  reach  the  Journal  office  by  th( 
25th  of  the  month  2 months  prior  to  publication.  Genera 
and  classified  advertising  rates  will  be  furnished  on  request 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  o 
the  Journal  Editorial  Board,  material  submitted  for  publi 
cation  could  be  improved  by  a Medical  Editing  Service,  th( 
Editor  will  contact  the  author  for  his  or  her  approval.  As 
sociation  members  needing  assistance  in  preparation  o 
material  for  publications  may  also  use  this  service.  A rea 
sonable  charge  is  made  for  this  service  and  the  cost  of  thi; 
will  be  borne  by  the  author. 
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That  friendly  man  who  answers 
the  phone  at  MMRC  doesn't  sound 
like  the  same  one  who  showed  up 
16  years  ago  at  our  front  door. 

A tragic  car  wreck  had  left 
Lamar  Myers  a quadriplegic.  And 
had  left  him  some  pretty  bitter 
feelings  to  try  and  deal  with. 

Fortunately,  he  wasn’t  left  to 
deal  with  them  alone.  Because  the 


staff  at  MMRC  showed  him  that 
life  goes  on. 

“Everybody  was  willing  to  work 
with  me,”  he  says.  “All  I had  to  do 
was  try.  My  life  didn't  have  to  end 
the  night  of  that  car  wreck.” 

Through  months  of  physical, 
occupational  and  recreational 
therapy,  Lamar  gained  a whole 
new  respect  for  life.  And  the  staff 
at  MMRC  never  stopped  caring. 

It's  that  commitment  to 


rebuilding  patients'  lives  that 
makes  MMRC  the  South's  leading 
rehabilitation  center.  If  you  don't 
believe  it,  just  give  our  switch- 
board a call. 

You'll  hear  a lot  more  than  a 
simple  “hello”  on  the  other  end 
of  the  line.  You'll  hear  the  voice  of 
a friend  who  never  said  goodbye. 

MMRC 

MISSISSIPPI  METHODIST 
REHABILITATION  CENTER 

B>0East  Hoodnm  Hllson.Jachon,  \fS39B6 
1 6011  m-26ll  or  mO-22U6'2 
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PRESIDENT'S  PAGE 


Cyler  D.  Garner 


AS  DECEMBER  IS  the  season  of 
good  cheer,  1 would  like  to  tell 
you  about  some  things  that  have 
cheered  me  as  president  of  the 
Medical  Association  of  Georgia. 

The  first  is  a program  that  was 
organized  by  the  Muscogee  County 
Medical  Society  in  Columbus  last 
September.  Four  speakers  were  in- 
vited. Dr.  Harrison  Rogers  of  At- 
lanta spoke  about  what  the  AMA 
means  to  him;  Dr.  Alva  Mayes  of 
Macon  talked  about  what  his 
county  society  means  to  him;  Dr. 
William  Jones  of  Gainesville  dis- 
cussed what  MAG  means  to  him; 
and  Jack  Fox  of  MAG  Mutual  spoke 
about  his  company.  1 am  told  this 
program  stirred  up  great  interest 
among  both  young  and  old  mem- 
bers alike.  This  is  a program  well 
worth  repeating  in  county  medical 


societies  across  the  state,  and  1 
want  to  encourage  all  of  you  to  try 
something  similar. 

The  second  cheerful  item  was 
learning  of  Hall  County  Medical  So- 
ciety’s active  involvement  and  sup- 
port of  city-wide  legislation  that  re- 
quires smoking  sections  in  most 
public  places  (as  opposed  to  only 
requiring  non-smoking  sections) 
and  that  outright  bans  smoking  in 
others.  This  is  the  first  such  law  in 
Georgia;  only  400  other  cities  in  the 
nation  have  passed  similar  legisla- 
tion. 1 know  we  can’t  convince  all 
people  to  take  care  of  themselves, 
but  we  can  make  it  less  convenient 
for  them  to  continue  to  damage 
their  lungs.  1 understand  that  many 
of  our  physicians  testified  and 
worked  on  this  new  law.  1 won’t  try 
to  list  all  the  names,  because  I’m 


sure  to  leave  someone  out,  but  rest 
assured  that  it  is  a pleasure  to  know 
that  you  are  so  involved  in  your 
community. 

At  this  point,  1 hope  that  those  of 
you  from  other  medical  societies 
across  the  state  are  wondering  why 
your  society’s  activities  have  not 
been  mentioned.  The  problem  is 
that  too  often  you  are  doing  good 
things  but  we  don’t  hear  about  it. 
So  please  take  a moment  and  let  us 
know  about  your  society’s  activi- 
ties. When  we  share  good  ideas,  we 
all  benefit. 

Let  me  finish  by  saying:  May  1992 
be  a great  year  for  both  you  and 
medicine. 
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I Extra  strength  pain  relief 
I free  of  extra  prescribing 
‘ restrictions. 

■ Telephone  prescribing  in  most  states 

■ Up  to  five  refills  in  6 months 

■ No  triplicate  Rx  required 


Excellent  patient  acceptance. 

:n  12  years  of  clinical  experience,  nausea,  sedation  and 
constipation  have  rarely  been  reported.^ 


COMPARATIVE  PHARMACOLOGY  OF  TWO  ANALGESICS 


Constipation 

Respiratory 

Depression 

Sedation 

Emesis 

Physical 

Dependence 

HYDROCODONE 

X 

X 

OXYCODONE 

xx 

XX 

XX 

XX 

XX 

3lank  space  indicates  that  no  such  activity  has  been  reported.  Table  adapted  from  Facts  and  Comparisons 
‘991  and  Catalano  RB.  The  medical  approach  to  management  of  pain  caused  by  cancer.  Semin.  Oncol. 
1975;  2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and  management.  Ann. 
Intern.  Med.  1980  588-96. 


The  heritage  of  VICODINf  over  a billion 
doses  prescribed.^ 

• VICODIN  ES  provides  greater  central  and  peripheral 
action  than  other  hydrocodone/acetaminophen  combinations. 

• Four  to  six  hours  of  extra  strength  pain  relief  from  a single  dose 

• The  14th  most  frequently  prescribed  medication  in  America^ 


Tablet  for  tablet,  the  most  potent  ana^lgeslc  you  can  pHone  in. 


"vicodin 

(hydrocodone  bitartrafe  7.5mg  (Warning:  May  be  habit  forming) 
and  acetaminophen  750mg) 


■ (hydrocodone  bitartrate  5 mg  [Warning:  May  be  habit  forming]  and  acetaminophen  SOOmg) 

1 . Data  on  file,  Knoll  Pharmaceuticals 

2.  Standard  industry  new  prescription  audit 


Please  see  brief  summary  of  prescribing  information  on  adjacent  page 
V3029/4-91  ©1991 . BASF  K&F  Corporation 


Ihvdjocodone  bilarJfote  5mg  [Warning;  May  be  hobif  (orming) 
and  acetaminophen  500  mg) 

~vicodin 


a 


(hydrocodone  bitartrate  7.5mg  [Warning.  May  be  habit  forming] 
or>d  ocetominophen  7M  mg) 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or 
hydrocodone. 

WARNINGS: 

Allergic-Type  Reactions:  VICODINA/ICOOIN  ESTablets  contain  sodium 
metabisulfite,  a sulfite  that  may  cause  allergic-type  reactions  including 
anaphylactic  symptoms  and  liie-threatening  or  less  severe  asthmatic 
episodes  in  certain  susceptible  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients, 
hydrocodone  may  produce  dose-related  respiratory  depression. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory 
depressant  effects  of  narcotics  and  their  capacity  to  elevate  cerebrospi- 
nal fluid  pressure  may  be  markedly  exaggerated  in  the  presence  of  head 
injury,  otner  intracranial  lesions  or  a preexisting  increase  in  intracranial 
pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may 
obscure  the  diagnosis  or  clinical  course  of  patients  with  acute  abdominal 
conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODINAfICODIN  ES  Tablets  should  be  used 
with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  dis- 
ease, prostatic  hypertrophy  or  urethral  stricture. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all 
narcotics,  caution  should  be  exercised  when  VICODINA/ICODIN  ES  Tab- 
lets are  used  postoperatively  and  in  patients  with  pulmonary  disease. 
Drug  Interactions : Patients  receiving  other  narcotic  analgesics,  antipsy- 
chotics,  antianxiety  agents,  or  other  CNS  depressants  (including  alcohol) 
concomitantly  with  VICODINAfICODIN  ESTablets  may  exhibit  an  additive 
CNS  depression.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants 
with  hydrocodone  preparations  may  increase  the  effect  of  either  the 
antidepressant  or  hydrocodone.  The  concurrent  use  of  anticholinergics 
with  hydrocodone  may  produce  paralytic  ileus. 

Usage  in  Pregnancy: 

Teratogenic  Effects:  Pregnancy  Category  C.  Hydrocodone  has  been 
shown  to  be  teratogenic  in  hamsters  when  given  in  doses  700  times  the 
human  dose.  There  are  no  adequate  anrJ  well-controlled  studies  in 
pregnant  women.  VICODIN/  VICODIN  ES  Tablets  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  tak- 
ing opioids  regularly  prior  to  delivery  will  be  physically  dependent.  The 
withdrawal  signs  include  irritability  and  excessive  crying,  tremors,  hyper- 
active reflexes,  increased  respiratory  rate,  increased  stools,  sneezing, 
yawning,  vomiting,  and  fever. 

Labor  and  Delivery:  Administration  of  VICODIN/VICODIN  ES  Tablets  to 
the  mother  shortly  before  delivery  may  result  in  some  degree  of  respira- 
tory depression  in  the  newborn,  especially  if  higher  doses  are  used. 
Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk  and 
because  of  the  potential  for  serious  adverse  reactions  in  nursing  infants 
from  VICODIN/VICODIN  ES  Tablets,  a decision  should  be  made  whether 
to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the 
importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS: 

The  most  frequently  observed  adverse  reactions  include  light-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These  effects  seem  to  be  more 
prominent  in  ambulatory  than  in  nonambulatory  patients  and  some  of 
these  adverse  reactions  may  be  alleviated  if  the  patient  lies  down.  Other 
adverse  reactions  include; 

Central  Nervous  System:  Drowsiness,  mental  clouding,  lethargy,  impair- 
ment of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  psy- 
chic dependence  and  mood  changes. 

Gastrointestinal  System:  The  antiemetic  phenothiazines  are  useful  in 
suppressing  the  nausea  and  vomiting  which  may  occur  (see  above): 
however,  some  phenothiazine  derivatives  seem  to  be  antianalgesic  and 
to  increase  the  amount  of  narcotic  required  to  produce  pain  relief,  while 
other  phenothiazines  reduce  the  amount  of  narcotic  required  to  produce 
a given  level  of  analgesia.  Prolonged  administration  of  VICODINA/ICODIN 
ES  Tablets  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters 
and  urinary  retention  have  been  reported. 

Respiratory  Depression:  Hydrocodone  bitartrate  may  produce  dose- 
related  respiratory  depression  by  acting  directly  on  the  brain  stem  respi- 
ratory center.  Hydrocodone  also  affects  the  center  that  controls  respiratory 
rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  significant 
respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride.  Apply  other  supportive  measures  when  indicated. 
DRUG  ABUSE  AND  DEPENDENCE: 

VICODIN/VICODIN  ES  Tablets  are  subject  to  the  federal  Controlled  Sub- 
stance Ad  (Schedule  III).  Psychic  dependence,  physical  dependence,  and 
tolerance  may  develop  upon  repeated  administration  of  narcotics;  there- 
fore, VICODIN/  VICODIN  ES  Tablets  should  be  prescribed  and  adminis- 
tered with  caution. 

OVERDOSAGE: 

Acetaminophen  Signs  and  Symptoms:  In  acute  acetaminophen  over- 
dosage, dose-dependent,  potentially  fatal  hepatic  necrosis  is  the  most 
serious  adverse  effed.  Renal  tubular  necrosis,  hypoglycemic  coma,  and 
thrombocytopenia  may  also  occur.  Early  symptoms  following  a poten- 
tially hepatotoxic  overdose  may  include:  nausea,  vomiting,  diaphoresis 
and  general  malaise.  Clinical  and  laboratory  evidence  of  hepatic  toxicity 
may  not  be  apparent  until  48  to  72  hours  post-ingestion. 
Hydrocodone  Signs  and  Symptoms:  Serious  overdose  with 
hydrocodone  is  charaderized  by  respiratory  depression  (a  decrease  in 
respiratory  rate  and/or  tidal  volume,  Cheyne-Stokes  respiration,  (cyano- 
sis), extreme  somnolence  progressing  to  stupor  or  coma,  skeletal  muscle 
flaccidity,  cold  and  clammy  skin,  anrf  sometimes  bradycardia  and  hypo- 
tension, In  severe  overdosage,  apnea,  circulatory  collapse,  cardiac  arrest 
and  death  may  occur. 
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Whippany,  New  Jersey  07981 


Yocohr 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indotalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.TS 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  1.3  4 i tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/i  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Applied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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EDITORIAL 


Why  A Collective  Review 


John  E.  Skandalakis,  M.D.,  Ph.D.,  F.A.C.S. 


'The  eyes  of  Zeus  see  and  know 
j everything.  ” 

! HESIOD 

I 

WHEN  I WAS  a resident,  I per- 
formed an  autopsy  on  a pa- 
tient with  a giant  leiomyosarcoma 
of  the  stomach.  This  was  my  first 
! experience  with  a malignant 
[ smooth  muscle  tumor  of  the  gastro- 
^ intestinal  (Gl)  tract.  The  literature 
I consisted  at  that  time,  in  1956,  of 
scattered  reports  about  leiomyo- 
I mas  and  leiomyosarcomas,  and  1 
decided  to  collect  all  these  tumors 
and  present  them  in  the  form  of  a 
monograph.  1 collected  2525  cases 
from  all  over  the  world,  and  to- 
gether with  my  alter  ego.  Dr.  Ste- 
phen Gray,  wrote  a book  under  the 
title.  Smooth  Muscle  Tumors  of  the 
Alimentary  Tract,  which  was  pub- 
lished in  1962.’ 

They  say  that,  statistically,  a book 
is  good  for  only  5 years.  Despite  the 
fact  that  this  is  the  only  book  with 
such  a collection  of  cases,  few  au- 
thors in  recent  times  mention  this 
work;  therefore,  this  research  is,  for 
all  practical  purposes,  lost.  For  ex- 
ample, two  papers  of  gastric  tero- 
myosarcoma  were  recently  re- 
ported: one  by  Grant  et  al.  (Arch 
Surg  August,  1991)  and  the  other  by 
Khalil  (Surg  Rounds  August,  1991). 
No  one  referred  to  the  book,  the 
only  book  about  benign  and  malig- 
nant smooth  muscle  tumors  of  the 
Gl  tract,  published  approximately 
30  years  ago.  From  time  to  time,  we 
published  collective  reviews  of  the 


•As  far  as  I know,  this 
is  the  only  collective 
review  of  smooth 
muscle  tumors  of  the 
colon  and  anorectum, 
benign  and 
malignant.  ^ 


esophagus,  stomach,  and  small 
bowel,  but  not  such  a review  of  the 
colon  and  anorectum.  This  is  the 
primary  reason  for  the  publication 
of  this  collective  review.  As  far  as 
1 know,  this  is  the  only  collective 
review  of  smooth  muscle  tumors  of 
the  colon  and  anorectum,  benign 
and  malignant.  From  now  on,  the 
medical  professional  interested  in 
such  neoplastic  formation  must 
read  this  issue  of  the  Journal  of  the 
Medical  Association  of  Georgia. 

Why  a collective  review?  A 
carefully  written  collective 
review  is  a storehouse  of  informa- 


Dr.  Skandalakis  is  Chris  Carlos  Distinguished  Pro- 
fessor and  Director  of  the  Thalia  and  Michael  Car- 
los Center  for  Surgical  Anatomy  and  Technique, 
Emory  University. 

Address  reprint  requests  and  correspondence  to 
him  at  Centers  for  Surgical  Anatomy  and  Tech- 
nique, Emory  University  School  of  Medicine,  1462 
Clifton  Rd.,  Suite  303,  Atlanta,  GA  30322. 


tion  for  a certain  problem.  The  in- 
vestigator collects  all  possible  pub- 
lished  data  and  with  careful 
analysis,  dissects  in  a systematic 
way,  compares  information  with 
other  published  cases,  and,  finally, 
summarizes  the  total  product.  This 
summary  gives  useful  advice  to  the 
practicing  physician,  to  the  future 
investigator,  and  to  the  person  in 
the  laboratory  for  further  research. 
It  provides,  as  George  T.  Pack  and 
Irving  M.  Ariel  once  advised,  “to 
appraise  the  problem  and  estimate 
the  accomplishments.”^ 

History,  embryology,  anatomy, 
biology,  biochemistry,  physiology, 
pathology,  surgical  technique,  bio- 
statistics, and  many  other  branches 
of  clinical  and  experimental  medi- 
cine mingle  together  in  a syner- 
gistic way,  producing  new  data 
after  very  critical  analysis.  These 
data  will  help  the  doctor  perform 
good  work  and  enable  the  patient, 
as  one  of  my  former  professors 
once  said,  “to  be  able  to  bypass  the 
Acherousian  Lake  and  to  enter  life 
again  full  of  hope.”’^ 

A collective  review  will  present 
several  paradoxes  and  it  will  help, 
perhaps,  to  understand  some  of 
them,  to  explain  some  of  them,  and 
finally,  to  enable  the  investigator  to 
take  them  to  the  laboratory  with 
hopes  and  dreams  and  an  under- 
standing of  the  problem  and 
thought  of  a possible  solution.  1 do 
believe  that  a collective  review  is 
the  stimulation  for  the  research  of 
tomorrow. 
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There  are  some  repetitions  in  the 
two  review  articles.  As  the  guest  ed- 
itor, I apologize  to  the  readers,  but 
1 thought  the  minimal  repetition 
would  make  the  continuity  of  the 
subject  matter  smooth  and  simple. 
It  is  difficult  to  write  about  the  same 
subject  for  almost  identical  ana- 
tomic entities  but  different  embryo- 
logically,  clinically,  and  surgically. 
Perhaps  the  future  investigator  will 
appreciate  our  effort. 

All  of  us  want  to  express  our 
deep  appreciation  and  gratitude  to 
the  Journal’s  Dr.  Charles  Un- 
derwood and  Ms.  Susan  Johnson 
for  their  wonderful  cooperation 
and  their  willingness  to  support 
such  a project.  Perhaps  our  friend 
Dr.  Underwood  would  agree  with 
T.K.  Whipple  when  he  said,  “what 


they  dreamed,  we  lived,  and  what 
we  lived,  we  dream.”'* 

collective  review 
gives  useful  advice  to 
the  practicing 
physician,  the  future 
investigator,  and  the 
person  in  the 
laboratory  for  further 
research.  J 

We  dedicate  this  issue  to  our 
new  friend.  Dr.  Bill  Wood, 
surgical  oncologist,  the  new  chair- 


man of  the  Department  of  Surgery 
at  the  Emory  University  Medical 
School.  As  F.  Bacon  once  stated, 
“Ye  that  will  not  apply  new  reme- 
dies must  expect  new  evils,  for  time 
is  the  greater  innovator.  ” Who 
knows?  Perhaps  in  the  near  future 
we  will  be  able  to  take  better  care 
or  to  cure  the  patients  with  leiomy- 
osarcoma. 
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Dear  Mr.  Berg: 

RE:  February,  1991,  JMAG  Legal 
Page,  “Georgia  Supreme  Court 
Strikes  Down  ‘Wrongful  Birth,  Ac- 
tion,” by  Robert  N.  Berg 

My  interest  in  your  article  was 
based  on  two  concerns.  First,  I am 
interested  in  morality  and  conduct- 
ing my  profession  in  an  ethical 
manner,  and  second,  I am  asked  to 
analyze  and  recommend  positions 
on  proposed  legislation  in  this  area. 

In  my  opinion,  the  court  erred 
in  not  identifying  the  proper  injury 
and  cause  of  action.  The  injury  is 
to  the  parents  who  contracted  with 
the  expert  physician  to  provide 
them  information  about  their  preg- 
nancy so  that  they  could  make  in- 
formed decisions,  i.e.,  exercise 
their  right  to  self  determination, 
with  respect  to  termination  of  the 
pregnancy.  At  that  point,  the  moral 
value  of  the  parents  and  their  rights 
are  superior  to  those  of  the  fetus, 
who  is  only  a potential  person.  The 
physician  did  not  cause  the  genetic 
injury  to  the  child,  but  that  is  not 
the  injury  for  which  compensation 
was  sought.  The  injury  to  the  par- 
ents is  the  birth  of  a defective  child. 
With  respect  to  causation,  it  is  clear 
the  physician  caused  the  injury, 
“wrongful  birth,”  by  not  providing 
the  parents  with  information  that 
could  have  prevented  the  injury. 
This  was  the  proper  and  legitimate 
cause  of  action. . . . 

The  basic  change  needed  is  in 
education.  There  is  a growing  body 
of  knowledgeable  people  who  are 
reevaluating  the  sanctity  and  su- 
premacy of  life.  These  people  insist 
that  the  quality  of  life  is  a critical 
consideration.  In  this  context,  some 
people  would  be  better  off  never  to 
have  been  born.  Existence  itself  is 
an  injury.  There  needs  to  be  accep- 
tance of  this  as  a valid  position  by 
the  law. 

Wrongful  pregnancy,  it  would 
appear  in  the  Ableson  case,  is  not 
a valid  claim.  The  Abelsons  were 
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pregnant  when  they  sought  care. 
They  were  not  seeking  the  physi- 
cian’s services  to  avoid  an  un- 
wanted pregnancy.  They  appar- 
ently wanted  to  be  pregnant  and  to 
have  a normal  child. 

Wrongful  life  is  more  difficult.  A 
person  who  is  informed,  rational, 
and  competent,  who  reaches  the 
conclusion  that  life  is  an  unbear- 
able burden  should  have  cause  of 
action  for  wrongful  life  against  any 
person  whose  action  causes  his 
continual  existence  or  prevents 
him  from  termination  of  his  exis- 
tence. The  fetus,  however,  is  not 
competent.  No  one  can  know  if  any 
particular  fetus  that  is  allowed  to  go 
to  term  and  experience  life  would 
decide  that  it  is  unbearable  and 
elect  not  to  be  born.  In  the  absence 
of  competency,  someone  will  have 
to  decide  for  the  fetus.  Who  should 
it  be?  The  judges  of  the  court?  The 
legislature  of  Georgia?  I think  not. 
For  a variety  of  reasons,  the  family 
and  most  especially  the  mother  is 
the  best  person  to  decide  for  the 
fetus.  Therefore,  in  this  instance,  a 
case  could  be  made  for  wrongful 
life  on  behalf  of  the  child.  However, 
an  argument  could  be  made  to  en- 
join such  action  if  the  child  is  ex- 
pected to  become  competent,  for 
the  child  must  agree  with  the  cause 
of  action  to  sustain  it. 

One  argument  against  wrongful 
life  is  that  a child  or  the  child’s 
agent,  could  sue  its  parents  if  they 
made  the  wrong  decision  and  al- 
lowed the  child  to  be  born  and  live 
an  unbearably  low  quality  life.  This 
argument  is  rebutted  by  prohibiting 
recovery  unless  it  can  be  shown 
that  the  parents  acted  irresponsibly 
and  unreasonably  given  the  cir- 
cumstances under  which  the  deci- 
sion was  made.  The  plaintiffs 
would  also  have  to  prove  that  the 
quality  of  the  child’s  life  was  or 
could  reasonably  be  found  to  be 
unbearably  low,  i.e.,  that  the  per- 
son has  truly  suffered  a compensa- 
ble injury. 


Another  argument  cited  by  the 
court  in  this  case  was  that  it  could 
not  structure  a remedy  which  ade- 
quately compensated  the  child 
without  unduly  penalizing  the  de- 
fendant doctor.  The  minority  dis- 
sent, however,  is  clearly  right.  The 
award  should  be  for  lifetime  but 
cover  only  the  extraordinary  ex- 
penses incurred  because  of  the  de- 
formity or  disability  as  determined 
by  the  court. 

Thank  you  for  your  publication 
and  your  interest. 

Sincerely, 

George  C.  Cunningham,  M.D. 

Chief 

Genetic  Disease  Branch 

Department  of  Health  Services 

Berkeley,  CA 

Dear  Editor, 

I just  received  the  September 
Journal  and  want  to  thank  you  for 
your  editorial  “Of  Youth  and  the 
Future  — Of  Attention.”  I think  you 
did  a very  fine  job  with  this,  and  if 
I ever  get  caught  up,  I hope  to  send 
you  an  editorial  of  the  same  issues 
from  a young  (almost  middle-aged) 
surgeon’s  viewpoint. 

Sincerely, 

Charles  M.  Ferguson,  M.D. 

Surgeon,  Boston 

Mass.  Gen.  Hospital 

Dear  Editor, 

Having  just  read  your  editorial 
“Of  Consistency  and  Of  Honor”  in 
the  October  issue  of  the  Journal,  1 
want  to  be  among  the  earlier  souls 
(?)  to  offer  comment.  With  no  illu- 
sions that  my  opinion  counts  for 
anything,  one  way  or  the  other,  you 
must  be  told  that  1 agree  with  you 
100%,  backwards,  forwards,  and  in 
the  middle! 

Probably  you  will  not  recall  an 
occasion  when  our  Board  of  Direc- 
tors, then  considering  the  forma- 
tion of  MAG  Mutual,  were  advised 
(and  entertained)  by  our  counter- 
parts from  Alabama,  who  already 
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had  a malpractice  insurance  com- 
pany of  some  kind,  and  had  been 
invited  to  our  meeting.  At  one  time 
I attempted  to  point  out  the  need 
to  stop  some  of  the  outrageous  acts 
by  some  members  of  our  profes- 
sion, having  evidently  misinter- 
preted a remark  by  the  speaker 
which  sounded  (to  me)  as  if  he  felt 
that  was  a concern.  1 was  informed 
in  no  uncertain  terms  that  he  be- 
lieved there  was  VERY,  VERY  LIT- 
TLE actual  medical  malpractice, 
and  then  we  were  subjected  to 
more  irate  comments  concerning 
lawyers  and  people  who  use  them 
to  “get  something  for  nothing.” 

Another  time,  a patient  had  obvi- 
ously been  neglected  and  suffered 
bad  results  therefrom,  but  1 knew 
full  well  1 should  not  be  called  as  an 
expert  witness,  due  to  the  specialty 
involved,  plus  the  fact  that  1 had 
not  treated  or  even  professionally 
examined  the  patient  prior  to  the 
time  1 was  asked  for  advice.  1 asked 
a friend  who  was  certified  in  that 
field  of  practice  what  his  feeling 
would  be,  if  requested  to  examine 
the  patient  and  testify  regarding  his 
findings,  and  his  answer  was  some- 
what along  the  line  of  your  excel- 
lent editorial.  Then  1 mentioned  the 
doctor’s  name,  and  it  was  all  over!  It 
seems  the  negligent  physician  had 
assisted  him  a bit  in  starting  his 
practice,  covered  for  him  when  he 
had  to  be  away  during  the  first  year 
he  was  in  practice,  and  no  matter 
how  negligent  he  might  be  — and 
he  did  not  doubt  it  — there  would 
be  no  adverse  testimony  from  that 
physician! 

When  Dr.  Bill  Logan  became 
President  of  MAG,  he  said  “We’ve 
GOT  to  do  something  about  those 
bad  doctors!”  Dead  silence.  When 
Dr.  Charles  Hollis  was  President  of 
MAG,  he  wrote  of  our  many  obliga- 
tions to  patients,  and  our  having  to 
recognize  that  we  are  “on  call”  at 
all  times.  I never  heard  anyone  ex- 
press agreement  with  his  views. 

You  are  in  an  unpopular  area,  as 
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1 feel  sure  you  are  aware.  1 am  glad 
that  you  did  it  anyway.  Please  do 
me  a favor  and  let  me  know,  after  a 
month  or  6 weeks,  whether  anyone 
actually  takes  issue  with  you  as  to 
the  situation  which  you  address,  or 
if  they  just  seem  a little  less  friendly 
than  previously. 

With  best  wishes,  1 remain 
Sincerely  yours, 

Rupert  H.  Bramblett,  M.D. 
Family  Practice,  Gumming 

Dear  Editor, 

The  October  ’91  issue  of  \he  Jour- 
nal of  the  Medical  Association  of 
Georgia  is  a real  coup  for  pulmo- 
nary medicine  and  all  those  who 
are  part  of  the  Georgia  Thoracic  So- 
ciety (GTS). 

We  at  GTS  appreciate  the  oppor- 
tunity to  contribute  to  this  focus  on 
some  very  serious  issues  related  to 
lung  disease.  We  take  pleasure  in 
seeing  these  articles  and  pride  in 
our  colleagues  and  the  work  their 
articles  represent  toward  eliminat- 
ing these  diseases. 

Please  call  upon  us  again  when 
your  editorial  interests  provide 
other  opportunities  for  our  input. 

Best  wishes  for  the  continued 
success  of  your  publication. 
Sincerely, 

Drayton  M.  Sanders,  M.D., 
President 

Georgia  Thoracic  Society 
Dear  Editor, 

1 would  like  to  respond  to  an  arti- 
cle published  in  the  October,  1991, 
Journal  of  the  Medical  Association  of 
Georgia  entitled  “Obstructive  Sleep 
Apnea  Syndrome.”  1 commend  Dr. 
Chaudhary  and  Dr.  Smiths’  article, 
recognizing  the  widespread  occur- 
rence of  this  disorder,  highlighting 
its  prevalence  and  occurrence  in 
the  general  population. 

Obesity,  only  briefly  mentioned, 
needs  to  be  recognized  as  the  most 
prevalent,  concurrent  disorder  en- 
countered in  sleep  apneic  individu- 
als. It  must  be  emphasized  that  the 


successful  reduction  of  body  mass 
index  represents  the  single  most  ef- : 
fective  method  of  long  term  control 
of  sleep  apneic  episodes  in  most 
individuals.  Quoting  from  Dr. 
Chaudhary  and  Smiths’  article, 
“80%  of  the  patients  with  sleep  ap- 
nea are  overweight.”  The  initiation 
of  treatment  of  sleep  apnea  should 
include  a medically  supervised 
weight  reduction.  This  should  be  a 
fundamental  in  the  initial  approach 
to  treatment  of  this  disorder. 

Certainly,  tracheostomy,  uvulo- 
palatoplasty,  and  other  relatively 
invasive  procedures  should  be  held 
in  distant  reserve,  pending  a signifi- 
cant attempt  at  lowering  body  mass  | 
index.  ' 

With  regard  to  the  fourteen  i 
deaths  occurring  in  the  “advise 
weight  loss  only”  group  involved  in 
this  study,  it  is  necessary  to  isolate  j 
and  recognize  the  significant  mor-  j 
bidity  and  mortality  factors  associ-  i 
ated  with  an  obese  population  i 
which  tend  to  confound  the  data  j 
derived  from  this  group,  ft  is  im-  I 
portant  that  obesity  be  evaluated  as  • 
an  independent  risk  factor  regard- 
ing  this  group. 

Sincerely, 

Lonny  E.  Horowitz,  M.D. 

Bariatrics,  Dunwoody 

Dear  Dr.  Honig,* 

1 would  like  to  congratulate  you 
for  the  splendid  article  for  the  Jour- 
no/ of  the  Medical  Association  of 
Georgia  for  this  month  (October).  1 
was  pleased  to  see  an  entire  issue  I 
given  to  the  pulmonary  field.  I 
Your  concise  assessment  of  pul-  ^ 
monary  diseases,  as  we  move  into  | 
the  90s,  should  be  helpful  to  all  i 
physicians  in  Georgia.  j 

Sincerely  yours,  ; 

Poland  S.  Summers,  M.D.  ! 

Vice  President, 

Georgia  Thoracic  Society  \ 


*Dr.  Honig  was  Guest  Editor  of  the  October  Special 
Issue  on  Pulmonary'  Medicine. 
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17-21  — Atlanta:  MR-92-01. 

I Category  1 credit.  Contact  Office 
' of  CME,  Emory  Univ.  Sch.  of 
I Med.,  1440  Clifton  Rd.,  Atlanta 
; 30322.  PH:  404-727-5695. 

[21  — Macon:  Update  on 
Infectious  Diseases.  Category  1 
credit  and  AAFP  Prescribed 
credit.  Contact  Robert  C.  Fore, 
Ed.D.,  Mercer  Univ.  Sch.  of  Med., 
Office  of  CME,  777  Hemlock  St., 
i Macon  31201.  PH:  912-744-1634. 

24-28  — Atlanta:  Modem 
^ Methods  of  Diagnosing  and 
I Treating  Diabetes  Mellitus  and 
1 Its  Complications.  Category  1 
I credit.  Contact  Office  of  CME, 

' Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 

^ 404-727-5695. 

28-29  — Augusta:  Flexible 
Fiberoptic  Sigmoidoscopy. 

' Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404-721-3967. 

1 28-29  — Augusta:  Symposium  on 
Pre-menstral  Syndrome. 

Category  1 credit.  Contact  Div.  of 
i Cont.  Ed.,  MCG,  Augusta  30912- 
; 1400.  PH:  404-721-3967. 


MARCH  1992 

I 2-7  — Augusta:  27th  Annual 
I Primary  Care  and  Family 


CALENDAR 


Practice  Symposium.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404-721-3967. 

5-7  — San  Antonio,  TX:  Carnitine 
in  the  Clinical  Setting.  Category 
1 credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404-721-3967. 

9-13  — Atlanta:  Modem  Methods 
of  Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404-727- 
5695. 

20-21  — Augusta:  Ophthalmology. 

Category  1 credit.  Contact  Div.  of 
Cont.  Ed.,  MCG,  Augusta  30912- 
1400.  PH:  404-721-3967. 

20-21  — Sea  Island:  ENT 
Conference.  Category  1 credit 
and  AAFP  Prescribed  credit. 
Contact  Robert  C.  Fore,  Ed.D., 
Mercer  Univ.  Sch.  of  Med.,  Office 
of  CME,  777  Hemlock  St.,  Macon 
31201.  PH:  912-744-1634. 

23-27  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 

27  — Macon:  Cherry  Blossom 
Psychiatric  Conference. 

Category  1 credit  and  AAFP 
Prescribed  credit.  Contact  Robert 
C.  Fore,  Ed.D.,  Mercer  Univ.  Sch. 
of  Med.,  Office  of  CME,  777 
Hemlock  St.,  Macon  31201.  PH: 
912-744-1634. 

27-28  — Macon:  Cherry  Blossom 
Pediatric  Conference.  Category 
1 credit  and  AAFP  Prescribed 
credit.  Contact  Robert  C.  Fore, 
Ed.D.,  Mercer  Univ.  Sch.  of  Med., 
Office  of  CME,  777  Hemlock  St., 
Macon  31201.  PH:  912/744-1634. 


APRIL  1992 

\-3— Atlanta:  MRN-92-01. 
Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404-727-5695. 

6-10  — Modem  Methods  of 
Diagnosing  and  Treating 
Diabetes  Mellitus  and  Its 
Complications.  Category  1 credit. 
Contact  Office  of  CME,  Emory 
Univ.  Sch.  of  Med.,  1440  Clifton 
Rd.,  Atlanta  30322.  PH:  404-727- 
5695. 

20-24  — Atlanta:  Modem 
Methods  of  Diagnosing  and 
Treating  Diabetes  Mellitus  and 
Its  Complications.  Category  1 
credit.  Contact  Office  of  CME, 
Emory  Univ.  Sch.  of  Med.,  1440 
Clifton  Rd.,  Atlanta  30322.  PH: 
404-727-5695. 

23-26  — Atlanta:  International 
Pain  Symposium.  Category  1 
credit.  Contact  Div.  of  Cont.  Ed., 
MCG,  Augusta  30912-1400.  PH: 
404-721-3967. 

24  — Macon:  Day  of  Internal 
Medicine.  Category  1 credit  and 
AAFP  Prescribed  credit.  Contact 
Robert  C.  Fore,  Ed.D.,  Mercer 
Univ.  Sch.  of  Med.,  Office  of  CME, 
777  Hemlock  St.,  Macon  31201. 
PH:  912-744-1634. 

25-26  — Augusta:  Pathology 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404-721- 
3967. 

23-25  — Atlanta:  Memory  and 
Awareness  in  Anesthesia. 

Category  1 credit.  Contact  Office 
of  CME,  Emory  Univ.  Sch.  of 
Med.,  1440  Clifton  Rd.,  Atlanta 
30322.  PH:  404-727-5695. 

27-2  May  — Augusta:  27th 
Annual  Family  Practice 
Symposium.  Category  1 credit. 
Contact  Div.  of  Cont.  Ed.,  MCG, 
Augusta  30912-1400.  PH:  404-721- 
3967. 
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AMA  Victorious  on  AIDS  Amendments 

The  leadership  amendment  to  this  bill 
was  successfully  modified  so  that  state 
public  health  officials  — and  not  state  I 
licensure  authorities  — will  certify'  to 
the  Secretary  of  HHS  that  state 
guidelines  are  in  place  for  preventing  i , 
HIV  and  hepatitis  B transmission.  ; 

On  H.R.  2608,  the  Commerce/ 
Justice/State  appropriations  bill, 
conferees  deleted  another  amendment  J 
that  would  have  mandated  that  states  ' 
must  enact  legislation  or  regulations  on! 
allo-udng  patient  HIV  testing  without  , 
informed  consent  and  other  safeguards./ 


AMA  RBRVS  Campaign  intensides 

The  good  news  is  that  as  a result  of 
AMA  lobbying,  HCFA  has  agreed  to 
restore  10%  of  the  proposed  16% 
conversion  factor.  But,  due  to  HCFA’s 
intransigence  on  the  behavioral  offset 
issue,  the  AMA  has  intensified  its 
legislative  efforts  to  prevent  HCFA 
from  trimming  the  conversion  factor  by 
6.5%.  AMA  members  are  urged  to 
contact  their  Representatives  and 


AMA  to  Debut  Family  Medicine  Journal 

The  AMA  will  debut  in  1992  a new 
scientific  journal  for  family  physicians 
called  the  Archives  of  Family 
Medicine. 

This  will  be  the  AMA’s  eleventh 
journal  and  the  first  new  journal  title 
since  1926.  It  will  be  the  only  peer- 


reviewed,  original  research, 
association-based  scientific  journal  that 
goes  to  all  family  physicians.  If  s the 
AMA  response  to  what  the  we  see  as  a 
real  need  in  the  family  medicine  ■ 

literature.  Ifs  what  the  AMA  has  been! 
hearing  from  our  members  and  from  ' 
family'  physicians  for  many  years. 


Senators  to  ask  them  to  support  H.R.  . 
3070  and  S.  1810  which  would  prevent  j 
HCFA  from  making  the  6.5%  cut.  ' 
H.R.  3070  would  prohibit  any  ; 

behavioral  offset  and  has  attracted  207  i 
House  cosponsors.  S.  1810  would  limit 
a behavioral  offset  to  a 1%  reduction  of 
which  only  half  would  be  applied  to  the 
conversion  factor. 


The  American  Medical  ALSSociation 
scored  three  significant  victories 
against  AIDS  amendments  that  had 
been  attached  to  two  separate  and 
unrelated  appropriations  bills  that 
passed  both  the  House  and  Senate  and 
are  awaiting  the  President’s  signature. 

On  the  conference  report  to  accompany 
H.R.  2622,  the  Treasury/Postal  bill, 
the  AMA  defeated  Senator  Helms’ 
amendment  which  would  have 
mandated  criminal  penalties  and  fines 
for  physician  failure  to  disclose  a 
positive  HIV  status  when  performing 
exposure-prone  invasive  procedures. 
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Of  Despair  and  Of  Joy 

Charles  R.  Underwood,  M.D. 


4 4 Co.  It  was  over.  We  grew  up, 
World  War  II  came  and  went. 
The  grandparents  died.  Then  the 
aunts  and  uncles.  The  sisters  and 
I married.  We  all  had  children.  We 
settled  into  homes  in  the  county,  the 
sisters  on  The  Place,  almost  within 
shouting  distance  of  each  other.  Our 
own  children  were  now  the  cousins. 
We  stayed  in  our  individual  homes 
on  Christmas  Eve  but  we  all  de- 
scended on  the  Big  House  on  Christ- 
mas Day.  On  Christmas  Day  in  the 
morning. 

The  Bear  Cat  laughed  exultantly 
and  apprehended  every  arrival. 
“Christmas  giftl”  rang  exultantly. 
Janice  still  said  “Crimma  giffP'and 
beat  everyone  but  Daddy.  Miss  Mil- 
dred still  had  the  tree  in  the  parlor 
and  we  all  lined  up  to  go  in,  except 
the  protocol  alternated  no  more;  it 
was  always  the  youngest  who  got 
to  open  the  door.  We  had  Scripture, 
prayers,  carols,  and  Santa  Claus.  In 
that  order. 

“Oh,  we  are  blessed.  Let's  don't 
give  each  other  gifts;  it's  enough  just 
to  be  together  and  love  one  another. 
Let's  remember  the  true  meaning  of 
Christmas.  But  if  you  are  going  to 
get  me  another  dress  this  year,  be 
sure  it  has  long  sleeves.  ” 

Then  they  died.  Both  of  them.  In 
the  house.  At  home.  First  Missa  Pha- 
raoh; the  next  year  to  the  exact 
month,  as  a proper  widow  should. 
Miss  Mildred.  Millen  was  gone.  . . . 

Christmas  dinner  moved  to  my 
house.  Our  families  grew.  Our  chil- 
dren married  and  had  children;  each 


unit  began  staying  home  as  it  grew, 
establishing  its  own  traditions.  The 
coals  from  Bethlehem  were  shared 
for  each  hearth.  The  embers  lived. 
Only  Sister  Sara,  who  has  not  yet 
been  blessed  with  grandchildren, 
still  eats  with  us  and  brings  her 
brood. 

Ever  since  the  Bear  Cat  died,  each 
year  since  Missa  Pharaoh  took  over 
the  family  plot  at  Woolsey  Baptist 
cemetery,  I rise  before  day  on  Christ- 
mas morning  and  go  there.  I know 
them  all.  “Christmas  gift,  ” I say 
softly  into  the  dawn,  into  the  silence. 
And  then  I weep,  as  silently  as  the 
stones. 

Last  year  on  Christmas  Eve  I made 
a date.  I invited  two  of  my  grand- 
sons, Jimbo,  who  was  eight,  and 
Willie  Fletch,  who  was  six,  to  go 
with  me  on  Christmas  morning. 

“For  what?''  they  said. 

“To  get  Christmas  gift  on  the  Bear 
Cat,  ” / replied. 

“Oh,  ” said  Willie  Fletch.  He 
paused,  “Sure,  I'll  go.  ''It  was  a fore- 
gone conclusion  he  would  accept 
any  invitation  that  included  Jimbo. 

“Christmas  gift?''  said  Jimbo.  “I 
know  about  that,  Sambi;  it  drives  me 
crazy.  Daddy's  always  jumping  out 
from  some  place  scaring  me  to 
death  and  I can 't  ever  get  it  on  him, 
no  matter  how  hard  I try.'' 

The  sun  was  rising  when  I gath- 
ered them  that  morning,  and  it  made 
the  winter  trees  across  the  fields 
glow  rose  gold  with  slanted  light.  As 
we  drew  near  Woolsey,  our  plans 
made,  Jimbo  spoke.  “What  are  you 


going  to  do  if  he  answers  you, 
Sambi?” 

Willie  Fletch  was  attentively  si- 
lent, but  his  eyes  got  bigger. 

I did  not  laugh.  “If  that  happens, 
Jimbo,  it's  every  man  for  himself  I'll 
wait  for  you  at  the  creek.  ” 

Willie  Fletch 's  eyes  returned  to 
their  normal  size  and  he  smiled. 

“Well,  I should  think  you'd  like  a 
chance  to  talk  to  him,  ” Jimbo 
chided.  “I  would.  I never  knew  him 
and  I would  sure  like  to  visit  with 
the  Bear  Cat  for  a while.  ” 

“He  and  I had  lots  of  visits,  Jimbo, 
and  he  would  have  loved  you  boys. 
Remember  to  slip  up  behind  the  big 
marker  and  remember  not  to  step  on 
graves.  ” 

We  tiptoed.  We  bent  over.  We 
hugged  the  granite  marker  carved 
with  “Sams,  Comptom,  Giles, 
Cole.  ” The  boys  looked  at  me  and  I 
nodded. 

“Christmas  gift  I”  they  shrieked  as 
they  sprang  around  the  sides  and 
into  the  family  plot. 

“Christmas  gift!”  I yelled.  Just  as 
loud  as  I could. 

The  familiar  tears  started,  but  then 
the  laughter  came.  ‘ ‘Christmas  gift! 

I exulted,  and  the  boys  echoed  me. 

Christmas  Gift! 

FERROL  SAMS 

She  was  young,  only  18  years  of 
age  as  I now  recall  her,  when 
the  ski  boat  she  was  driving,  alone 
at  the  controls  while  pulling  her 
husband  at  the  end  of  the  trailing 
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ski  rope,  came  out  of  the  cove, 
rounded  the  point  of  the  island, 
and  collided  with  the  onrushing 
vessel.  It  was  struck  abeam,  her  lit- 
tle ski  boat  was,  as  the  unsuspected 
power  boat  bore  down  upon  her, 
struck  and  roared  over  her,  thrust- 
ing the  whirling  propeller  into  her 
chest  and  upper  abdomen. 

They  brought  her  to  our  simple 
little  emergency  room  — no  “Level 
I or  Level  11  Trauma  Center”  then. 
No  “Center”  at  all  in  fact.  We  were 
but  a room  or  so  with  IV  fluids  and 
the  like  which  looked  back  upon 
gives  one  pause  as  compared  to  the 
technologic  sophistication  of  to- 
day’s emergency  facilities. 

Into  that  ancient  and  archaic  en- 
vironment they  brought  her.  Pale. 
Pulseless.  Near  lifeless.  We  started 
the  life  sustaining  blood,  “whole,” 
undiluted,  unfragmented  blood  it 
was  in  those  days  before  “blood 
products”  brought  more  precision 
to  the  world  of  transfusion.  She  was 
in  the  operating  room  quickly  and 
the  abdomen  opened.  The  liver 
had  been  fractured.  Blood  rose 
from  the  depths  of  the  fracture  as 
water  gushes  from  a deep  spring. 
The  debridement,  the  suturing,  the 
packing  proceeded  until  the  torrent 
seemed  to  have  been  stilled.  We 
stopped  then  and  sent  her  to  the 
ward  only  to  find  the  next  day  that 
the  terrible  trickle  of  blood  was 
again  threatening.  Two  more  trips 
to  the  operating  room  followed  in 
the  next  2 days  until  the  major  por- 
tion of  her  liver  was  resected  and 
the  hemorrhage  arrested.  It  was 
then,  however,  too  late.  She  left  us 
expiring  on  the  operating  room  ta- 
ble as  the  72nd  bottle  of  blood 
poured  in.  We  stopped  our  frantic 
efforts  then.  Removed  and  dis- 
carded the  blood  soaked  garments. 
Sat  and  talked  of  what  could  have 
been  done  differently.  Then  met 
the  distraught  husband,  always  by 
her  side  through  it  all,  to  finish  the 
most  difficult  part  of  it.  To  tell  him 
of  her  death. 

I had  not  thought  of  her  on  that 
particular  evening  when  I stood 
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on  the  patio,  though  I had  spent 
many  a restless  night  since  that  July 
afternoon  wondering,  questioning, 
contemplating  what  could  have 
been  done  differently.  Wondering 
as  a child  wonders  as  to  why  a leaf 
is  red,  or  green,  or  gold.  How  else 
could  the  overwhelming  hemor- 
rhage have  been  stopped?  Dare 
one  remove  more  of  the  liver? 
Might  we  ever  be  able  to  remove 
it  all,  the  liver,  and  replace  it  — 
transplant  it?  So  I thought  and  slept 
with  restless  unease  those  nights 
following  the  accident. 

And  so  it  was  that  1 stood  on  the 
cold  and  windy  patio,  cooking 
hamburgers.  It  was  Christmas  Eve 
now.  The  summer  just  past  lay 
away  from  me  as  a mist  lies  gently 
upon  the  land.  We  lived  then,  the 
wife,  the  two  “St.  Louis  children” 
and  myself  in  one  of  those  non-des- 
cript houses  confined  by  “House 
and  Garden  plans”  as  well  as  the 
imagination  or  lack  of  such  of  those 
builders  who  place  houses  side  by 
side  in  the  look-alike  neighbor- 
hoods of  today.  It  seemed  so  fool- 
ish, so  unimaginative  to  me,  not  to 
make  some  little  condescension  to 
our  own  individuality  by  adding  a 
touch  of  something,  anything,  to  a 
building,  particularly  a home, 
which  says  to  passers  by  “1  am  a 
particular  person.”  Oh,  surely,  cost 
and  practicality  are  real,  but  com- 
mon sense  costs  nothing. 

But,  about  the  hamburgers.  The 
wind  blew  cold  through  the  lit- 
tle carport  built  closely  for  two 
small  cars  and  in  which  I now  stood 
over  the  charcoal  fire.  It  was  then 
that  light  from  his  car  caught  the 
dark  of  the  upper  driveway  and 
from  out  of  the  dark  came  the  man. 
Alone,  cold  in  the  wind  of  a Decem- 
ber night,  Christmas  Eve.  I looked 
upon  him  in  that  way  which  South- 
erners in  times  past  looked  upon 
strangers  who  appeared  at  their 
doorway.  He  carried  with  him  a 
brown  paper  bag.  The  kind  one  ob- 
tains in  the  local  liquor  store.  He 
came  out  of  the  dark  of  the  little 
one  lane  driveway  leading  to  the 


narrow  carport  where  I stood  with 
the  charcoal  and  the  hamburgers. 

“1  got  to  thinking  about  you  to- 
night, me  and  the  kids  did,”  he 
said.  I knew  him  now,  the  husband 
who  was  at  the  end  of  the  ski  rope. 
June,  last  summer,  the  ruptured 
liver.  It  all  came  back.  He  remem- 
bered it,  too,  what  in  my  recollec- 
tion of  that  past  summer  had  be- 
come an  indelible  and  haunting 
memory.  He  handed  over  the 
brown  paper  bag.  “I  wanted  you  to 
have  this.  Julie  would  have  wanted 
you  to  have  it.”  I opened  the  bag 
with  cautious  care  and  looked  in. 
A bottle,  a “Fifth,”  of  Wild  Turkey. 
“Christmas  gift,”  he  said. 

He  left  then.  Up  the  dark  drive 
and  into  the  night.  I thought  it 
strange  that  he  seemed  so  in  con- 
trol of  his  emotions  while  I fought 
back  tears.  Perhaps  the  tears  were 
all  gone  for  him.  All  shed  far  back 
in  July  when  the  blood  was  shed. 

But  it  was  Christmas  Eve.  The 
Season  of  Hope,  be  we  Christian  or 
Jew  or  Muslim.  Or  be  we  agnostic. 
Surely  there  is  Hope  regardless  of 
our  religious  views.  There  would  be 
hope  of  survival  for  Julie  today. 
Surely  it  is  a better,  a more  hopeful 
world  in  which  we  live  today.  We 
are  talking  to  each  other  now  — 
Christian  and  Jew  and  Arab. 

I shall  stand  on  the  patio  again 
this  Christmas  Eve.  It  is  larger  now 
and  perhaps  there  will  be  a steak 
or  turkey  to  replace  the  hamburger. 
And  yet,  regardless  of  the  circum- 
stances, 1 shall  think  again  as  it 
seems  I do  each  year  of  that  Christ- 
mas Eve  of  so  many  years  past.  I 
shall  think  of  Julie  and  the  brown 
bag  and  the  Wild  Turkey.  I shall 
think  of  our  good  fortune  of  simply 
being  physicians  exposed  every 
day  of  our  life  to  the  joys  and  the 
sorrows  and  the  goodness  of  our 
fellow  creatures. 

It  is  coming  again,  Christmas  Eve 
is.  A Merry  Christmas  to  you  all! 

The  Editor  and  your  Editorial  Board 
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Smooth  Muscle  Tumors  of  the 
Appendix  and  Colon:  A Collective 
Review  of  the  Woiid  Literature 

Gregory  Tarasidis,  M.D.,  Bobby  C.  Brown,  M.D.,  Lee  J.  Skandalakis,  M.D.,  F.A.C.S., 
Gregory  Mackay,  M.D.,  Richard  C.  Lauer,  M.D.,  Stephen  W.  Gray,  Ph.D., 

John  E.  Skandalakis,  M.D.,  Ph.D.,  F.A.C.S. 


History 

The  earliest  smooth  muscle 
tumors  of  the  colon  to  be  re- 
ported manifested  themselves  dra- 
matically. In  1875,  Pelizzari'  de- 
scribed a 500-g  myoma,  originally 
diagnosed  as  an  ovarian  cyst,  ex- 
pelled spontaneously  from  the  rec- 
tum by  a young  girl.  The  tumor  had 
been  palpated  previously  in  the 
ileo-cecal  region. 

The  second  case,  that  of  Heur- 
taux^  in  1884,  was  similar.  The  tu- 
mor had  been  palpated  at  the 
splenic  flexure.  It  broke  free  and 
passed  in  to  the  rectum  from  which 
it  had  to  be  dislodged  by  the  sur- 
geon. Heurtaux''  subsequently  re- 
viewed all  the  benign  tumors  of  the 
large  and  small  intestine  in  the  liter- 
ature to  that  date. 

Lafforgue"'  found  three  small  sub- 
mucosal tumors  in  the  appendix  of 
a 52-year-old  woman  in  1893  and  is 
credited  by  Koontz^  with  being  the 


In  this  collective 
review,  we  compiled  all 
reported  cases  of 
smooth  muscle  tumors 
of  the  colon/appendix 
in  the  world  literature 
from  1959  to  1989.  Our 
goal  was  to  make  more 
accurate  conclusions 
about  these  tumors 
based  on  our  increased 
data  pool. 


first  to  report  such  a case.  No  clini- 
cal notes  were  given  by  Koontz.  In 
1908,  Moshcowitz®  and  Stewart^ 
each  reported  an  appendiceal  leio- 
myosarcoma. 

In  1917,  King”  collected  from  the 
literature  45  leiomyomas  among 


169  benign  tumors  of  the  large  and 
small  intestines.  Staemmler''  stated 
in  1924  that  there  had  been  no  leio- 
myosarcomas reported  from  the  co- 
lon. Even  while  his  book  was  in 
press,  Puskpellies'°  published  a 
case  operated  on  in  1911.  At  the 
same  time,  Scott"  in  this  country 
published  a case  treated  in  1921. 
Scott’s  patient  was  50  years  old,  and 
the  earlier  patient  was  16  years  old; 
both  were  males,  both  had  tumors 
of  the  right  colon,  both  had  metas- 
tases,  and  both  died  soon  after  op- 
eration. 

MacKenzie  et  al.'^  were  able  to 
collect  24  published  cases  of  leio- 
myoma and  leiomyosarcoma  of  the 
colon  and  to  add  13  cases  from  the 
files  of  the  Mayo  Clinic  by  1954. 

In  1962,  Skandalakis  et  al.’^  col- 
lected 2525  cases  of  smooth  muscle 
tumors  of  the  alimentary  tract.  Col- 
lecting the  literature  from  1881  to 
1959,  they  discovered  84  cases  of 
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leiomyoma  and  33  cases  of  leiomy- 
osarcoma (including  those  men- 
tioned in  series)  of  the  appendix 
and  colon.  We  have  seen  no  other 
collective  review  of  the  subject. 

Scope  Of  The  Review 

The  aim  of  this  collective  review 
is  to  supplement  the  previous  work 
of  Skandalakis  et  al.  of  the  smooth 
muscle  tumors.’^  We  subsequently 
reviewed  the  world  literature  from 
1960  to  1989. 

Beginning  with  Pellizzari’s  dra- 
matic case  in  1875/  there  have 
been  76  case  reports  of  leiomyosar- 
comas, with  27  more  cases  reported 
in  series.  There  were  77  individual 
case  reports  of  leiomyomas,  with 
40  reported  in  series.  These  cases 
included  Jaworksi’s  review  in 
which  he  reported  three  leiomyo- 
mas in  the  colon.''*  Simmang  and 
Reed,'^  in  their  review  of  the  leio- 
myomas of  the  gastrointestinal  (Gl) 
tract,  reported  four  tumors  that 
were  within  the  colon.  Also, 
Schmutzer  et  al.,'®  in  their  review 
of  tumors  found  in  the  appendix, 
reported  two  cases  of  leiomyoma 
found  there.  For  the  leiomyosarco- 
mas, Akwari  et  al."’  reported  1 1 co- 
lonic leiomyosarcomas  when  they 
reviewed  these  tumors  in  the  small 
and  large  bowel.  We  wish  to  men- 
tion these  cases,  but  due  to  the  fact 
they  were  reported  as  reviews,  they 
are  not  included  In  the  tabulated 
data. 

A number  of  other  19th  century 
case  reports  have  been  considered 
unacceptable  for  a variety  of  rea- 
sons. Cases  mentioned  by  Tucker 
and  Hellwig'®  were  too  indefinite  to 
be  included,  as  was  that  of  Kerchy 
and  Keleman.'®  A retroperitoneal 
leiomyosarcoma  of  Lumb’®  and  a 
retroperitoneal  and  an  omental  tu- 
mor of  Berman  et  al.^'  were  ex- 
cluded because  their  intestinal 
connections  were  not  certain.  The 
three  latter  tumors  were  large  and 
might  have  lost  their  original  at- 
tachment. One  case  of  Marshall 
and  Cherry"-  duplicated  the  case  of 


Cattell  and  Colcock""  published 
earlier.  In  our  review  of  the  most 
recent  30  years,  we  found  one  bor- 
derline case  in  the  French  litera- 
ture, and  it  is  reported  within  the 
text  of  this  paper.  Except  for  this 
report,  classification  as  leiomyoma 
or  leiomyosarcoma  was  relatively 
straightforward. 

It  should  be  mentioned  that  in 
the  hopes  of  maintaining  historic 
perspective,  we  have  maintained 
the  format  originally  used.'"  Some 
of  the  original  prose  proved  to  be 
outdated  and  thus  was  eliminated, 
whereas,  some  statements  proved 
to  stand  the  test  of  time  and  were 
maintained. 


Etiology 

No  specific  suggestions  for  the 
etiology  of  smooth  muscle  tumors 
of  the  large  intestine  have  been  ad- 
vanced. The  rarity  of  these  tumors, 
together  with  the  obscurity  of  their 
origin  even  in  those  portions  of  the 
alimentary  tract  where  they  are 
more  frequent,  leaves  their  devel- 
opment in  the  colon  without  spe- 
cial explanation. 

Histogenesis 

Dr.  Leslie  Sobin,  Chief  of  Gastro- 
intestinal Pathology  at  the  Armed 
Forces  Institute  of  Pathology,  pro- 
vided the  following  information 
about  the  histogenesis  of  smooth 
muscle  tumors: 

“In  the  Gl  tract,  most  smooth 
muscle  tumors  seem  to  arise  from 
indigenous  smooth  muscle.  Some- 
times we  see  small  leiomyomas  en- 
tirely in  the  muscularis  mucosae  of 
the  rectum  or  in  the  muscularis  pro- 
pria of  the  stomach.  There  are 
some  lesions  that  appear  to  have 
a vascular  orientation,  i.e.,  forming 
muscular  structures  around  blood 
vessels.  We  speculate  that  these 
may  be  arising  from  vascular 
smooth  muscle.  Immunohisto- 
chemistry  has  not  clarified  this.  In 
our  hands,  desmin  is  rarely  positive 
in  Gl  smooth  muscle  tumors, 
whereas  smooth  muscle  actln  is 


positive.  Epithelioid  smooth  mus- 
cle tumors  (the  so-called  leiomy- 
oblastomas)  are  also  probably  of 
smooth  muscle  origin,  since  we  of- 
ten see  a spindle  cell  component 
associated  with  them.  S-100  protein 
is  rarely  positive  in  smooth  muscle 
tumors,  and  we  do  not  find  it  diffi- 
cult to  separate  neurogenic  from 
smooth  muscle  lesions.  We  do  not 
use  the  term  ‘Gl  stromal  tumor’  in 
a diagnostic  sense;  if  used,  we 
apply  it  generically.”"'' 

Incidence 

Muir""  in  the  Lettsomian  Lecture 
for  1956,  stated  that  there  were 
three  colonic  sarcomas  among  714 
malignant  tumors  of  the  large  Intes- 
tine. Only  one  of  the  three  was  a 
leiomyosarcoma.  If  we  take  Stout’s 
experience"®  to  indicate  the  relative 
frequency  of  benign  to  malignant 
tumors,  we  find  that  the  former  are  . 
about  twice  as  frequent  as  the  lat- 
ter. 

Among  the  benign  tumors  of  the 
colon.  Stout  found  lipomas  to  ac- 
count for  slightly  more  than  one- 
half;  endometriomas  were  second,  . 
and  leiomyomas  were  third  in  fre-  i 
quency.  These  last  accounted  for 
10.8%  of  all  benign  tumors.  Among 
malignant  tumors,  exclusive  of  car-  | 
cinoma  and  adenoma,  lymphosar- 
comas made  up  one-half  of  the 
cases,  carcinoids  almost  one  third, 
and  leiomyosarcomas  amounted  to 
11.1%.  Thus,  benign  and  malignant 
smooth  muscle  tumors  occurred  in 
the  colon  in  almost  the  same  pro- 
portion as  did  all  benign  and  all 
malignant  tumors  of  connective  tis- 
sue origin. 

In  the  appendix,  Charache"'  was 
able  to  find  only  23  sarcomas  up  to 
1934,  of  which  one  was  a leiomyo- 
sarcoma and  two  others  were  de- 
scribed as  spindle  cell  sarcomas.  In 
1921,  Collins""  found  632  malignant 
tumors  among  50,000  appendices; 
there  were  830  leiomyomas,  or 
1.66%.  Neuromas  came  second 
with  an  incidence  of  1.18%,  and 
each  of  the  other  benign  tumoi's  oc- 
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TABLE  I 

— Age  and  Sex  Distribution 

LEIOMYOMA 

LEIOMYOSARCOMA 

1875-1959 

1875-1989 

1875-1959 

1875-1989 

Age 

M 

F 

Total 

M 

F 

Total 

M 

F 

Total 

M 

F 

Total 

0-9 

1 

0 

1 

2 

1 

3 

0 

0 

0 

4 

2 

6 

10-19 

1 

0 

1 

3 

0 

3 

2 

0 

2 

3 

1 

4 

20-29 

1 

9 

10 

1 

12 

13 

1 

0 

1 

2 

0 

2 

30-39 

2 

8 

10 

5 

10 

15 

1 

0 

1 

5 

4 

9 

40-49 

5 

6 

11 

6 

7 

13 

1 

3 

4 

8 

5 

13 

50-59 

4 

3 

7 

5 

4 

9 

0 

1 

1 

5 

10 

15 

60-69 

1 

3 

4 

6 

4 

10 

3 

1 

4 

8 

5 

13 

70-79 

0 

1 

1 

1 

2 

3 

2 

1 

3 

3 

6 

9 

80- 

0 

0 

0 

0 

0 

0 

0 

0 

0 

2 

1 

3 

Not  stated 

1 

4 

8* 

1 

4 

8* 

0 

0 

1 * * 

0 

1 

2** 

Total 

16 

34 

53 

30 

44 

77 

10 

6 

17 

40 

35 

76 

Series  cases 

31 

40 

16 

27 

sex  not 
stated 

GRAND  TOTAL 

84 

117 

33 

103 

* Including  1 with  sex  not  stated 
* * Including  3 with  sex  not  stated 

curred  in  less  than  1%  of  the  appen- 
dices examined.  This  incidence 
can  hardly  be  compared  with  that 
for  other  organs,  as  no  such  thor- 
ough study  has  been  done  outside 
the  appendix. 

Collins  makes  no  statement  as  to 
the  percentage  of  these  leiomyo- 
mas producing  symptoms,  but  one 
concludes  that  it  was  small.  As 
Meissner^®  reported  in  1944  from 
stomach  autopsies,  small  leiomyo- 
mas are  probably  present  in  many 
people.  They  remain  small,  give  no 
clinical  signs,  and  can  be  found 
only  by  meticulous  search  at  au- 
topsy. 

StouC®  has  reported  accidental 
discovery  of  seven  leiomyomas  of 
the  colon  in  surgical  specimens  re- 
sected for  other  lesions.  All  were 
small  and  intramural.  He  suggests 
that  most  of  these  small  tumors  in- 
crease in  size  for  a while  and  then 
cease  to  grow  for  the  rest  of  the 
patient’s  life. 

In  the  aforementioned  work  of 
Skandalakis  et  al.,’^  53  cases  of  leio- 
myoma and  17  cases  of  leiomyosar- 
coma of  the  appendix  and  colon 
were  collected,  with  31  leiomyo- 
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mas  and  16  leiomyosarcomas  men- 
tioned in  series. 

Age  And  Sex  Distribution 

The  youngest  patient  with  leio- 
myoma of  the  colon  was  a 21-mon- 
th-old  boy,^°  with  the  next  youngest 
being  an  8 1 /2-year-old  girl.  Eighty- 
one  percent  of  all  cases  occurred 


Figure  1 — Location  of  leiomyomas  of 
the  large  intestines. 


between  the  ages  of  20  and  70,  fol- 
lowed by  a marked  decrease  in  in- 
cidence after  age  70.  The  oldest  pa- 
tient was  a 79-year-old  woman^' 
(Table  1). 

Among  the  patients  with  leiomy- 
osarcoma, the  youngest  were  a 
newborn  male^^  and  a 7-week-old 
female.^^  Fifty-five  percent  of  cases 


Figure  2 — Location  of  leiomyosarco- 
mas of  the  large  intestines. 
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reported  were  between  the  ages  of 
40  and  70,  with  slowly  decreasing 
incidence  after  age  70.  The  oldest 
patients  were  an  83-year-old  man^'' 
and  an  82-year-old  woman.^^ 

One  and  one-half  as  many  leio- 
myomas of  the  colon  occurred  in 
women  as  in  men,  and  more  ap- 
peared at  an  earlier  age  in  women. 
This  is  the  only  portion  of  the  ali- 
mentary tract  where  more  women 
than  men  were  affected.  In  our  ac- 
cumulated data,  leiomyosarcomas 
have  been  found  in  40  men  as  op- 
posed to  35  women,  thus  nearly 
having  equal  incidence. 

Location 

The  greatest  number  of  benign 
tumors  of  any  portion  of  the  large 
intestine  lies  in  the  appendix  (Fig- 
ures 1 and  2),  as  noted  in  our  previ- 
ous review.  In  the  more  recently 
collected  data,  the  Incidence  of  lei- 
omyomas was  distributed  basically 
equal  between  the  appendix, 
cecum/ascending  colon,  and 
descending/sigmoid  colon,  so  that 
in  our  combined  data,  we  find  basi- 
cally equal  occurrence  in  the  ap- 
pendix and  the  descending/sig- 
moid colon.  About  one-third  of 
leiomyomas  are  located  in  the  ap- 
pendix  and  one-third  in  the 
descending/sigmoid  colon,  with 
the  remaining  one-third  spread  out 
throughout  (Table  11).  The  leiomyo- 
sarcomas were  proportionately 
fewer  in  the  appendix  than  were 
leiomyomas,  but  otherwise  the  dis- 
tribution was  similar,  with  more  tu- 
mors in  the  cecum  and  descend- 
ing/sigmoid colon  than  elsewhere. 
(Table  11). 

Where  the  position  with  respect 
to  the  wall  was  stated,  four  of  the 
13  appendiceal  tumors  were 
endoenteric.  In  the  colon  proper, 
21  out  of  77  (27.3%)  leiomyomas 
were  exoenteric,  by  far  the  most 
common.  In  the  colon  proper,  10 
out  of  76  leiomyosarcomas  were 
exoenteric,  with  endoenteric  tu- 
mors being  the  most  common:  19 
out  of  76  (25%).  Of  the  two  ap- 


pendiceal leiomyosarcomas  re- 
ported, both  were  endoenteric.  In- 
tramural tumors  were  few,  with 
only  three  leiomyomas  and  two  lei- 
omyosarcomas being  dumbbell- 
shaped (Table  111). 

Signs  And  Symptoms 

A palpable  mass  and  pain  or  dis- 
comfort are  the  two  most  frequent 
symptoms  indicating  the  presence 
of  smooth  muscle  tumors  in  the  co- 
lon. No  other  symptoms  occurred 
nearly  as  often.  Hemorrhage  was 
reported  in  13  of  the  77  leiomyo- 
mas reporting  symptoms,  nausea 
and  vomiting  in  1 1 of  77,  and  both 
constipation  and  diarrhea  some- 
times accompany  either  type  of  tu- 
mor. The  leiomyosarcomas  pre- 
sented similar  numbers.  Weight 
loss  was  more  common  among  lei- 
omyosarcomas, as  one  would  ex- 
pect, being  reported  in  20  of  76  pa- 
tients  reporting  symptoms. 
Weakness  was  infrequently  re- 
ported. Other  symptoms  reported 
were  varied.  In  this  category,  diar- 
rhea was  commonly  reported:  1 1 of 
77  leiomyomas  and  6 of  76  leiomyo- 
sarcomas. Though  not  necessarily  a 
sign  or  a symptom,  intussusception 
was  reported  in  2 of  77  leiomyomas 
and  7 of  76  leiomyosarcomas.  Ta- 
bles IV  and  V give  complete  details. 

Anemia 

Anemia  is  much  less  frequently 
associated  with  colonic  smooth 
muscle  tumors  than  with  gastric  or 
intestinal  tumors.  Eight  patients 
with  leiomyosarcoma  had  moder- 
ate anemia.^^^®  Two  patients  with 
leiomyosarcoma  also  showed  ane- 
mia,^®''“  and  in  both  it  was  severe. 
Both  had  melena,  but  in  only  one^® 
was  the  tumor  found  to  be  ulcer- 
ated at  surgery.  In  15  leiomyosarco- 
mas, anemia  was  present,  and  fig- 
ures  were  given.  In  these, 
hemoglobin  values  ranged  from  6.2 
g%  to  11.7  g%.  Anemia  was  re- 
ported less  in  the  patients  with  leio- 
myomas; however,  five  patients  re- 


ported anemia,  with  hemoglobin 
values  ranging  from  7.3  to  11.5  g%. 

Duration  of  symptoms 

The  number  of  years  symptoms 
have  existed  is  no  better  index  of 
the  life  of  a smooth  muscle  tumor 
in  the  colon  than  elsewhere.  One 
was  reported  to  have  produced 
symptoms  for  20  years.  Two  benign 
tumors  were  reported  to  have 
symptoms  greater  than  10  years 
(Table  VI). 

Of  the  leiomyosarcomas,  82% 
had  produced  symptoms  for  1 year 
or  less,  while  63%  of  leiomyomas 
came  to  surgery  within  a year.  This 
last  piece  of  data  increased  from 
37%  reported  in  our  last  series, 
probably  resulting  from  today’s  bet- 
ter diagnostic  techniques  and  pa- 
tient awareness.  Thirty-eight  per- 
cent of  the  colonic  leiomyomas 
had  a history  of  1 year  or  more, 
while  none  of  the  leiomyosarco- 
mas had  produced  symptoms  for 
more  than  3 years. 

Diagnosis 

Either  pain  or  palpable  mass 
were  present  in  about  42%  of  pa- 
tients with  colonic  leiomyomas  and 
in  about  38%  of  the  patients  with 
leiomyosarcoma.  These  are  the 
only  findings  occurring  frequently 
enough  to  be  of  diagnostic  value. 
The  presence  of  such  masses 
should  be  expected  to  lead  to  a 
diagnosis  of  neoplastic  disease.  In 
the  majority  of  both  leiomyomas 
and  leiomyosarcomas,  the  preoper- 
ative diagnosis  was  given  only  as 
"neoplasm."  If  the  mass  can  be  pal- 
pated, yet  does  not  appear  radio- 
logically,  an  exocolic  sarcoma 
might  be  suspected.  There  is  little 
possibility  of  reaching  a more  pre- 
cise diagnosis. 

In  a few  cases  of  leiomyoma,  the 
preoperative  diagnosis  was  correct. 
In  23  cases,  neoplasm  of  the  colon 
was  diagnosed,  and  in  three  other 
cases  the  neoplasm  was  assigned 
to  the  wrong  organ.  Appendicitis 
was  the  preoperative  diagnosis  in 
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TABLE  II  — Location  of  Tumors 

LEIOMYOMA 

LEIOMYOSARCOMA 

Position 

18751959 

18751989 

18751959 

18751989 

Appendix 

18 

23 

3 

5 

Cecum/ Ascending  Colon 

8 

15 

7 

21 

Hepatic  Flexure 

1 

1 

0 

0 

Transverse  Colon 

7 

12 

1 

19 

Descending/Sigmoid  Colon 

15 

21 

6 

29 

“Large  intestine” 

3 

4 

0 

0 

Ileocecal  junction 

0 

0 

0 

2 

All  portions  (multiple) 

1 

1 

0 

0 

TOTAL 

53 

77 

17 

76 

TABLE  III-A  — Position  of  Tumors  of  Colon  and  Appendix  Related  to  Wall  £md  Lumen  in  53  Leiomyoma 

Cases  and  17  Leiomyosarcoma  Cases,  From  1875-1959 

Position 

Exocolic 

Endocolic 

Both 

Intramual 

Not  Stated 

Leiomyoma 

Appendix 

1 

4 

0 

1 

12 

Ascending  Colon 

3 

2 

0 

1 

2 

Transverse  Colon 

6 

1 

0 

0 

0 

Descending  Colon 

7 

2 

1 

1 

4 

“Large  intestine” 

0 

0 

1 

0 

2 

Hepatic  flexure 

0 

1 

0 

0 

0 

All  3 regions 

1 

0 

0 

0 

0 

Percent 

34.0 

18.9 

3.8 

5.7 

37.7 

Leiomyosarcoma 

Appendix 

0 

0 

0 

0 

3 

Ascending  Colon 

1 

5 

0 

0 

0 

Transverse  Colon 

0 

0 

1 

0 

0 

Descending  Colon 

2 

2 

0 

0 

1 

“Large  intestine” 

0 

0 

0 

0 

0 

Ileocecal  junction 

0 

0 

0 

0 

0 

Percent 

17.6 

41.2 

5.9 

0 

35.3 

TABLE  III-B  — Position  of  Tumors  of  Colon  and  Appendix  Related  to  Wall  and  Lumen  in  77  Leiomyoma 

Ccises  and  76  Leiomyosarcoma  Cases,  From  1875-1989 

Position 

Exocolic 

Endocolic 

Both 

Intramural 

Not  Stated 

Appendix 

3 

4 

0 

2 

13 

Ascending  Colon 

6 

2 

1 

3 

3 

Transverse  Colon 

7 

1 

0 

0 

4 

Descending  Colon 

7 

4 

1 

1 

8 

“Large  intestine” 

0 

1 

1 

0 

2 

Hepatic  flexure 

0 

1 

0 

0 

0 

All  3 regions 

1 

0 

0 

0 

0 

Percent 

31.2 

16.9 

3.9 

7.8 

39.0 

Leiomyosarcoma 

Appendix 

0 

2 

0 

0 

3 

Ascending  Colon 

1 

9 

0 

2 

8 

Transverse  Colon 

5 

3 

2 

3 

6 

Descending  Colon 

4 

5 

0 

4 

15 

“Large  intestine” 

0 

0 

0 

0 

2 

Ileocecal  junction 

0 

2 

0 

0 

0 

Percent 

13.2 

27.6 

2.6 

11.8 

44.7 
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TABLE  IV  — Symptoms  Reported  in  Patients  with  Leiomyoma  of  the  Colon  and  Appendix 

18751959 

1875-1989 

Total  with 

Total  with 

Symptoms 

Alone 

Symptoms 

Alone 

Symptoms 

Nausea  and  vomiting 

0 

7 

0 

11 

Hemorrhage 

2 

8 

4 

13 

Pain 

7 

21 

10 

36 

Weight  loss 

0 

5 

0 

9 

Weakness 

0 

3 

0 

3 

Palpabie  mass 

6 

19 

7 

25 

Constipation 

0 

7 

0 

8 

Other* 

— 

23 

— 

39 

Asymptomatic 

1 

1 

1 

1 

* Other  symptoms  included  diarrhea,  distention,  dysuria,  “symptoms  of  appendicitis,”  fever/chills,  tenesmus,  sensation  of  tumor,  obstruc- 

tion,  intussusception. 

TABLE  V — Symptoms  Reported  in  Patients  with  Leiomyosarcoma  of  the  Colon  and  Appendix 

1875-1959 

1875-1989 

Total  with 

Total  with 

Symptoms 

Alone 

Symptoms 

Alone 

Symptoms 

Nausea  and  vomiting 

0 

2 

0 

12 

Hemorrhage 

0 

5 

1 

18 

Pain 

0 

9 

5 

45 

Weight  loss 

0 

1 

0 

20 

Weakness 

0 

1 

0 

7 

Palpable  mass 

0 

13 

2 

22 

Constipation 

0 

4 

0 

8 

Other* 

0 

6 

— 

43 

Asymptomatic 

0 

0 

0 

0 

* Other  symptoms  included  diarrhea,  distention,  dysuria,  pressure,  fever,  obstruction. 

TABLE  VI  — Duration  of  Symptoms 

LEIOMYOMA 

LEIOMYOSARCOMA 

Duration 

1875-1959 

1875-1989 

1875-1959 

1875-1989 

< 1 month 

2 

7 

5 

10 

> 1 month,  but  < 1 year 

9 

18 

7 

31 

> 1 year 

4 

5 

1 

7 

> 2 years 

6 

6 

0 

2 

> 5 years 

2 

2 

0 

0 

>10  years 

2 

2 

0 

0 

TOTAL  REPORTED 

25 

40 

13 

50 

six  patients  whose  tumors  actually 

Six  leiomyosarcomas  were  cor- 

ported  in 

20  patients  with  benign 

were  in  the  appendix.  One  patient 

rectly  diagnosed  before  operation. 

and  20  patients  with  malignant  tu- 

was  diagnosed  with  appendicitis 

33  designated 

as  neoplasms,  while 

mors.  In  one  leiomyoma  and  two 

with  the  tumor  being  located  else- 

two  were  called  carcinoma.  In  21 

leiomyosarcomas,  the  x-ray  was 

where  in  the  colon.  The  remainder 

cases,  no  preoperative  diagnosis 

negative.  In  one  of  the  latter,^”  the 

of  the  101  diagnoses  given  varied 

was  reported. 

tumor  was  intramural  in  the  cecum, 

from  colitis  to  tuberculosis,  with 

was  the  size  of  a walnut,  and  had 

nine  reported  as  intussusception 

Kadiologic  t Hidings 

been  palpated. 

(Tables  Vll  and  VIII). 

Radiologic 

findings  were  re- 

Endocolic  leiomyomas  are  gen- 
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TABLE  VII  — Preoperative  Diagnosis  in  Patients  with  Leiomyoma 

18751959 

1875-1989 

Number  of  Cases 

Number  of  Cases 

Diagnosis 

Diagnosed 

Diagnosed 

Correct,  after  biopsy 

3 

3 

Neoplasm 

Other 

10 

26 

Colitis 

1 

1 

Intussusception 
Appendicitis/tumor 
in  appendix 

1 

2 

and/or  gallbladder 

3 

5 

Tumor  in  gallbladder 

1 

1 

Uterine  mass 
Diverticulum  or 

1 

1 

amebic  infection 

1 

2 

Tuberculosis 

1 

1 

TABLE  VIII  — 

Preoperative  Diagnosis  in  Patients  with 
Leiomyosarcoma 

18751959 

1875-1989 

Number  of  Cases 

Number  of  Cases 

Diagnosis 

Diagnosed 

Diagnosed 

Correct,  after  biopsy 

1 

6 

Neoplasm 

3 

33 

Carcinoma  of  colon 

2 

2 

Carcinoma  of  ovary 
Appendicitis 

1 

1 

(tumor  elsewhere) 
Appendicitis 

1 

1 

(tumor  there) 

1 

1 

Myomatous  uterus 

0 

1 

Appendiceal  abscess 

0 

1 

Stricture 

0 

1 

Ileocecal  TB 

0 

1 

Peritonitis 

0 

1 

Intussusception 

0 

7 

Multicystic  renal  dysplasia  0 

1 

Perforated  diverticulitis 

0 

1 

Cyst 

0 

1 

1 


1 


erally  well  defined  and  usually  do 
not  interrupt  the  haustral  pattern  or 
destroy  the  mucosal  markings.  An 
ulceration  niche  may  or  may  not 
be  present.  Thorough  evacuation 
of  the  colon  before  barium  enema 
is  necessary.  Buckstein'"  also  advo- 
cated radiography  after  partial 
evacuation  of  the  colon  for  best 
contrast.  In  one  of  the  authors’ 
cases,  the  x-ray  diagnosis  was  carci- 
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noma  of  the  sigmoid  colon,  be- 
cause the  tumor  was  fixed  to  the 
overlying  mucosa. 

Colonoscopy 

Colonoscopy  was  employed  in 
five  patients  with  benign  tumors 
and  in  two  with  a malignant  tumor. 
In  one"*^  of  these  cases,  this  proce- 
dure resulted  in  a correct  diagnosis. 
In  this  case  a biopsy  was  also  taken. 


In  two  other  instances,'*^'*^  biopsy 
was  taken;  in  one,'*'*  a correct  diag- 
nosis was  reached. 

It  is  the  advice  of  the  authors  that 
total  colonoscopy  must  be  used  in 
conjunction  with  air  contrast  bar- 
ium enema  in  order  to  accurately 
locate  the  tumor.  Location  along 
with  biopsies  will  not  only  help  the 
surgeon’s  operative  strategy  but 
will  also  allow  for  adequate  discus- 
sions to  inform  the  patient  of  op- 
tions and  outcomes  prior  to  sur- 
gery. Sonography  and  CT  scan 
should  be  included  when  indica- 
tions are  in  order. 


Differential  Diagnosis 

In  several  cases,  the  symptoms  of 
patients  with  smooth  muscle  tu- 
mors have  accurately  resembled 
chronic  or  acute  appendicitis,  or 
acute  gall  bladder  attacks.  In  view 
of  the  relative  frequency  of  appen- 
dicitis and  cholecystitis,  it  is  not  sur- 
prising  that  the  surgeon  would 
think  of  them  before  considering  so 
rare  a condition  as  a smooth  mus- 
cle tumor  of  the  colon.  Smooth 
muscle  tumors  of  the  colon  do  not 
differ  grossly  or  microscopically 
from  those  found  elsewhere  in  the 
alimentary  tract.  Cystic  degenera- 
tion, necrosis,  hyaline  degenera- 
tion, calcification,  or  encapsulation 
is  commented  on  in  the  following 
section  on  pathology. 


Pathology 

Smooth  muscle  tumors  of  the  co- 
lon do  not  differ  grossly  or  micro- 
scopically from  those  found  else- 
where in  the  alimentary  tract.  Six 
leiomyomas  had  undergone  cystic 
degeneration.  Four  were  calcified. 
Three  were  described  as  encapsu- 
lated; one  was  one  of  the  few  that 
were  retroperitoneal.'^^  Of  the  leio- 
myosarcomas, nine  were  reported 
to  have  undergone  cystic  degenera- 
tion, one  was  reported  as  calcified, 
and  three  were  reported  to  be  en- 
capsulated (Figure  3). 
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INTRAMURAL 


Figure  3 — Typical  forms  of  smooth  muscle  tumors  of  the  small  intestine  and  colon.  A,  B,  and  C show  three  stages  of  an  evo- 
enteric  tumor  undergoing  degeneration  and  fistula  formation. 
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I Gross  Characteristics 

Ten  leiomyomas  were  multiple. 
In  one  patient,  the  taeniae  of  the 
whole  colon  contained  numerous 
nodules  from  the  size  of  millet 
seeds  to  that  of  hazel  nuts.^®  It  ap- 
pears to  be  a case  of  myomatosis 
similar  to  those  reported  in  the 
small  intestine  by  Nazzari.'*^  Freni  et 
j al."^®  reported  a case  of  leiomyo- 
1 matosis  of  the  colon  as  did  Spaun 
I and  Nielsen, except  in  the  latter  it 
j was  reported  to  include  the  mesen- 
I tery.  Another  patient  had  an  annu- 
i lar  leiomyoma  of  the  sigmoid  colon 
j and  numerous  nodules  over  the  re- 
! mainder  of  the  colon  and  appen- 
j dix.'’®  This  latter  case  appears  suspi- 
j ciously  like  a leiomyosarcoma  with 
metastases,  but  the  authors  did  not 
consider  it  to  be  so;  we  therefore 
include  it  under  multiple  leiomyo- 
mas. 

One  case  of  leiomyosarcoma 
was  reported  to  be  multiple.  Cho 
and  Smith''®  reported  a case  that  in- 
volved the  transverse  colon.  Inter- 
estingly enough,  there  was  one 
case  found  of  leiomyosarcomatosis 
of  the  G1  tract  that  included  the  co- 
lon. Rutgeerts  et  al.®°  report  this 
case  of  a middle-aged  woman  who 
presented  with  subcutaneous  nod- 
ules found  in  the  right  upper  ab- 
dominal quadrant  and  later  found 
to  have  diffuse  disease. 

Both  benign  and  malignant  tu- 
mors may  project  into  the  colonic 
lumicn  or  outward  toward  the  peri- 
toneal cavity.  Five  such  tumors, 
three  leiomyomias  and  two  leiomy- 


osarcomas, were  dumbbell-shaped 
and  grew  in  both  directions.  Six  lei- 
omyomas were  found  while  they 
could  still  be  called  intramural,  two 
of  which  were  in  the  appendix.  No 
leiomyosarcomas  were  found  to  be 
intramural  in  our  previous  review, 
but  nine  were  found  to  be  so  in 
our  latest  search  through  the  last  30 
years.  Only  three  were  dumbbell- 
shaped. The  tumors  may  be  sessile 
or  pedunculated,  simple  lobulated 
or  multiple.  Two  were  annular.'’®®' 
Fifteen  had  undergone  cystic  de- 
generation, and  six  were  necrotic. 

Rather  more  smooth  muscle  tu- 
mors of  the  colon  become  attached 
to  other  organs  or  the  abdominal 
cavity  than  do  similar  tumors  of  the 
small  intestine.  Uterus,  ileum,  and 
stomach  are  the  chief  sites  of  at- 
tachment, although  other  abdomi- 
nal organs  may  be  involved.  This 
tendency  toward  adhesion  forma- 
tion results  from  the  relatively  fixed 
position  of  the  colon  compared  to 
that  of  the  small  intestine.  In  the 
latter  organ,  coils  change  their  rela- 
tionships frequently  enough  that 
adhesions  only  occasionally  have  a 
chance  to  develop. 

Microscopic  Findings 

In  a leiomyoma,  the  muscle  fi- 
bers are  arranged  in  whorls  or  in 
palisades  when  examined  micro- 
scopically, and  there  is  usually  a 
thin  pseudocapsule.  Contraction  of 
the  smooth  muscle  of  the  tumor 
may  result  in  pain,  as  has  been  re- 
ported for  tumors  of  the  arrectores 


pilorum  of  the  skin.®^  Contraction 
of  uterine  myomas  has  been  seen 
in  vitro.®® 

Distinguishing  microscopically 
between  benign  and  malignant 
smooth  muscle  tumors  may  be  diffi- 
cult.  In  leiomyosarcomas,  the 
whorls  and  palisades  of  cells  are 
more  prominent  and  are  without 
pseudocysts.  Evans’  criteria  for  mal- 
igancy®®  is  still  used  today: 

1.  Increased  cell  size 

2.  Increased  irregularity  of  cell  size 
and  shape 

3.  Lack  of  complete  cell  differenti- 
ation 

4.  Presence  of  short,  plump  cells 
with  oval  nuclei 

5.  Presence  of  cells  with  hyperch- 
romic  and  mutipl  nuclei  with 
variable  staining  reactions.  To- 
day, however,  also  we  can  use 
DNA  analysis  by  flow  cytometry 
in  difficult  cases. 

We  agree  with  Morgan  et  al.®''that 
the  level  of  mitotic  activity  is  the 
criterion  for  determining  malig- 
nancy. The  same  authors  reported 
three  recurrent  tumors  in  the  stom- 
ach, duodenum,  and  jejunum 
which  had  high  mitotic  indexes  of 
2, 4,  and  7.  (Mitotic  index  is  defined 
at  the  number  of  mitotic  figures  per 
50  high-powered  fields.)  Apple- 
man®®  reported  that  only  one  of  his 
49  cellular  tumors  with  a low  mi- 
totic index  behaved  malignantly. 

We  sympathize  with  the  patholo- 
gist when  he  or  she  is  unable  to 
give  a correct  diagnosis  in  a case  of 
smooth  muscle  tumor.  Appleman®® 


TABLE  IX  — Size  of  Tumors 


LEIOMYOMA  LEIOMYOSARCOMA 

I875I959  1875-1989  1875-1959  1875-1989 


Size  of  Tumors 

No.  of  Cases 

Percent 

No.  of  Cases 

Percent 

No.  of  Cases 

Percent 

No.  of  Cases 

Percent 

Less  than  5 cm 

14 

36.8 

23 

40.0 

1 

6.7 

7 

11.3 

5-9  cm 

10 

26.3 

15 

25.9 

8 

53.3 

31 

50.0 

10-14  cm 

8 

21.1 

12 

20.7 

3 

20.0 

13 

21.0 

15  cm  or  more 

6 

15.8 

8 

13.8 

3 

2.0 

11 

17.7 

TOTAL 

38 

58 

15 

62 
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reported  that  metastases  developed 
in  13%  of  patients  with  seemingly 
benign  gastric  smooth  muscle  tu- 
mors, with  1 to  5 mitoses  per  50 
high-powered  fields.  That  mitotic 
activity,  however,  is  the  best  diag- 
nostic criterion  nobody  doubts. 

Another  criterion  that  gives  am- 
biguous answers  is  the  size  of  the 
tumor.  Evans^^  reported  that  the 
size  of  the  tumor  is  not  a prediction 
of  metastatic  potential. 

Recently,  Chadwich  et  al.^®  re- 
ported leiomyomata  and  leiomyo- 
sarcomata  in  three  children  in- 
fected as  infants  with  the  human 
immunodeficiency  virus  (HIV). 
The  tumors  involved  the  lungs  and 
the  G1  tract,  suggesting  a nonran- 
dom association  with  acquired  im- 
munodeficiency syndrome  (AIDS). 
And  the  author  postulated  that  HIV 
infection  may  play  a role  in  tumor 
formation.  Various  tumors  other 
than  Kaposi’s  sarcoma  have  been 
reported.  Strongest  association  is 
tumors  of  the  immune  system. 

Much  remains  to  be  learned 
about  smooth  muscle  tumors  from 
a pathologic  aspect.  The  authors 
believe  that  modern  techniques 
such  as  histochemistry,  cytochem- 
istry, and  immunohistochemistry 
could  create  a greater  understand- 
ing about  the  formation  of  these  tu- 
mors. Studies  need  to  be  made  that 


determine  why  alimentary  tract  tu- 
mors are  rare  and  uterine  ones  are 
not,  why  smooth  muscles  are  more 
likely  to  develop  tumors  than  oth- 
ers, and  why  some  malignant  tu- 
mors tend  to  metastasize  or  recur 
more  than  others. 

Dr.  Sobin  described  the  follow- 
ing criteria  for  malignancy.  “In  the 
absence  of  frank  anaplasia,  we  rely 
mainly  on  size  and  mitotic  activity. 
Tumors  6 cm  or  larger,  or  those 
with  over  five  mitoses  per  50  high- 
power  fields  are  likely  to  have  met- 
astatic potential.  Tumor  necrosis 
also  favors  malignancy.  The  border- 
line area,  viz  tumors  with  low  mi- 
totic rate  and  large  size,  is  a prob- 
lem. We  use  “smooth  muscle  tumor 
of  uncertain  malignant  potential” 
in  such  cases.  Unless  a tumor  is 
clearly  benign,  we  often  add  that  it 
is  difficult  to  predict  the  behavior 
of  smooth  muscle  tumors  in  the  G1 
tract. 

Borderline  Cases 

Only  one  borderline  case  was 
noted  in  our  review  of  the  colon 
and  appendix,  and  this  was  found 
in  our  review  of  the  French  litera- 
ture. Wiercioch  et  al.^®  noted  a 20- 
cm  tumor  of  the  transverse  colon 
which  was  resected  with  an  end-to- 
end  anastomotic  repair.  Upon 
pathologic  inspection,  the  mass 


was  noted  to  have  “aspects  of  a 
leiomyoma,  but  with  reservations.” 

Size  of  the  Tumor 

Twenty-three  of  the  58  leiomyo- 
mas of  the  colon  for  which  size  was 
reported  were  less  than  5 cm  in 
their  greatest  diameter,  by  far  the 
most  common  size  category.  For 
the  leiomyosarcomas,  the  most 
common  size  was  in  the  5-9  cm 
range,  for  which  there  was  31  of  62 
reported.  Seven  of  62  leiomyosar- 
comas were  below  5 cm  in  diame- 
ter. The  majority  (7  of  1 1)  of  leiomy- 
osarcomas over  15  cm  were  in  the 
descending  colon.  On  the  other 
hand,  the  leiomyomas  over  15  cm 
were  spread  over  the  cecum/as- 
cending colon,  transverse  colon, 
and  the  descending/sigmoid  colon 
(Table  X). 

The  largest  leiomyoma  was  29  x 
29  cm  and  had  risen  from  the  sig- 
moid colon"*^  Another  was  30  x 15 
cm.®°  The  only  symptom  reported 
in  either  of  these  cases  was  “palpa- 
ble mass.”  The  leiomyosarcomas  of 
the  colon  did  not  reach  quite  such 
heroic  proportions;  one  attained  22 
cm,‘®  and  another  was  21  cm.®° 

Ulceration  and  Perforation 

Six  benign  and  15  malignant 
smooth  muscle  tumors  of  the  colon 
ulcerated.  This  amounted  to  5.6% 


TABLE  X 

— Size  of  Tumors  Related  to  Location 

LEIOMYOMA 

1875-1959 

1875-1989 

Less  than 

15  cm 

Less  than 

15  cm 

Location 

5 cm. 

5-9  cm 

10-14  cm 

or  over 

5 cm 

5-9  cm 

10-14  cm 

or  over 

Appendix 

8 

3 

0 

0 

10 

3 

2 

0 

Cecum/Ascending  colon 

2 

1 

4 

0 

5 

2 

4 

2 

Transverse  colon 

0 

1 

1 

3 

0 

3 

1 

3 

Descending/Sigmoid 

colon 

3 

4 

3 

3 

7 

5 

5 

3 

“Large  intestine” 

1 

0 

0 

0 

1 

1 

0 

0 

Location 

LEIOMYOSARCOMA 

Appendix 

0 

1 

0 

0 

0 

2 

1 

0 

Cecum/ Ascending  colon 

1 

3 

3 

0 

2 

9 

3 

2 

Transverse  colon 

0 

0 

0 

1 

3 

11 

2 

2 

Ascending/Sigmoid  colon 

0 

3 

0 

2 

2 

8 

7 

7 

Ileocecal  junction 

0 

0 

0 

0 

0 

1 

1 

0 
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Figure  4 — Sites  of  metastasis  from  leiomyosarcomas  of  the  colon. 


of  leiomyomas  and  16.3%  of  leio- 
myosarcomas. 

No  hollowed  fistulous  tumors, 
such  as  were  present  in  the  small 
intestine,  have  been  reported  from 
the  colon.  The  tumors  undergoing 
cystic  degeneration  may  have  been 
in  the  early  stages  of  a process  lead- 
ing to  cavitation  and  fistula,  but  a 
complete  diverticulum-like  fistula 
was  not  reported. 

Perforation  took  place  in  the  ap- 
pendix of  one  patient®’  and  oc- 
curred once  with  a leiomyosar- 
coma in  the  colon  proper. 

Intussusception 

Two  benign  and  seven  malignant 
tumors  of  the  colon  produced  in- 
tussusception. Donhauser  and 
Kelly®^  report  that  44%  of  intussus- 
ceptions in  adults  are  produced  by 
benign  tumors,  yet  another  25% 
show  no  organic  cause.  Why  more 
smooth  muscle  tumors  do  not  re- 
sult in  intussusception,  while  the 
condition  occurs  so  readily  in  the 
absence  of  a tumor,  is  yet  to  be 
explained. 


Diffuse  Myomatous  Hyperplasia  and 
Myomatosis 

One  case  of  diffuse  myomatous 
hyperplasia  has  been  reported  from 
the  large  intestine.  In  1906,  Estes®® 
described  a “stenosis  of  the  sig- 
moid flexure,  which  resulted  from 
enormous  and  symmetrical  hyper- 
plasia, chiefly  of  the  muscular  coats 
of  the  gut,  and  which  formed  a well- 
marked  tumor  of  the  intestine  . . . 
and  the  stenosis  was  produced  by 
the  bulk  of  the  hyperplastic  muscu- 
lar layer.”  The  author  considered 
this  to  be  a hyperplasia  and  not  a 
rare  tumor,  but  its  rarity,  together 
with  its  resemblance  to  a few  cases 
found  in  the  esophagus,  make  it 
worthy  of  notice. 

Four  cases  of  myomatosis  have 
been  reported.  In  one  case,  a pa- 
tient dying  of  tuberous  sclerosis 
was  found  to  have  a large  number 
of  leiomyomas  ranging  in  size  from 
“a  grain  of  millet  to  a hazelnut”  and 
occurring  only  on  the  longitudinal 
muscle  (taeniae  coli)  throughout 
the  length  of  the  large  intestine. 

Another  patient  also  had  multi- 


ple leiomyomas,  some  subserosal 
some  submucosal,  and  some  infil- 
trating the  wall  of  the  entire  colon.'*® 
There  was  an  annular  constricting 
leiomyoma  in  the  sigmoid  colon. 
The  colon  was  enlarged,  and  a di- 
agnosis of  Hirschsprung’s  disease 
was  reported.  Constipation  had  ex- 
isted since  childhood.  However, 
acquired  megacolon  secondary  to 
mechanical  stretching  cannot  be 
ruled  out. 

As  stated  before,  Freni  et  al.'*®  re- 
ported a case  of  leiomyomatosis  of 
the  colon  as  did  Spaun  and  Niel- 
sen,'*^ except  in  the  latter  report,  it 
was  reported  to  include  the  mesen- 
tery. 

Metastases 

Of  the  76  leiomyosarcomas  of  the 
colon,  18  (23.7%)  had  metastasized 
to  the  liver  (Figure  4).  Only  one  of 
the  tumors  which  were  reported  to 
be  less  than  5 cm  in  diameter  me- 
tastasized.^® It  is  our  impression  that 
metastases  arise  largely  from  mid- 
dle-sized tumors  (5-14  cm  in  great- 
est diameter.  Of  those  tumors  re- 
ported to  be  within  the  5-14  cm 
range,  21  cases  had  metastases,  in- 
cluding lungs,  peritoneum,  lymph 
nodes,  liver,  as  well  as  diffuse  me- 
tastasis. One  case  of  metastasis  was 
reported  to  the  left  shoulder.®'*  In 
addition  to  those  sites  listed  above, 
the  omentum,  the  retroperitoneal 
fat  pad,  and  G1  tract  were  other  lo- 
cations of  metastasis  or  extension 
mentioned.  In  one  instance,  it  was 
not  clearly  stated  whether  the  me- 
tastases arose  from  the  leiomyosar- 
coma of  the  colon  or  from  concur- 
rent  adenocarcinoma  of  the 
rectum.®® 

Recurrence 

One  leiomyosarcoma  of  the  right 
colon  in  a 16-year-old  boy  was 
found  at  autopsy  to  have  recurred." 
Anastomosis  of  the  ileum  and  trans- 
verse colon  with  subsequent  resec- 
tion of  the  right  colon  was  per- 
formed. Recurrence  was  at  the 
anastomotic  site,  and  metastasis 
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was  found  1 year  later.  In  our  recent 
review  of  the  last  30  years,  17  cases 
of  leiomyosarcoma  were  recorded 
as  later  recurring.  No  leiomyomas 
of  the  colon  was  reported  to  have 
recurred  after  surgery,  although 
most  of  the  time,  follow-up  records 
are  far  from  adequate. 

Concurrent  Disease 
Among  the  patients  with  benign 
smooth  muscle  tumors  of  the  co- 
lon, 11  had  neoplasms  elsewhere 
in  the  body.  Four  had  leiomyomas 
of  the  uterus,  one  had  carcinoma 
of  the  vagina,  one  had  carcinoma 
of  the  rectum,  one  had  a leiomy- 
oma of  the  clitoris,  and  one  each 
had  a lipoma,  a hypernephroma, 
and  a “brain  tumor.”  One,  more 
specifically,  had  a meningioma. 
There  was  one  case  of  tuberous 
sclerosis.  In  one  patient,  the  tumor 
was  found  in  a hernial  sac  adhering 
to  the  testis.  No  other  concurrent 
diseases  reported  seemed  signifi- 
cant. 

Patients  with  leiomyosarcoma  of 
the  colon  included  one  with  ade- 
nocarcinoma of  the  rectum,  one 
with  carcinoid  metastases  to  the 
liver  from  an  undiscovered  primary 
site,  and  one  with  multiple  polypo- 
sis of  the  colon.  One  case  was  re- 
ported with  diverticulosis.®^  None 
of  these  associated  diseases  throw 
light  upon  the  etiology  of  smooth 
muscle  tumors. 

Treatment 

The  surgical  treatment  of  smooth 
muscle  tumors  ranges  from  simple 
excision  to  subtotal  colectomy.  The 
procedure  used  in  any  patient  is 
governed  by  the  answers  to  the  fol- 
lowing questions: 

1.  Is  the  tumor  benign  or  malig- 
nant? 

2.  What  is  the  size  of  the  tumor? 

3.  Where  is  the  tumor  located? 

4.  Is  the  tumor  endocolic,  exo- 
colic, or  intramural? 

5.  Is  it  fixed  to  neighboring  ana- 
tomic entities? 

6.  Are  any  lymph  nodes  involved? 


7.  Any  metastases? 

The  answers  to  these  questions 
must  be  evaluated  in  conjunction 
with  the  natural  history  of  the  be- 
nign or  malignant  smooth  muscle 
tumor  and  the  age  and  general  con- 
dition of  the  patient.  The  anatomic 
basis  of  colonic  surgery  should  be 
known  to  the  surgeon.  Last,  but  not 
least,  the  surgeon  should  remem- 
ber that  if  the  pathologist  has  no 
doubt  about  the  benignity  of  the 
tumor  in  frozen  sections,  a more 
radical  procedure  will  be  chosen, 
despite  the  fact  that  recurrence  is 
rare  but  by  all  means  possible. 

Benign  Tumors 

If  the  tumor  is  benign  and  small, 
excisional  biopsy  or  wedge  resec- 
tion is  the  proper  procedure.  Enu- 
cleation is  not  advised.  If  the  tumor 
is  pedunculated  and  the  peduncle 
is  not  involved,  then  perhaps,  with 
the  blessing  of  the  pathologist, 
“pedicle  cut”  will  be  sufficient.  The 
same  is  true  for  appendiceal  tu- 
mors, especially  if  only  the  tip  of 
the  appendix  is  involved.  Overall, 
if  there  is  any  doubt,  then  subtotal 
colectomy  will  be  required. 

Malignant  Tumors 

Colonic  leiomyosarcoma  should 
be  treated  in  the  same  manner  as 
carcinoma;  subtotal  colectomy  is 
the  treatment  of  choice.  Total  co- 
lectomy should  be  reserved  for 
multiple  malignant  smooth  muscle 
tumors  involving  right  and  left  co- 
lon. Distant  metastasis  should  not 
deter  the  surgeon  from  performing 
the  planned  operation,  since  leio- 
myosarcoma are  known  to  open 
slowly,  and  the  patient  may  survive 
for  many  years. The  reconstruc- 
tion procedures  are  up  to  the  sur- 
geon. An  end-to-end  anastomosis  is 
advisable  if  possible. 

The  purpose  of  this  paper  is  not 
to  give  detailed  recommendations 
about  the  several  procedures  in- 
volved, but  the  following  brief 
guidelines  are  a must; 

1.  Preoperatively  prepare  the 


bowel. 

2.  En  bloc  resection  if  adjacent  an- 
atomical entities  are  involved 
(loops  of  small  bowel,  tubes, 
ovaries,  etc.). 

3.  If  a giant  leiomyosarcoma  is 
present,  then  the  accepted  pro- 
cedures are  palliative  resection 
or,  if  the  resection  is  impossible, 
bypass.  (Remember  the  slow 
growth  of  smooth  muscle  tu- 
mors.) 

4.  Generally,  the  anatomic  routes, 
as  in  carcinoma,  are  followed, 
performing  a typical  right  or  left 
colectomy  incorporating,  if  the 
surgeon  deems  necessary,  the 
transverse  colon 

5.  If  there  is  an  obstruction  and  the 
bowel  is  not  prepared,  then  the 
following  procedures  are  recom-  , 
mended,  depending,  of  course,  i 
on  the  location  of  the  obstruc- 
tion and  the  local  finding  of  the 
colonic  wall  (edema,  etc.):  defi- 
nite resection  with  anastomosis 
(right  colon)  or  definite  resec- 
tion without  anastomosis  and  , 
double-barrel  colostomy  or 
proximal  colostomy  with  mu- 
cous fistula  or  Hartmann’s 
pouch  (left  colon). 

In  a recent,  very  thorough  paper, 
the  NIH  Concensus  Development  ' 
Conference.®®  recommended  sev- 
eral points  regarding  the  adjuvant 
therapy  for  patients  with  colon  and 
rectal  cancer.  Perhaps  the  patient 
with  non-epithelial  “cancer”  (leio- 
myosarcoma) will  benefit  if  the  sur- 
geon and  hematologist  know  that 
their  patient  is  at  risk  and  which 
of  the  modern  treatments  is  more 
effective. 

Radiation 

It  is  well  known  that  malignant 
smooth  muscle  tumors  are  radiore- 
sistent.  However,  if  the  tumor  is  not 
resectable  and  if  a bypass  proce- 
dure has  been  done,  considering 
radiation  treatment  for  palliation  is 
acceptable,  because  it  is  the  only 
treatment  that  we  can  offer  to  the 
patient. 
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Unfortunately,  there  are  not 
enough  patients  treated  with  radia- 
tion that  have  been  reported  in  the 
literature.  Consentino  et  al.^'  stated 
that  complimentary  radiotherapy 
or  chemotherapy  is  ineffective.  As 
previously  discussed,  Minsky  et  al.^'* 
have  a patient  on  whom  they  per- 
formed a sphincter-preserving  pro- 
cedure complimented  with  radio- 
therapy with  favorable  results. 

Chemotherapy 

The  use  of  chemotherapy  in  the 
treatment  of  leiomyosarcoma  has, 
in  general,  proven  disappointing. 
The  two  most  widely  used  agents 
are  Adriamycin  and  DTIC.  Adriamy- 
cin  has  been  associated  with  re- 
sponse rates  of  15  to  30%,®°  ®’ 
whereas  DTIC  has  been  found  to 
cause  tumor  regression  in  only 
16%®’  of  the  patients.  When  com- 
bined, Adriamycin  and  DTIC  pro- 
duce a slightly  higher  response  rate 
than  Adriamycin  and  DTIC  alone; 
unfortunately,  survival  is  un- 
changed.®®®'’At  the  present  time, 
there  is  much  controversy  about 
whether  this  improvement  in  re- 
sponse rate  justifies  the  additional 
toxicity  of  DTIC.  Of  note,  Ifosfam- 
ide,  a new  drug  only  recently  re- 
leased by  the  FDA,  may  prove  use- 
ful in  this  disease.  As  a single  agent, 
response  rates  in  the  18  to  38% 
range  have  been  noted.®®®®  In  com- 
bination with  Adriamycin,  with  or 
without  DTIC,  response  rates  of  41 
to  47%  are  seen.®^®®  At  the  present 
time,  standard  therapy  is  consid- 
ered to  be  Adriamycin  with  or  with- 
out DTIC.  It  is  hoped  that  Ifosamide 
will  prove  a useful  addition  to  our 
! armamentarium. 

Chemotherapy  in  combination 
with  radiation  therapy  may  im- 
j prove  treatment,  but  there  is  mini- 
' mal  experience  reported  in  the 
world  literature.  Recently,  Knecht®^ 
I presented  good  results  in  17  pa- 
tients with  cancer  of  the  anus  who 
, were  treated  with  chemotherapy 
' and  radiation.  He  believes  chemo- 
I therapy  and  radiation  will  replace 


abdominoperineal  resection,  but 
only  the  future  will  tell  us  more 
about  this  treatment. 

Follow-Up 

In  the  literature,  the  follow-up 
studies  are  either  not  reported  or 
very  poorly  reported.  The  authors 
feel  that  the  surveillance  should  be 
the  same  as  in  carcinoma.  Colon- 
scopies,  barium  enemas,  chest 
films,  hematologic  studies,  and 
other  diagnostic  tests  should  be 
performed  to  follow  the  patient 
after  initial  therapy  is  given. 

Biannual  colonoscopy  for  the 
first  3 years  and  annual  colonosco- 
pies for  life  are  the  advice  of  the 
authors.  This  advice  does  not  fol- 
low that  of  the  advice  collected  in 
the  literature  which  suggests  an- 
nual examination  for  the  first  2 
years  and  then  at  3 to  5 year  inter- 
vals for  life.®® 

Recently,  Michelassi  et  al.°®  pre- 
sented an  authoritative  paper 
about  local  recurrence  after  resec- 
tion of  colorectal  cancers.  To  sum- 
marize this  in-depth  paper  would 
be  a lengthy  task,  so  the  authors 
refer  interested  readers  who  deal 
with  colorectal  cancer  to  read  it. 

Mortality 

Leiomyoma 

Of  the  77  patients  with  leiomy- 
oma of  the  colon,  seven  were  re- 
ported to  have  died  of  the  disease 
without  operation.  Sixty-six  were 
known  to  have  been  operated 
upon;  one  died  immediately  fol- 
lowing an  enucleation  of  the  tu- 
mor, and  two  died  later  of  unre- 
lated causes  (Table  XIII). 

Leiomyosarcoma 

Of  patients  with  leiomyosar- 
coma, 72  were  operated  upon  and 
of  the  four  that  died  without  sur- 
gery, one  died  because  of  being  too 
ill  at  admission.™  Two  died  follow- 
ing their  surgery,'®  ™ and  25  are 
known  to  have  died  later,  most 
from  their  disease.  Several  patients 


were  living  but  had  metastases  at 
the  time  their  cases  were  reported 
(Table  XIll). 

Prognosis 

The  prognosis  for  patients  with 
leiomyomas  of  the  colon  is  good. 
Only  one  surgical  death  in  43  oper- 
ations has  been  reported.®®  Recur- 
rence is  not  known. 

Two  patients  undergoing  partial 
colectomy  and  anastomosis  for  lei- 
omyosarcoma died  of  surgical 
complications.  Three  died  of  me- 
tastases later  despite  partial  colec- 
tomy. One  of  these  suffered  a recur- 
rence as  well."  Two  other  patients 
died  of  metastases  following  sur- 
gery, and  one  patient  died  from  me- 
tastases 1 day  after  diagnosis  with- 
out operation.  Table  XII  shows  the 
outcome  in  relation  to  operative 
procedures. 

Prevention 

We  know  some  of  the  risk  factors 
perhaps  participating  in  the  pro- 
duction of  epithelial  tumors  of  the 
anorectum,  such  as  fat,  and  we 
know  some  agents  that  perhaps 
protect  the  colonic  wall,  such  as 
fiber,  carotinoid  vegetables,  and 
fluids  in  the  diet.  We  do  not  know 
if  the  same  criteria  should  be  used 
for  future  protection  from  smooth 
muscle  tumors.  However,  such  a 
diet  should  be  followed  by  every- 
one for  possible  prevention. 

Future  Work  On  Smooth 
Muscle  Tumors 

Since  the  original  presentation  of 
smooth  muscle  tumors  over  100 
years  ago,  little  has  been  written 
about  the  possible  genesis  of  these 
tumors,  a genesis  de  novo  benign, 
de  novo  malignant,  or  finally  be- 
nign with  malignant  degeneration 
or  predisposition.  Which  are  the  eti- 
ologic  agents  of  this  disease?  In  the 
beginning,  is  there  any  carcino- 
genic process  or  a malignant  pro- 
cess to  a benign  leiomyoma?  Is 
there  a correlation  between  other 
primary  tumors  of  the  G1  tract  of 
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TABLE  XI  — Metastases  Related  to  Size  of  Tumors 


Size  of  Tumor 

No.  of  Cases 

LEIOMYOSARCOMA 

18751959 

No.  with 
Metastases 

1875-1989 

No.  of  Cases 

No.  with 
Metastases 

< 5 cm 

2 

0 

9 

1 

5-9  cm 

8 

3 

33 

15 

10-14  cm 

3 

3 

14 

6 

15  cm  and  over 

3 

1 

11 

6 

TABLE  XII  — Surgical  Procedures  and  Outcome  for  Smooth  Muscle  Tumors  of  the  Colon 

Surgery 

LEIOMYOMA 

1875-1959  1875-1989 

LEIOMYOSARCOMA 
1875-1959  1875-1989 

Ostomy 

0 

0 

0 

5 

Enucleation 

3 

3 

0 

0 

Excision 

6 

8 

1 

3 

Pedicle  cut 

3 

3 

0 

0 

Resection 

14 

27 

10 

51 

Appendectomy 

7 

10 

2 

2 

Tumor  extracted  from  anus 

(spontaneously  broke 

free  from  hepatic 

flexure  — Heurtaux) 

1 

1 

0 

0 

Operation  not  specified 

9 

13 

3 

13 

Surgery  probably  not  performed 

4 

4 

0 

0 

Not  operated 

6 

7 

1 

2 

TABLE  XIII  — Causes  of  Death 

LEIOMYOMA 

1875-1959  1875-1989 

LEIOMYOSARCOMA 
1875-1959  1875-1989 

Died  unoperated 

6 

7 

1 

4 

Died  immediately 

postoperatively 

1 

1 

2 

2 

Died  later 

0 

2 

5 

25 

TOTAL  REPORTED 

7 

10 

8 

31 

epithelial  or  nonepithelial  origin? 

Despite  the  fact  that  we  want  to 
believe  that  we  have  collected  and 
analyzed  all  these  cases  in  the 
world  literature  — errare  humaum 
est  — still  there  are  many  questions 
without  answers.  If  we,  the  clini- 
cians, have  a better  knowledge  of 
etiology,  pathogenesis,  and  possi- 
ble carcinogenesis  of  this  problem, 
we  will  be  able  to  treat  our  patients 
better,  to  offer  them  better  survival 


rates  or  even  a “cure.”  Technology 
offers  physicians  and  patients  alike 
so  much  today,  that  early  diagnosis 
and  treatment  will  have  excellent 
results. 

The  authors  of  this  review  of 
cases  dare  to  advise  the  follow- 
ing decalogue  for  future  work  on 
smooth  muscle  tumors: 

1.  Adequate  follow  up  for  the  for- 
mation of  good  survival  tables. 


2.  Detailed  surgical  procedures 
with  results  and  accurate  loca- 
tion of  metastasis. 

3.  Follow  the  criteria  of  Evans  for 
the  diagnosis  of  malignancy  or 
develop  a better  one. 

4.  Anatomic  location  of  the  tu- 
mor(s)  is  a must,  especially  in 
the  anorectal  area. 

5.  More  complete  work  on  the 
natural  history  of  the  disease. 

6.  Additional  studies  to  discover 
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why  smooth  muscle  is  prone  to 
; tumor  formation  more  than 
other  muscle  tissues.  (If  there 
' are  such  studies,  please  forgive 
> our  ignorance.) 

7.  The  role  of  radiation  for  the 
i treatment  of  leiomyosarcomas. 

I 8.  The  role  of  chemotherapy. 

I 9.  The  combination  of  both  with 
j or  without  surgery. 

10.  More  studies  for  more  effective 
anticancer  drug  treatment,  as 
Bahnson  and  Lazo^^  recently 
advised  that  more  genetic  re- 
search should  be  done,  such  as 
j monoclonal  antibody  produc- 
tion for  early  diagnosis,  intra- 
cellular cytokine  pathways  of 
; carcinogenesis,  and  others,  not 
! forgetting,  of  course,  environ- 
mental studies. 

Summary 

' In  this  collective  review,  we  com- 
i piled  all  reported  cases  of  smooth 
, muscle  tumors  of  the  colon/appen- 
dix in  the  world  literature  from  1959 
to  1989.  The  goal  of  this  endeavor 
i was  to  increase  the  data  pool  of 
I smooth  muscle  tumors  by  adding 
this  new  data  to  our  old  data  (inclu- 
sive of  1875  to  1959)  from  the  book 
by  Skandalakis  et  al.'^  Our  goal  was 
to  make  more  accurate  conclu- 
sions about  smooth  muscle  tumors 
of  the  colon/appendix  based  on 
our  increased  data  pool.  For  indi- 
vidual cases,  we  increased  the  data 
pool  for  leiomyomas  from  53  to  77 
cases,  and  for  the  leiomyosarco- 
mas, we  increased  from  17  to  76 
cases  found  before  1959. 

In  this  review,  we  found  some 
interesting  cases  including  six 
cases  of  leiomyosarcomas  in  small 
children,  with  the  youngest  being  a 
newborn. We  also  found  two 
more  cases  of  leiomyomas  in  small 
children. 

From  our  combined  data,  we 
found  that  the  location  of  leiomyo- 
mas became  more  evenly  distrib- 
uted between  the  appendix  and 
other  positions  along  the  colon  as 
noted  in  the  text,  whereas,  in  our 


previous  data,  the  appendix  was 
the  favored  site  for  leiomyomas. 
This  finding  is  more  than  likely  at- 
tributed to  our  increased  data  pool 
and  thus,  a more  accurate  finding. 

The  most  common  presenting 
symptoms  continued  to  be  pain 
and  palpable  mass  for  both  the  be- 
nign and  malignant  tumors,  with 
weight  loss  being  common  among 
the  leiomyosarcomas. 

When  one  looks  at  metastases 
among  the  leiomyosarcomas,  it  is 
apparent  that  metastases  is  related 
to  size.  Those  greater  than  15  cm 
were  more  likely  to  metastasize, 
closely  followed  by  those  5-9  cm. 
Those  less  than  5 cm  seldom  did 
(Table  XI). 

A look  at  the  surgical  treatment 
notes  that  the  procedure  most  often 
used  was  resection  for  both  the  be- 
nign and  malignant  smooth  muscle 
tumors. 

It  is  our  hope  that  we  review 
some  pertinent  information  about 
leiomyomas  and  leiomyosarcomas 
of  the  colon  and  appendix  and,  in 
doing  so,  serve  to  refresh  a few 
memories,  stimulate  others,  and 
teach  a few. 
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Clearly  the 
Quickest  Path 
to  an  Accurate 
Diagnosis. 


CLINICAL  HISTORY:  19-year-old  female  who  has  had  no  menstrual  period  for  over 
a year,  galactorrhea  and  headaches.  The  clinical  suspicion  was  a prolactinoma. 

FINDINGS:  1.5  cm.  pituitary  adenoma  extending  superiorly  through  the  sella  with 
compression  of  the  left  optic  chiasm. 

MRI  is  the  imaging  procedure  of  choice  for  the  evaluation  of  pituitary  adenomas 
because  of  its  ability  to  examine  the  parasellar  anatomy  in  all  planes  as  well  as  its  ability 
to  differentiate  subtle  tissue  differences  within  the  pituitary  gland  itself. 
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Smooth  Muscle  Tumors  of  the 
Rectum  and  Anus:  A Collective 
Review  of  the  World  Literature 


Gregory  Tarasidis,  M.D.,  Bobby  C.  Brown,  M.D.,  Lee  J.  Skandalakis,  M.D.,  F.A.C.S., 
Gregory  Mackay,  M.D.,  Richard  C.  Lauer,  M.D.,  Stephen  W.  Gray,  Ph.D., 

John  E.  Skandalakis,  M.D.,  Ph.D.,  F.A.C.S. 


IN  1898,  Longuet'  stated  that  the 
Hunterian  Museum  in  London 
contained  a polypoid  rectal  leiomy- 
oma. It  would  be  pleasant  to  think 
that  it  had  been  prepared  in  the 
18th  century  by  John  Hunter  him- 
self. The  specimen  is  probably  no 
longer  in  existence,  as  the  Museum 
was  heavily  damaged  by  bombs 
during  World  War  II. 

The  first  clinical  record  of  a 
smooth  muscle  tumor  of  the  rec- 
tum seems  to  have  been  made  by 
Cambrai^  in  1847.  He  removed  a 
small  submucous  tumor  from  a 34- 
year-old  woman.  It  recurred  twice 
and  was  removed  each  time.  This 
has  been  considered  to  be  a suc- 
cession of  leiomyomas.  Other  early 
possible  leiomyomas  are  cited  by 
Grigg.^ 

Credit  for  the  first  confirmed  leio- 
myoma of  the  rectum  should  be  as- 
signed to  Malassez''  on  the  strength 
of  two  sentences  in  a discussion  fol- 


lowing the  presentation  of  a case  of 
rectal  fibroma  in  Paris  in  1872.  In 
the  first  sentence,  Malassez  said  he 
had  a similar  case  which  was  a fi- 
bromyoma.  In  the  second  sen- 
tence, he  said  that  the  tumor  being 
discussed  ought  to  be  looked  at 
with  a microscope.  This  was  his 
only  contribution,  and  it  ended  the 
discussion.  Brief  though  his  re- 
marks were,  Malassez  had  seen  and 
had  himself  recognized  a smooth 
muscle  tumor  under  the  micro- 
scope, while  his  colleagues  were 
still  describing  tumors  in  terms  of 
their  shape  and  gross  appearance. 

The  case  of  Carlier  et  al.^  in  1881 
is  more  usually  considered  the  first 
to  be  described.  A 21-year-old 
woman  had  melena  during  preg- 
nancy, and  a tumor  the  size  of  a 
hen’s  egg  presented  at  the  anus  dur- 
ing defecation  and  at  delivery.  It 
was  polypoid  and  implanted  above 
the  internal  sphincter.  The  pedicle 


was  ligated  and  the  tumor  re- 
moved. Maceration  in  chromic 
acid  demonstrated  smooth  muscle 
fibers  under  the  microscope.  It  was 
a well  described  case. 

In  1891,  Senn®  in  this  country  re- 
ported the  first  laparotomy  for  a 
rectal  smooth  muscle  tumor.  The 
tumor  weighed  12  pounds  and  was 
attached  to  the  anterior  wall  of  the 
rectum  at  the  level  of  the  recto-vesi- 
cal cul-de-sac. 

Longuet’  compiled  the  first  col- 
lection of  cases  of  leiomyoma  of 
the  rectum.  He  found  15  published 
cases  of  which  he  considered 
seven  to  be  doubtful  or  the  infor- 
mation too  meager  to  use. 

In  1908,  Exner’’  reported  the  first 
two  cases  of  leiomyosarcoma  of  the 
rectum.  In  both  patients,  the  diag- 
nosis had  been  external  hemor- 
rhoids. In  the  case  of  a woman 
aged  51  years,  the  tumor,  which 
arose  from  the  anal  wall,  had  in- 
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vaded  the  vagina.  Amputation  of 
the  anal  canal  and  resection  of  the 
vaginal  wall  were  undertaken.  Lo- 
cal recurrence  several  months  later 
resulted  in  the  patient’s  death  11 
months  after  surgery.  The  second 
patient,  a man  aged  49,  had  rectal 
nodules  removed  by  ablation.  Fol- 
lowing the  pathologist’s  report,  the 
anal  canal  was  resected  and  a sa- 
cral anus  established.  The  patient 
recovered  but  was  not  followed  up 
for  review. 

Lapeyre®  reviewed  30  cases  of  all 
types  of  primary  sarcoma  of  the  rec- 
tum in  1920.  Exner’s  two  cases  re- 
mained the  only  leiomyosarcomas. 
In  1933,  Hartmann  et  al.’°  collected 
37  cases  of  smooth  muscle  tumors 
of  the  rectum  and  added  one  of 
their  own.  Osmond  and  Mautz”  re- 
viewed 22  leiomyosarcomas  and 
added  one  of  their  cases  in  1955.  In 
1962,  Skandalakis  et  al.®  collected 
2525  cases  of  smooth  muscle  tu- 
mors of  the  alimentary  tract  and 
published  them  in  the  form  of  a 
book.  From  the  period  1881  to 
1959,  a total  of  89  cases  of  leiomy- 
oma and  54  cases  of  leiomyosar- 
coma of  the  anorectum  were  col- 
lected. 

Scope  of  the  Review 

The  aim  of  this  collective  review 


is  to  supplement  our  previous  re- 
view of  smooth  muscle  tumors  of 
the  rectum  and  anus.  In  the  previ- 
ous review,  the  literature  from  1881 
through  1959  was  reviewed.  We 
subsequently  reviewed  the  world 
literature  from  1960  to  1989,  thus 
updating  our  previous  data.  Begin- 
ning with  the  case  of  Carlier  et  al.,^ 
there  have  been  148  ca-rw  reports 
of  leiomyoma  plus  39  cases  men- 
tioned in  collective  series.  There 
have  been  168  case  reports  of  leio- 
myosarcoma and  47  cases  reported 
in  series.  These  collective  cases  in- 
cluded 22  cases  reported  by  Ran- 
dleman;^°  he  reported  19  rectal  leio- 
myosarcomas  and  three  anal 
leiomyosarcomas.  Jaworski*  re- 
ported seven  rectal  leiomyomas  in 
his  review,  and  Simmang  and 
Reed^®  reported  two  anorectal  leio- 
myomas in  their  review  of  leiomyo- 
mas of  the  gastrointestinal  (Gl) 
tract.  It  must  also  be  noted  that 
Walsh  and  Mann,*  in  their  review 
of  cases  at  St.  Mark’s  Hospital  in 
London  from  1948-1979,  reported 
48  cases  of  smooth  muscle  tumors 
of  the  rectum  and  anus.  These 
cases  are  important  to  report,  but 
due  to  the  fact  that  they  were  col- 
lective reviews,  they  are  not  in- 


* Referenced  in  Bibliography  of  Cases  Collected 


eluded  within  the  tabulated  data  in 
this  paper.  There  was  one  border- 
line case,  and  it  is  outlined  within 
the  text.  Several  cases  of  spindle 
cell  sarcoma  have  been  omitted,  al- 
though they  might  well  have  been 
leiomyosarcomas.  We  have  as- 
sumed that  the  cases  of  Stout  are 
included  in  those  mentioned  in  his 
chapter  in  Turell.’^ 

Malignant  recurrence  following 
removal  of  a benign  tumor  poses  a 
problem  of  classification.  Two  tu- 
mors were  reported  as  leiomyosar- 
comas with  a previous  benign  his- 
tory, and  12  tumors  were  reported 
as  leiomyomas  which  subsequently 
became  malignant.  Although  this  is 
somewhat  confusing  as  to  classifi- 
cation, it  has  seemed  best  to  clas- 
sify them  under  the  form  in  which 
they  were  reported  by  the  original 
author. 

It  should  be  mentioned  that  in 
the  hopes  of  maintaining  historic 
perspective,  we  have  maintained 
the  format  originally  used.®  Some 
of  the  original  prose  proved  to  be 
outdated  and  thus  was  eliminated, 
whereas  some  statements  proved 
to  stand  the  test  of  time  and  were 
maintained. 

Histogenesis 

Dr.  Leslie  Sobin,  Chief  of  Gastro- 
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intestinal  Pathology  at  the  Armed 
Forces  Institute  of  Pathology,  pro- 
vided the  following  information 
about  the  histogenesis  of  smooth 
muscle  tumors:  “In  the  G1  tract, 
most  smooth  muscle  tumors  seem 
to  arise  from  indigenous  smooth 
muscle.  Sometimes  we  see  small 
leiomyomas  entirely  in  the  muscu- 
laris  mucosae  of  the  rectum  or  in 
the  muscularis  propria  of  the  stom- 
ach. There  are  some  lesions  that 
appear  to  have  a vascular  orienta- 
tion, i.e.,  forming  muscular  struc- 
tures around  blood  vessels.  We 
speculate  that  these  may  be  arising 
from  vascular  smooth  muscle.  Im- 
munohistochemistry  has  not  clari- 
fied this.  In  our  hands,  desmin  is 
rarely  positive  in  G1  smooth  muscle 
tumors,  whereas  smooth  muscle 
actin  is  positive.  Epithelioid  smooth 
muscle  tumors  (the  so-called  leio- 
myoblastomas)  are  also  probably 
of  smooth  muscle  origin  since  we 
often  see  a spindle  cell  component 
associated  with  them.  S-100  protein 
is  rarely  positive  in  smooth  muscle 
tumors,  and  we  do  not  find  it  diffi- 
cult to  separate  neurogenic  from 
smooth  muscle  lesions.  We  do  not 
use  the  term  ‘G1  stromal  tumor’  in 
a diagnostic  sense;  if  used,  we 
apply  it  generically.”’^ 

Incidence 

Stout'^  was  able  to  collect  only 
292  cases  of  rectal  tumors  other 
than  adenoma  and  carcinoma.  Of 
the  135  benign  tumors,  half  were 
lymphomas,  a quarter  were  carci- 
noids, and  10  (7.4%)  were  leiomyo- 
mas. The  remainder  were  scattered 
among  still  less  common  tumors. 
Of  the  44  malignant  tumors,  there 
were  eight  (18.2%)  leiomyosarco- 
mas. 

A number  of  estimates  have 
been  made  of  the  ratio  of  sarcomas 
to  carcinomas.^' '''  They  range  from 
1:125  to  1:250  carcinomas,  or  from 
0.8%  to  0.4%  of  carcinomas.  If,  from 
Stout’s  experience,  we  assume  that 
only  18%  of  these  sarcomas  will  be 
leiomyosarcomas,  we  find  an  inci- 


Figure  1 — Location  of  leiomyomas  of 
the  anorectum. 


dence  of  0.072%  to  0.144%  of  carci- 
nomas. Thus  we  may  expect  to  find 
only  one  leiomyosarcoma  of  the 
rectum  among  700-1400  carcino- 
mas. 

Leiomyomas  should  be  only 
slightly  more  frequent;  Stout  had  10 
over  the  same  period  of  time  that 
resulted  in  eight  leiomyosarcomas. 
This  incidence  is  higher  than  that 
estimated  by  Anderson  et  al.,'^  who 
consider  that  one  leiomyoma  may 
be  expected  in  2,000-3,000  rectal  tu- 
mors. 

In  our  series,  the  number  of  leio- 
myomas and  leiomyosarcomas  re- 
ported was  almost  equal.  In  our 
completed  review,  our  collective 
data  included  187  leiomyomas  and 
215  leiomyosarcomas. 

Age  and  Sex  Distribution 

The  youngest  patient  with  a leio- 


215 

Leiomyosarcomas 


Figure  2 — Location  of  leiomyosarco- 
mas of  the  anorectum. 


myoma  was  a 2-year-old  girl,'®  and 
the  youngest  with  a leiomyosar- 
coma were  two  female  infants  aged 
12  days'^  and  36  days.'*  The  12-day- 
old  infant  was  a unique  case  from 
Turkey.  The  oldest  patient  with  a 
leiomyosarcoma  was  a 90-year-old 
woman.'® 

The  peak  incidence  of  leiomyo- 
mas of  the  anorectum  in  our  review 
changed  from  40-49  years  of  age  to 
50-59,  with  71%  of  the  tumors  found 
in  patients  aged  40-69.  Leiomyosar- 
comas also  reach  their  maximum 
incidence  in  the  50-59  age  group, 
with  the  next  decade  nearly  as  fre- 
quently affected  (Table  1). 

The  change  in  decade  of  peak 
incidence  for  the  leiomyomas  is 
probably  a result  of  the  increased 
data  pool.  From  this  increased  data 
pool,  one  can  assume  that  our  pres- 
ent numbers  are  more  reflective  of 
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TABLE  II  — 

Position  of  Tumors  of  the  Rectum  Related  to  Its  Wall  and  Lumen 


Position 

LEIOMYOMA 
18811959  18811989 

LEIOMYOSARCOMA 
18811959  1881-1989 

Exorectal 

25 

34 

14 

32 

Endorectal 

18 

59 

15 

51 

Both  (dumbbell) 

0 

9 

1 

8 

Intramural 

5 

11 

2 

13 

TOTAL  REPORTED 

48 

113 

32 

104 

the  true  incidence.  Only  two  cases 
were  published  at  the  time  of  recur- 
rence, however,  and  three  new 
cases  were  reported  to  recur  later 
as  a leiomyosarcoma.  All  the  others 
are  described  in  terms  of  their  first 
appearance  as  leiomyomas. 

When  updating  the  previous 
data,  we  found  an  increased  pre- 
dominance of  males  with  leiomyo- 
mas. Rectal  leiomyosarcomas  were 
found  to  decrease  from  2 1/2  times 
to  about  1 1/2  times  as  frequently 
in  men  as  in  women. 

Location 

The  authors  have  some  problems 
trying  to  report  exact  locations  of 
these  tumors  in  relation  to  the  anal 
canal  and  rectum  (Figures  1 & 2). 
Our  definition  of  the  surgical  anal 
canal  is  the  last  4 cm  of  the  gastroin- 
testinal tract  or  the  4 cm  distal  to 
the  insertion  of  the  pelvic  dia- 
phragm and  the  formation  of  the 
puborectalis.  In  other  words,  the 
segment  2 cm  above  and  2 cm  be- 
low the  pectinate  line  which  in- 
cludes the  internal  sphincter 
(smooth  muscle)  and  the  external 
sphincter  (striated  muscle)  is  the 
surgical  anal  canal.  Smooth  muscle 
arises  from  the  splanchnic  meso- 
derm and  the  striated  muscle  from 
the  somatic  mesoderm. 

The  precise  location  of  smooth 
muscle  tumors  in  the  anal  and  rec- 
tal wall  was  rarely  reported  in  the 
literature.  Few  tumors  remained  in- 
tramural, benign  ones  and  malig- 
nant ones  being  essentially  equal. 

In  our  accumulated  data,  we 
found  almost  twice  as  many  endo- 
rectal as  exorectal  tumors  for  both 
the  leiomyomas  and  the  leiomyo- 
sarcomas. There  was  no  significant 
difference  in  the  number  which 
were  endorectal  or  exorectal. 
Seven  more  cases  of  leiomyosarco- 
mas, as  well  as  nine  leiomyomas, 
were  found  to  be  dumbbell-shaped 
(Table  11).  One  case  of  leiomyosar- 
coma reported  by  Nemer  et  al.^^ 
was  located  in  the  rectovaginal  sep- 
tum and  was  treated  by  abdomino- 


perineal resection.  However,  the 
patient  later  died  of  metastatic  dis- 
ease. 

For  all  practical  purposes,  the 
numbers  of  exorectal,  endorectal, 
dumbbell,  and  intramural  cases  are 
divided  equally  between  malignant 
and  benign  smooth  muscle  tumors. 
Our  new  data  on  dumbbell  and  in- 
tramural tumors  compare  favorably 
with  the  old  data.  But  exorectal  be- 
nign tumors  now  seem  to  occur  as 
frequently  as  malignant  ones,  and 
endorectal,  both  leiomyoma  and 
leiomyosarcoma,  are  now  by  far 
the  most  common  type  of  tumor. 

Very  small  (2-3  mm)  mucosal  ex- 
crescences, sessile  or  peduncu- 
lated adenomas  removed  by  bi- 
opsy forceps,  have  been  examined 
by  Turell  and  Brodman,^'’  and  at 
least  one  leiomyoma  has  been 
found.  This  could  have  arisen  from 
nowhere  but  the  muscularis  muco- 
sae. 

There  were  a few  leiomyoma 
cases  of  special  note.  Six  cases  of 
leiomyoma^'  "^  and  two  cases  of 
leiomyomatoses^®'^'  were  found  in 
the  anal  canal.  One  leiomyoma 
was  also  found  in  the  ischioanal  re- 
gion.^® In  Simmang  and  Reed’s  se- 
ries,^® they  noted  two  anorectal  lei- 
omyomas. Randleman’s  series^® 
notes  three  cases  in  the  anal  canal. 
Hishida  et  al,'®  in  their  extensive  re- 
view of  the  Japanese  literature, 
found  four  leiomyomas  involving 
the  anal  canal.  Jaworski*  reported 
seven  cases  of  rectal  leiomyoma, 
and  Walsh  and  Mann*  presented 
48  cases  from  the  anorectal  area. 


44  from  the  rectum  and  four  from 
the  anus,  as  previously  noted. 

A few  leiomyosarcoma  cases  are 
noteworthy  as  well.  Two  cases  orig- 
inated in  the  internal  sphincter  of 
the  anal  canal.^'  One  case  was  de- 
scribed as  being  within  the  anal  ca- 
nal,^^and  one  was  found  at  the  ano- 
rectal junction. Hishida  et  al.'® 
also  found  one  case  of  leiomyosar- 
coma of  the  anal  canal  in  their  re- 
view. Minsky  et  al.^  describe  a 3 
cm  nodule  involving  the  anal 
sphinchter  that  was  treated  with 
sphincter-preserving  surgery  and 
radiation  therapy/chemotherapy 
with  good  results.  One  unique  case 
was  a leiomyosarcoma  that  was 
found  within  a colostomy  after  ab- 
dominoperineal resection  for  ade- 
nocarcinoma of  the  rectum.^® 

Signs  cind  Symptoms 

The  single  most  important  sign 
indicating  the  presence  of  an  ano- 
rectal leiomyoma  is  a palpable 
mass  discovered  on  rectal  exami- 
nation. This  sign  was  present  in  35% 
of  the  patients  in  our  review  (Table 

III) .  For  the  158  cases  of  leiomyosar- 
coma in  whom  symptoms  were  re- 
ported, hemorrhage  (defined  as 
frank  bleeding  or  positive  occult 
blood  in  the  stool)  was  the  most 
significant  symptom/sign  and  oc- 
curred in  43%  ofthe  cases  (Table 

IV) .  Other  significant  symptoms  for 
leiomyosarcoma  include  constipa- 
tion (35%)  and  palpable  mass 
(32%),  closely  followed  by  pain 
and  discomfort  (29%).  The  sensa- 
tion of  fullness  in  the  rectum  was 
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TABLE  III  — 

Symptoms  Reported  in  Patients  With  Leiomyoma  of  Rectum/Anus 

Symptoms 

1881-1959 

Total 

with 

Alone  Symptoms 

1881-1989 

Total 

with 

Alone  Symptoms 

Hemorrhage 

0 

20 

6 

46 

Pain/Discomfort 

2 

19 

10 

46 

Weight  Loss 

0 

5 

0 

6 

Palpable  Mass 

10 

37 

14 

49 

Constipation 

0 

19 

1 

36 

Dysuria 

0 

7 

0 

8 

Sensation 

of  Tumor 

1 

11 

1 

13 

No  Symptoms 

3 

3 

7 

7 

TABLE  IV  — 

Symptoms  Reported  in  Patients  With  Leiomyosarcoma 

of  Rectum/Anus 

1881-1959 

1881-1989 

Total 

Total 

with 

with 

Symptoms 

Alone  Symptoms 

Alone 

Symptoms 

Hemorrhage 

0 

13 

3 

68 

Pain/Discomfort 

1 

14 

6 

46 

Weight  Loss 

0 

8 

0 

24 

Palpable  Mass 

7 

33 

14 

51 

Constipation 

0 

15 

3 

56 

Dysuria 

0 

7 

1 

12 

Sensation  of 

8 

21 

Tumor 

0 

0 

No  Symptoms 

— 

— 

0 

0 

TABLE  V — 

Duration  of  Symptoms 

LEIOMYOMA 

LEIOMYOSARCOMA 

Duration 

1881-1959 

1881-1989 

1881-1959 

1881-1989 

< 1 month 

4 

6 

4 

10 

> 1 month  but 

6 

18 

12 

42 

< 1 year 

> 1 year 

5 

10 

4 

9 

> 2 years 

8 

10 

3 

8 

> 5 years 

3 

5 

3 

5 

> 10  years 

2 

3 

2 

4 

Total  Reported 

28 

52 

28 

78 

present  in  at  least  13  patients  with 
leiomyoma  and  in  21  with  leiomyo- 
sarcoma. 

Other  rectal  symptoms  found  in 
both  types  of  tumors  included  te- 
nesmus, protruding  mass,  pruritus 
ani,  diarrhea,  or  painful  defecation. 
Fever  was  reported  twice  in  the  lei- 
omyoma cases.  One  patient  com- 
plained of  painful  coitus.^® 

Anemia 

Anemia  was  found  in  one  patient 
with  leiomyoma  of  the  rectum. 
The  12-pound  tumor  lay  between 
the  rectum  and  uterus.  No  melena 
or  ulceration  existed.  Hishida  et 
al.'®  reported  four  more  cases  of 
moderate  anemia.  Moderate  ane- 
mia was  also  reported  in  another 
case  of  leiomyoma.'*®  Severe  ane- 
mia was  associated  with  three  leio- 
myosarcomas, two  of  which  had 
produced  melena.  Moderate  ane- 
mia was  present  in  36  patients. 

Though  anemia  is  generally  re- 
garded as  a significant  symptom, 
bleeding,  pain,  palpable  mass,  and 
constipation  are  the  four  cardinal 
symptoms  for  both  benign  and  ma- 
lignant tumors. 

Duration  of  Symptoms 

The  length  of  time  the  patient 
had  symptoms  was  reported  for  78 
leiomyosarcomas.  About  two-thirds 
(66.7%)  of  the  patients  with  leiomy- 
osarcoma sought  surgical  relief 
within  1 year,  and  about  one-half 
(46.2%)  of  those  with  leiomyomas 
did  so  (Table  V). 

The  most  sudden  onset  was  in 
a patient  with  a leiomyoma  who 
suffered  from  dysuria  for  7 hours. 
Following  a rectal  examination,  he 
passed  fragments  of  tumor  and 
died  13  hours  later  of  hemor- 
rhage.®® In  another  case,"  the  pa- 
tient’s complaint  was  abdominal 
distention  for  a week.  A dumbbell- 
shaped rectal  tumor  15  cm  in  diam- 
eter was  found  at  operation. 

The  maximum  duration  of  symp- 
toms was  18  years  in  a case  of  leio- 
myosarcoma, and  15  years  in  a case 


of  leiomyoma.  We  can  be  suspi- 
cious of  the  18-year  history,  since 
hemorrhoids  were  also  present.'  In 
the  leiomyoma  case,  however. 


there  had  been  intermittent  bleed- 
ing for  15  years,  so  that  the  tumor 
may  have  been  present  for  that 
length  of  time.  Table  V illustrates 
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one  more  case  of  leiomyoma  and 
two  cases  of  leiomyosarcoma  that 
had  a duration  of  symptoms  lasting 
10  years.  The  possibility  that  long- 
standing symptoms  of  rectal  dis- 
comfort are  due  to  hemorrhoids  at 
first,  rather  than  the  tumor,  should 
always  be  kept  in  mind. 

Diagnosis 

Diagnosis  of  smooth  muscle  tumors 
of  the  rectum  is  much  easier  than 
for  similar  tumors  in  the  large  or 
small  intestine. 

Leiomyoma 

In  66  cases  of  leiomyoma,  the 
preoperative  diagnosis  was  re- 
ported. In  10  cases  (15.2%),  the  di- 
agnosis was  correct.  In  another  10 
cases  in  our  data  from  before  1959, 
the  diagnosis  was  “neoplasm  of  the 
rectum,”  and  in  11  cases  it  was 
“carcinoma  of  the  rectum.”  In  the 
following  30  years,  24  cases  were 
found  that  were  described  preoper- 
atively  as  either  “neoplasm”  or 
“carcinoma”  of  the  rectum. 

Leiomyosarcoma 

In  18  cases  (20%)  of  the  91  in 
which  diagnoses  were  reported,  the 
preoperative  diagnosis  was  “leio- 
myosarcoma.” Sixty-eight  cases 
were  called  “neoplasms,”  and  one 
was  designated  “presacral  dermoid 
cyst.”  Two  were  diagnosed  as  ab- 
scesses. 

Differential  Diagnosis 

Exorectal  tumors  are  the  most 
difficult  to  diagnose.  Poirier^®  has 
discussed  some  of  the  problems  in- 
volved.  Posterior  extrarectal 
masses  may  be  presacral  cysts  or 
may  be  neoplasms  of  the  sacrum  or 
pelvic  bones.  The  latter  hypothesis 
may  be  eliminated  by  radiography. 

If  the  mass  is  anterior,  prostatic 
enlargement,  carcinoma  of  the 
bladder,  and  retroflexion  of  the 
uterus  must  be  considered.  An  an- 
terior mass  low  in  the  rectum  in 
women  can  usually  be  diagnosed 
as  a uterine  leiomyoma  after  elimi- 


nating the  possibility  of  a vaginal 
cyst. 

Masses  attached  to  the  anterior 
surface  of  the  upper  rectum  are 
more  difficult  to  identify.  It  may  be 
impossible  to  distinguish  rectal  tu- 
mors from  tumors  of  the  uterus, 
broad  ligaments,  or  ovaries.  In  four 
of  our  collected  cases,  uterine  or 
ovarian  tumors  were  diagnosed 
preoperatively. 

Biopsy 

Six  benign  and  24  malignant  tu- 
mors were  biopsied.  In  four  of  the 
former  and  21  of  the  latter  cases, 
these  biopsies  provided  the  correct 
diagnosis. 

Roentgenography 

In  four  patients  with  leiomyoma, 
the  presence  of  the  tumor  was  dem- 
onstrated radiologically.^®' In 
three  patients,  the  report  was  nega- 
tive. Strangely  enough,  due  to  the 
increased  use  of  sigmoidscopy  and 
colonoscopy,  the  majority  of  these 
data  comes  from  before  1959.  No 
positive  and  only  one  negative  ra- 
diologic report  were  mentioned  in 
the  most  recent  collected  cases. 

Radiologic  reports  were  avail- 
able in  nine  cases  of  leiomyosar- 
coma; four  were  negative,  and  five 
demonstrated  the  tumor. None 
of  the  tumors  demonstrated  radio- 
logically  was  less  than  5 cm  in  di- 
ameter in  our  earlier  reported 
cases,  and  this  continued  to  be  true 
in  the  subsequent  30  years. 

Radiologic  diagnosis  is  unsatis- 
factory in  the  anal  canal,  and  poor 
even  in  the  rectal  ampulla.  The  au- 
thors feel,  however,  that  with  new 
technology  (ultrasound,  CT  scan, 
angiography),  the  radiologist  will 
be  able  to  locate  the  mass,  in  spite 
of  the  fact  that  these  modes  were 
seldom  reported  as  having  been 
used. 

Proctoscopy 

Proctoscopy  was  reported  in  10 
cases  of  leiomyoma.  Two  were  neg- 


ative and  eight  positive.  Thirteen 
proctoscopic  examinations  of  pa- 
tients with  leiomyosarcoma 
showed  evidence  of  the  tumor. 

Despite  the  fact  that  we  do  not 
have  the  numbers  to  support  our 
opinion,  we  do  believe  that  a care- 
ful proctoscopic  examination  is  the 
most  important  diagnostic  proce- 
dure for  the  diagnosis  of  endorectal 
and  perhaps  intramural  tumors. 

Pathology 

Smooth  muscle  tumors  of  the 
rectum  are  similar  to  smooth  mus- 
cle tumors  elsewhere  in  the  alimen- 
tary tract.  The  most  marked  differ- 
ence is  the  rarity  of  degenerative 
changes  even  in  large  leiomyosar- 
comas. Only  three  cases  of  leiomy- 
osarcomas^'*''®'’®  and  two  cases  of 
leiomyoma^^’ were  reported  to 
have  cystic  degeneration,  in  con- 
trast to  this  finding  being  so  com- 
mon in  similar  tumors  of  the  small 
intestine.  Only  one  case  of  calcifi- 
cation is  reported,  and  this  was  in 
a large  leiomyoma. 

Twenty-three  benign  and  45  ma- 
lignant tumors  were  ulcerated.  Poir- 
ier‘’°  believes  that  ulceration,  at 
least  of  the  benign  tumors,  should 
be  considered  traumatic  rather 
than  degenerative.  This  would  ac- 
count for  the  relatively  shallow  cra- 
ters of  these  tumors,  and  perhaps 
for  the  lack  of  hemorrhage  to  the 
point  of  anemia  so  frequently 
found  with  ulcerated  tumors  higher 
in  the  gastrointestinal  tract. 

Thirteen  leiomyomas  and  seven- 
teen leiomyosarcomas  were  de- 
scribed as  encapsulated.  It  should 
be  noted,  however,  that  in  the  great 
majority  of  reported  cases,  patho- 
logic findings  were  either  not  pres- 
ent or  not  reported. 

Microscopic  Pathology 

Microscopic  examination  of  a 
leiomyoma  reveals  muscle  fibers 
arranged  in  whorls  or  interlacing 
bundles,  usually  with  a thin  pseu- 
docapsule. Contraction  of  the 
smooth  muscle  of  the  tumor  may 
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result  in  pain,  as  has  been  reported 
for  tumors  of  the  arrectores  pilorum 
of  the  skin;^’  contraction  of  uterine 
myomas  has  been  seen  in  vitro.^^ 
Distinguishing  between  benign 
and  malignant  smooth  muscle  tu- 
mors microscopically  can  be  diffi- 
cult. In  leiomyosarcomas,  the 
whorls  and  palisades  of  cells  are 
more  evident  and  usually  are  not 
encapsulated.  Evans’  criteria^'  for 
maligancy  is  still  used  today: 

1.  Increased  cell  size 

2.  Increased  irregularity  of  cell  size 
and  shape 

3.  Lack  of  complete  cell  differenti- 
ation 

4.  Presence  of  short,  plump  cells 
with  oval  nuclei 

5.  Presence  of  cells  with  hyperch- 
romic  and  multiple  nuclei  with 
variable  staining  reactions. 

We  agree  with  Morgan  et  al.^^  that 
the  level  of  mitotic  activity  is  the 
criterion  for  determining  malig- 
nancy. The  same  authors  reported 
three  recurrent  tumors  in  the  stom- 
ach, duodenum,  and  jejunum 
which  had  high  mitotic  indexes  of 
2,  4,  and  7.  (A  mitotic  index  is  de- 
fined as  the  number  of  mitotic  fig- 
ures per  50  high-powered  fields.) 

We  sympathize  with  the  patholo- 
gist when  he  or  she  is  unable  to 
give  a correct  diagnosis  in  a case  of 
smooth  muscle  tumor.  That  mitotic 
activity  is  the  best  diagnostic  crite- 
rion nobody  doubts.  Flow  cytome- 
try and  DNA  analysis  is  of  great 
promise  for  a better  diagnosis  and 
possible  prognosis  for  these  tu- 
mors. Appleman^"*  reported  that 
metastases  developed  in  13%  of  pa- 
tients with  benign  gastric  smooth 
muscle  tumors  with  1 to  5 mitoses 
per  50  high-powered  fields. 

Another  phenomenon  that  gives 
ambiguous  answers  is  the  relation- 
ship between  the  size  of  the  tumor 
and  whether  it  is  benign  or  malig- 
nant. Evans^^  reported  that  the  size 
of  the  tumor  is  not  an  indication 
of  metastasis.  Appleman^®  reported 
that  only  one  of  his  49  cellular  tu- 
mors with  a low  mitotic  index  be- 


haved biologically  malignant. 

Recently,  Chadwich  et  al.^^  re- 
ported leiomyomata  and  leiomyo- 
sarcomata  in  three  children  in- 
fected as  infants  with  the  human 
immunodeficiency  virus  (HIV). 
The  tumors  involved  the  lungs  and 
G1  tract,  suggesting  a nonrandom 
association  with  acquired  immuno- 
deficiency syndrome  (AIDS).  The 
author  postulated  that  HIV  infec- 
tion may  play  a role  in  tumor  forma- 
tion. 

Much  remains  to  be  learned 
about  smooth  muscle  tumors  from 
a pathologic  aspect.  The  authors 
believe  that  modern  techniques 
such  as  histochemistry  and  cyto- 
chemistry could  create  a greater 
understanding  about  the  formation 
of  these  tumors.  Studies  need  to  be 
made  to  determine  why  alimentary 
tract  tumors  are  rare  and  uterine 
ones  are  not,  why  smooth  muscles 
are  more  likely  to  develop  tumors 
than  others,  and  why  some  malig- 
nant tumors  tend  to  metastasize  or 
recur  more  than  others. 

Dr.  Sobin  described  the  follow- 
ing criteria  for  malignancy:  “In  the 
absence  of  frank  anaplasia,  we  rely 
mainly  on  size  and  mitotic  activity. 
Tumors  6 cm  or  larger  or  those  with 
over  five  mitoses  per  50  high  power 
fields  are  likely  to  have  metastatic 
potential.  Tumor  necrosis  also  fa- 
vors malignancy.  The  borderline 
area,  viz  tumors  with  low  mitotic 
rate  and  large  size,  is  a problem. 
We  use  ‘smooth  muscle  tumor  of 
uncertain  malignant  potential’  in 
such  cases.  Unless  a tumor  is 
clearly  benign,  we  often  add  that  it 
is  difficult  to  predict  the  behavior 
of  smooth  muscle  tumors  in  the  G1 
tract. ’’’^ 

Borderline  Cases 

One  patienP  was  described  as 
having  a leiomyoma  with  sarco- 
matous transformation.  The  tumor 
appeared  in  the  rectovaginal  sep- 
tum and  was  excised  through  the 
vaginal  wall.  It  could  not  be  as- 
signed to  either  vagina  or  rectum  at 


the  original  operation.  It  recurred  1 
year  later  and  was  removed  except 
for  a portion  adherent  to  the  rec- 
tum. Ten  months  later,  it  again  re- 
curred, invading  the  vagina.  The 
patient  died  of  uremia  following  a 
third  and  radical  operation. 

The  behavior  of  this  tumor  was 
similar  to  that  of  rectal  smooth  mus- 
cle tumors  in  its  recurrence  and  at 
the  second  operation  could  have 
been  considered  rectal  in  origin. 
Unlike  other  rectal  tumors,  how- 
ever, it  was  found  at  the  first  opera- 
tion to  have  undergone  hemor- 
rhagic necrosis.  As  this  did  not 
occur  in  other  rectal  tumors,  one 
suspects  a vaginal  or  other  non-rec- 
tal  origin,  with  a poorer  vasculariza- 
tion than  that  which  accompanies 
rectal  tumors.  We  have  not  in- 
cluded this  case  in  our  tables  of 
rectal  tumors. 

We  found  no  cases  in  our  recent 
review  of  the  past  30  years  that 
were  reported  as  borderline  pathol- 
ogy. 

Size  of  the  Tumor 

The  greater  number  of  smooth 
muscle  tumors  of  the  anorectum, 
both  benign  and  malignant,  were 
between  5 and  10  cm  at  their 
largest  diameter  at  the  time  of  oper- 
ation. Hishida'®  reported  the  largest 
tumor,  a 23-cm  leiomyoma.  Table 
VI  presents  three  leiomyosarcomas 
that  were  reported  to  be  within  the 
16  cm-20  cm  range. 

Metastases 

Eight  out  of  45  (17.8%)  leiomyo- 
sarcomas of  the  rectum  metasta- 
sized in  the  pre-1959  data.  One  in- 
volved lymph  nodes, one  the 
peritoneal  fat,^^  three  reached  the 
liver,  two  appeared  in  the  lungs,®®"®' 
and  one  metastasized  to  the  orbit®^ 
6 months  after  operation.  There 
was  one  case  of  infiltration  into  the 
soft  tissue  of  the  buttock.®® 

In  only  three  cases  with  metasta- 
ses was  tumor  size  stated.  None  was 
over  10  cm  in  diameter.  Two  tu- 
mors had  caused  symptoms  for  2 


DECEMBER  1991,  Vol.  80 


691 


TABLE  VI  — 
Size  of  Tumors 


LEIOMYOMA  LEIOMYOSCARCOMA 


Size  of  Tumor 

18811959 

1881-1989 

1881-1959 

1881-1989 

< 5 cm 

7 

61 

9 

42 

5-9  cm 

28 

45 

15 

72 

10-14  cm 

4 

13 

7 

16 

> 15  cm 

4 

5 

0 

3 

Total 

43 

124 

31 

133 

years,  one  for  1 year,  one  for  4 
months,  and  one  for  1 month  prior 
to  treatment. 

Thirty-one  of  the  161  leiomyosar- 
comas found  in  the  subsequent  30 
years  were  reported  to  have  metas- 
tasized. Thirteen  of  these  metasta- 
sized to  the  liver.  One  case  reported 
spinal  metastasis.®'*  Another  case 
was  reported  to  have  metastasized 
to  the  adrenals.®®  Two  cases  were 
reported  to  have  metastasized  to 
the  prostate.®®"®^  Five  cases  had  me- 
tastasized to  the  lungs,  and  two 
were  reported  as  diffuse.  One  was 
reported  as  having  metastasized 
only  to  the  pelvis.®®  Four  had  metas- 
tasis to  lymph  nodes  and  one  to 
the  brain.  One  was  reported  to  have 
metastasis  “to  the  abdomen” 
(probably  the  peritoneal  cavity). 
The  size  of  the  tumor  did  not  seem 
to  reflect  the  propensity  to  metasta- 
size nor  the  location  of  the  metasta- 
sis. 

Recurrence 

As  serious  as  metastatic  spread 
of  rectal  tumors  is  their  tendency  to 
recur  locally.  Ten  leiomyomas  are 
reported  to  have  recurred  after  op- 
eration, eight  of  them  as  leiomyo- 
sarcomas.*®®®'^® Two  additional 
cases  were  described  as  leiomyo- 
sarcomas which  had  been  pre- 
ceded by  leiomyomas.'''* 

Two  leiomyomas  were  reported 
to  have  recurred  because  of  incom- 
plete resection  the  first  time.^®'*'®  For- 
ty-seven leiomyosarcomas  recurred 


following  operation.  Three  re- 
curred twice,  and  one  recurred 
three  times. Even  this  alarming 
percentage  of  recurrence  is  too 
low. 

Only  1 1 1 of  the  total  402  cases  of 
benign  and  malignant  tumors  were 
followed  postoperatively.  The  lon- 
gest period  of  immunity  was  17 
years,  and  it  recurred  as  hepatic 
metastasis.'®  The  original  tumor  was 
a low-grade  leiomyosarcoma.  The 
types  of  operation  for  those  cases 
in  which  it  was  reported  are  shown 
in  Table  VII. 

Concurrent  Disease 

Six  patients  with  leiomyomas 
had  neoplasms  elsewhere.  One  had 
uterine  myoma,^®  another  had  an 


ovarian  cyst  as  well  as  an  urethral 
polyp  removed  earlier,®®  and  the 
third  had  a thyroid  adenoma.®*  A 
fourth  one  had  a malignant  carci- 
noid removed  10  days  before.®®  An- 
other had  a “rectal  cancer”  associ- 
ated with  his  leiomyoma.®®  The 
sixth  one  had  primary  carcinoma 
of  undetermined  origin.®® 

One  patient®®  suffered  concur- 
rently from  megacolon,  megarec- 
tum, and  malrotation  of  the  small 
intestine.  The  authors  considered 
the  megacolon  to  have  preceded 
the  rectal  leiomyoma  and  to  have 
been  the  result  of  the  malrotation. 
Evacuation  took  place  once  a 
month.  Correction  of  the  malrota- 
tion was  unsuccessful,  and  a total 
colectomy  was  performed.  The  pa- 
tient died  following  a third  opera- 
tion for  adhesions. 

In  the  review  of  the  past  30  years, 
we  found  one  patient  that  had  ul- 
cerative colitis®®  and  one  that  had 
cervical  spondylitis.®®  One  also  had 
hemorrhoids.®® 

Among  patients  with  leiomyosar- 
coma, two  also  had  carcinoma  of 
the  rectum,®®'  ®'*  and  one  of  these 
had  adenocarcinoma  of  the  jeju- 
num in  two  separate  locations.  This 
patient’s  rectal  carcinoma  pre- 
ceded the  leiomyosarcoma  by  18 


Figure  3 — Sites  of  metastasis  from  leiomyosarcomas  of  the  anorectum. 
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TABLE  VII  — 

Surgical  Procedures  and  Outcome  in  Patients 
With  Rectal/Anus  Tumors 


Surgery 

LEIOMYOMA 
1881-1959  1881-1989 

LEIOMYOSARCOMA 
1881-1959  1881-1989 

APR 

0 

22 

11 

88 

Pedicle  cut 

9 

12 

2 

2 

Enucleation 

23 

25 

3 

4 

Excision 

9 

56 

18 

45 

Resection 

8 

11 

4 

13 

Proctectomy 

0 

0 

1 

1 

Removal  by  Cantery 

1 

1 

0 

0 

“Extracted” 

1 

1 

0 

0 

Operation  not 
Specified 

7 

14 

6 

10 

Not  Operated 

1 

1 

0 

3 

years.  Another  had  adenocarci- 
noma of  the  rectum  as  well  as  the 
leiomyosarcoma.®^  One  patient  had 
a concurrent  squamous  cell  carci- 
noma of  the  hypopharynx.®®  An- 
other patient  had  been  operated  on 
previously  for  uterine  fibroma,®® 
and  four  patients  had  been  oper- 
ated for  hemorrhoids.  One  patient 
was  noted  to  have  diverticulosis'*® 
and  still  another  to  have  concur- 
rent arthritis  of  the  hips  secondary 
to  Paget’s  disease.®^ 

Treatment 

(If you  can't  fix  it  medically, 
fix  it  surgically.) 

HIPPOCRATES 

Location  of  the  tumor  is  of  pri- 
mary importance.  Strategy  should 
take  place  prior  to  surgery  after  a 
colonoscopy  and  a barium  enema. 
Since  occasionally  the  colonos- 
copic location  of  the  tumor  is  not 
100%  accurate,  we  always  advise  a 
barium  enema.  X-rays  should  be  at 
hand  in  the  operating  room  as  well 
as  a diagram  by  the  endoscopist, 
and  if  the  colonoscopy  is  done  by 
the  surgeon,  then  his  or  her  own 
drawings  with  measurements  indi- 
cating the  distance  between  the 
anal  verge  and  the  tumor  should  be 


in  the  operating  room  as  well. 

We  follow  the  rules,  regulations, 
and  indications  of  the  standard 
treatment  of  carcinoma  of  the  anor- 
ectum  in  cases  of  malignant 
smooth  muscle  tumors.  With  a be- 
nign process,  excisional  biopsy  and 
occasionally  resection  of  the  tumor 
through  the  endoscope  is  the  pro- 
cedure of  choice,  if  the  tumor  has 
a pedicle  or  a narrow  basis. 

With  smooth  muscle  tumors  of 
the  colon,  the  surgeon  could  per- 
form a more  radical  operation  if  the 
pathologist  is  not  sure  about  the  be- 
nign or  malignant  nature  of  the  dis- 
ease, but  with  anorectal  lesions,  it 
is  better,  when  in  doubt,  to  perform 
a “curative  procedure”  after  the  pa- 
thology report  is  received.  An  ab- 
dominal perineal  resection  fora  lei- 
omyoma is  not  acceptable. 

In  the  armamentarium  of  the  sur- 
geon, the  following  procedures  for 
leiomyomas  may  be  performed: 
wide  excisional  biopsy,  with  a mar- 
gin of  at  least  2 cm;  wedge  resec- 
tion; sleeve  resection,  segmental; 
and  pedicle  cut  through  endos- 
copy. 

For  leiomyosarcomas,  there  are 
several  procedures  as  well.  In  the 
anterior  resection,  a rectosigmoid 
resection  with  anastomosis  is  per- 
formed just  above  or  just  below  the 


peritoneal  reflection.  With  the  low 
anterior  resection,  the  rectum  is 
mobilized  to  the  point  of  the  inser- 
tion of  the  pelvic  diaphragm  to  the 
rectal  wall  Qust  above  the  puborec- 
talis)  or,  in  other  words,  to  the  prox- 
imal 12  cm  of  rectum,  with  an  anas- 
tomosis below  the  peritoneal 
reflection.  Abdominoperineal  re- 
section with  permanent  sigmoid 
colostomy  is  another  option.  Local 
electrocoagulation  may  also  be 
performed  as  may  intracavitory  ir- 
radiation. 

In  other  words,  use  anterior  re- 
section for  lesions  12  to  16  cm  prox- 
imal to  the  anal  verge.  Use  low  an- 
terior resection  for  lesions  8 to  12 
cm  proximal  to  the  anal  verge.  Ab- 
dominoperonea!  resection  should 
be  implemented  for  lesions  located 
at  the  surgical  anal  canal  (last  4 
cm)  or  for  lesions  located  at  the 
first  4 cm  above  the  insertion  of  the 
puborectalis.  With  stapling  devices, 
however,  the  anus  can  possibly  be 
saved  if  the  lesion  is  located  4 cm 
above  the  pelvic  diaphragm,  since 
1 to  2 cm  of  the  distal  margin  of 
resection  is  acceptable  today. 

In  our  collected  cases,  we  no- 
ticed with  surprise  that  in  22  cases 
of  leiomyoma,  abdominoperineal 
resection  was  performed  (Table 
Vll).  We  do  not  know  the  circum- 
stances of  these  procedures,  but,  as 
mentioned  earlier,  a procedure  this 
radical  with  permanent  colostomy 
should  not  be  performed  except  for 
large,  benign,  cavitated  bleeding 
leiomyomas  that  the  surgeon  is  un- 
able to  remove.  If  possible,  the  op- 
eration of  choice  should  be  a very 
low  resection  that  saves  the  sphinc- 
teric  apparatus. 

In  a recent,  very  thorough  paper, 
the  NIH  Concensus  Development 
Conference®®  recommended  sev- 
eral points  regarding  the  adjuvant 
therapy  for  patients  with  colon  and 
rectal  cancer.  Perhaps  the  patient 
with  non-epithelial  "cancer"  (leio- 
myosarcoma) will  benefit  if  the  sur- 
geon and  hematologist  know  that 
their  patient  is  at  risk  and  which 
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of  the  modem  treatments  is  more 
effective. 

Radiation 

It  is  well  known  that  malignant 
smooth  muscle  tumors  are  radiore- 
sistant. However,  if  the  tumor  is  not 
resectable  and  if  a bypass  proce- 
dure has  been  done,  considering 
radiation  treatment  for  palliation  is 
acceptable  because  it  is  the  only 
treatment  that  we  can  offer  to  the 
patient. 

Unfortunately,  there  are  not 
enough  patients  treated  with  radia- 
tion that  have  been  reported  in  the 
literature.  Consentino  et  al.^'  stated 
that  complimentary  radiotherapy 
or  chemotherapy  is  ineffective.  As 
previously  discussed,  Minsky  et  aP'* 
have  a patient  on  whom  they  per- 
formed a sphincter-preserving  pro- 
cedure complimented  with  radio- 
therapy with  favorable  results. 

Chemotherapy 

The  use  of  chemotherapy  in  the 
treatment  of  leiomyosarcoma  has, 
in  general,  been  disappointing.  The 
two  most  widely  used  agents  are 
Adriamycin  and  DTIC.  Adriamycin 
has  been  associated  with  response 
rates  of  15-30  whereas  DTIC 
has  been  found  to  cause  tumor  re- 
gression in  only  16%^'  of  the  pa- 
tients. When  combined,  Adriamy- 
cin and  DTIC  produce  a slightly 
higher  response  rate  than  Adriamy- 
cin and  DTIC  alone;  unfortunately, 
survival  is  unchanged. At  the 
present  time,  there  is  much  contro- 
versy about  whether  this  improve- 
ment in  response  rate  justifies  the 
additional  toxicity  of  DTIC. 

Of  note,  Ifosfamide,  a new  drug 
only  recently  released  by  the  Food 
and  Drug  Administration,  may 
prove  useful  in  this  disease.  As  a 
single  agent,  response  rates  in  the 
18-38%  have  been  noted. In 
combination  with  Adriamycin,  with 
or  without  DTIC,  response  rates  of 
41-4%  are  seen.®®®^  At  the  present 
time,  standard  therapy  is  consid- 
ered to  be  Adriamycin  with  or  with- 


out DTIC.  It  is  hoped  that  Ifosamide 
will  prove  a useful  addition  to  our 
armamentarium. 

Chemotherapy  in  combination 
with  radiation  therapy  perhaps  will 
improve  treatment,  but  there  is 
minimal  experience  reported  in  the 
world  literature.  Recently,  KnechP 
presented  good  results  in  17  pa- 
tients with  carcinoma  of  the  anus 
who  were  treated  with  chemother- 
apy and  radiation.  He  believes  che- 
motherapy and  radiation  will  re- 
place abdominoperineal  resection, 
but  only  the  future  will  tell  us  more 
about  this  treatment. 

Curative  Curiosities 

In  1876,  Tedenat^®  observed  a 
rare  case  of  a patient  who  sponta- 
neously expelled  one  rectal  tumor 
and  presented  another,  whose  ped- 
icle was  crushed  and  the  tumor  re- 
moved. He  also  cited  a case  of 
Evraux  in  which  two  rectal  tumors 
were  expelled  with  hemorrhage 
each  time.  A third  tumor  appeared 
at  the  anus  and  was  ligated.  The 
patient  apparently  died  of  anemia. 
Longuet'  considered  these  to  be  re- 
current leiomyomas. 

Grigg^  mentions  two  18th  century 
and  two  19th  century  cases  of  spon- 
taneous expulsion  of  tumors  and 
one  of  forcible  extraction. 

Undoubtedly  the  most  remark- 
able case  is  that  of  Gossage'“  who 
described  in  1913  a tumor  which 
had  caused  intussusception.  The 
intussusceptum  and  tumor 
sloughed  and  passed  out  the  anus. 


while  the  intussuscipiens  and 
bowel  above  the  intussusception 
spontaneously  reunited,  and  the 
patient  survived.  It  is  unfortunate 
that  we  were  unable  to  locate  the 
original  description  of  this  case  due 
to  its  incorrect  citation  by  Fraen- 
kel.'°’ 

Mortality 

There  was  no  evidence  that  sex 
distribution  of  fatal  cases  differed 
from  that  of  incidence.  The  causes 
of  death  are  given  in  Table  VIII  and 
subsequently  described  in  detail. 

Only  one  patient  with  rectal  leio- 
myoma died  without  having  been 
operated  on.^®  Digital  examination 
perforated  the  friable  tumor  and 
the  rectal  wall  resulting  in  a fatal 
hemorrhage  through  a 5-cm  hole. 
Four  patients  with  leiomyosarcoma 
had  no  operation:  three  because  of 
the  extensiveness  of  the  disease 
and  one  who  left  against  medical 
advice. 

Four  patients  with  leiomyoma 
and  four  with  leiomyosarcoma 
died  immediately  postoperatively 
from  complications  of  surgery.  One 
patient  with  leiomyoma  died  im- 
mediately after  surgery  from  a 
bleeding  ulcer.'®  One  patient  with 
a benign  tumor  died  2 years  later 
from  obstruction  due  to  recur- 
rence.'’® Another  case  of  leiomy- 
oma was  later  fatal  because  of  a 
complication  of  ulcerative  colitis.^ 
One  patient  died  secondary  to  an- 
other primary  carcinoma,  and  two 
reported  by  Hishida'®  died  later  of 
metastasis.  Forty  patients  with  leio- 


TABLE  VIII  — 
Causes  of  Death 


LEIOMYOMA 
18811959  1881-1989 

LEIOMYOSARCOMA 
1881-1959  1881-1989 

Died  Unoperated 

1 

1 

0 

4 

Died  Immediately 

4 

4 

3 

4 

Postoperatively 
Died  Later 

2 

8 

13 

51 

TOTAL  REPORTED 

7 

13 

16 

59 
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myosarcoma  died  from  recurrence, 
extension,  or  metastases. 

Follow  Up 

In  the  literature,  the  follow-up 
studies  are  either  not  reported  or 
very  poorly  reported.  The  authors 
feel  that  the  surveillance  should  be 
the  same  as  in  carcinoma.  Colon- 
scopies,  barium  enemas,  chest 
films,  hematologic  studies,  and 
other  diagnostic  tests  should  be 
performed  to  follow  the  patient 
after  initial  therapy  is  given. 

Biannual  colonoscopy  for  the 
first  3 years  and  annual  colonosco- 
pies for  life  are  the  advice  of  the 
authors.  This  advice  does  not  fol- 
low the  advice  collected  in  the  liter- 
ature, which  suggests  annual  exam- 
ination for  the  first  2 years  and  then 
at  3-5  year  intervals  for  life.’°^ 

Recently,  Michelassi  et  al.'^’^  pre- 
sented an  authoritative  paper 
about  local  recurrence  after  resec- 
tion of  colorectal  cancers.  To  sum- 
marize this  in-depth  paper  would 
be  a lengthy  task,  so  the  authors 
refer  interested  readers  who  deal 
with  colorectal  cancer  to  read  it. 

Prognosis 

Prognosis  is  good  in  patients  with 
benign  smooth  muscle  tumors  of 
the  anorectum,  if  the  correct  treat- 
ment is  performed.  The  mortality 
shown  in  Table  VIII  for  leiomyosar- 
comas is  deceivingly  low  due  to  the 
few  patients  followed  for  any  length 
of  time.  As  noted  in  the  section  on 
Recurrence,  14  leiomyomas  and  47 
leiomyosarcomas  recurred  in  pa- 
tients followed  for  a year  or  more. 
The  authors  do  question  whether 
the  so-called  recurrent  leiomyoma 
was  pathologically  diagnosed  cor- 
rectly before  recurrence  and  if 
those  recurring  were  completely  re- 
moved at  first  operation.  Endorec- 
tal pedunculated  tumors  seem  to 
have  the  most  favorable  prognosis. 

A patient  with  leiomyoma  of  the 
rectum  having  survived  39  years 
without  recurrence  is  mentioned 
by  Anderson  et  al.  but  this  is  the 


only  such  case  we  have  encoun- 
tered. Regardless  of  surgical  proce- 
dure employed,  very  few  patients 
can  live  for  more  than  5 years  with- 
out reappearance  of  the  rectal  tu- 
mor. This  dangerous  statement 
springs  from  the  analysis  of  the  col- 
lected cases,  but  the  authors  be- 
lieve that  total  removal  of  the  be- 
nign leiomyoma  which  does  not 
meet  Evans’  five  cellular  criteria^’ 
will  ostensibly  result  in  a “cure.” 

Prevention 

We  know  some  of  the  risk  factors 
perhaps  participating  in  the  pro- 
duction of  epithelial  tumors  of  the 
anorectum,  such  as  a high  fat  diet. 
We  also  know  some  agents  that 
may  protect  the  colonic  wall,  such 
as  fiber,  carotinoid  vegetables,  and 
fluids  in  the  diet.  We  do  not  know 
if  the  same  criteria  should  be  used 
for  future  protection  from  smooth 
muscle  tumors.  However,  such  a 
diet  should  be  followed  by  every- 
one as  a possible  prevention. 

Future  Works  on  Smooth 
Muscle  Tumors 

Since  the  original  presentation  of 
smooth  muscle  tumors  over  100 
years  ago,  little  has  been  written 
about  the  possible  genesis  of  these 
tumors,  a genesis  de  novo  benign, 
de  novo  malignant,  or  finally  be- 
nign with  malignant  degeneration 
or  predisposition.  Which  are  the  eti- 
ologic  agents  of  this  disease?  In  the 
beginning,  is  there  any  carcino- 
genic process  or  malignant  process 
to  a benign  leiomyoma?  Is  there  a 
correlation  between  other  primary 
tumors  of  the  gastrointestinal  tract 
of  epithelial  or  nonepithelial  ori- 
gin? Perhaps  oncogenes  could  be 
the  answer  here. 

Despite  the  fact  that  we  want  to 
believe  that  we  have  collected  and 
analyzed  all  these  cases  in  the 
world  literature  — errare  humaum 
est  — still  there  are  many  questions 
that  remain  unanswered.  If  we,  the 
clinicians,  have  a greater  knowl- 
edge of  the  etiology,  pathogenesis. 


and  possible  carcinogenesis  of  this 
disease,  we  will  be  able  to  treat  our 
patients  better,  to  offer  them  better 
survival  rates  or  even  a "cure." 
Technology  offers  physicians  and 
patients  alike  so  much  today,  that 
early  diagnosis  and  treatment  can 
have  excellent  results. 

The  authors  of  this  review  of 
cases  dare  to  advise  the  following 
decalogue  for  future  work  on 
smooth  muscle  tumors: 

1.  Adequate  follow  up  for  the  for- 
mation of  good  survival  tables. 

2.  Detailed  surgical  procedures 
with  results  and  accurate  loca- 
tion of  metastasis. 

3.  Follow  the  criteria  of  Evans  for 
the  diagnosis  of  malignancy  or 
develop  a better  one. 

4.  Anatomic  location  of  the  tumor 
or  tumors  is  a must,  especially 
in  the  anorectal  area. 

5.  More  complete  work  on  the 
natural  history  of  the  disease  is 
needed. 

6.  Additional  studies  to  discover 
why  smooth  muscle  is  prone  to 
tumor  formation  more  than 
other  muscle  tissues.  (If  there 
are  such  studies,  please  forgive 
our  ignorance.) 

7.  Further  investigate  the  role  of 
radiation  for  the  treatment  of 
leiomyosarcomas. 

8.  Further  investigate  the  role  of 
chemotherapy. 

9.  Further  investigate  the  combi- 
nation of  both  with  or  without 
surgery. 

10.  More  studies  for  more  effective 
anticancer  drug  treatment,  as 
Bahnson  and  Lazo'°'‘  recently 
advised  that  more  genetic  re- 
search should  be  done,  such  a 
monoclonal  antibody  produc- 
tion for  early  diagnosis,  intra- 
cellular cytokine  pathways  of 
carcinogenesis,  and  others  — 
not  forgetting,  of  course,  envi- 
ronmental studies. 

Summary 

In  this  collective  review,  we  have 
compiled  all  the  reported  cases  of 
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smooth  muscle  tumors  of  the 
rectum/anus  in  the  world  literature 
from  1959  to  1989.  Our  goal  was  to 
increase  the  data  pool  of  smooth 
muscle  tumors  by  adding  these 
new  data  to  that  previously  col- 
lected from  1881  to  1959.®  We  in- 
creased the  pool  for  leiomyomas 
from  89  to  148  and  that  for  leiomyo- 
sarcomas from  54  to  215.  By  doing 
this,  we  hoped  to  make  more  accu- 
rate conclusions  about  smooth 
muscle  tumors  based  on  this  in- 
creased data  pool. 

Some  interesting  findings  in- 
cluded three  cases  in  small  chil- 
dren that  were  found  in  our  recent 
review:  a 2-year-old  with  a leiomy- 
oma’® and  two  small  infants,  aged 
12  days’^  and  36  days,’®  with  leiomy- 
osarcomas. Again,  the  findings 
were  probably  consistent  with  an 
increased  data  pool.  We  were  also 
able  to  find  several  more  cases  in- 
volving the  anal  region. 

We  found  the  highest  incidence 
of  leiomyomas  to  have  increased 
by  a decade  from  the  40-49  year  age 
group  to  the  50-59  year  age  group, 
while  among  leiomyosarcomas, 
there  was  about  equal  incidence 
among  the  50-59  and  60-69  age 
groups.  We  doubt  that  these  repre- 
sent actual  changes  in  the  demo- 
graphics, but  rather  that  these  latter 
findings  are  more  accurate  based 
on  the  greater  quantity  of  cases 
available  to  us.  As  a further  exam- 
ple, we  found  no  appreciable  sex 
difference:  however,  we  did  find 
more  cases  reported  in  females. 

From  our  increased  data  pool, 
we  were  able  to  find  16  more  cases 
that  were  described  as  dumbbell- 
shaped, compared  to  one  that  was 
reported  before  1959. 

Palpable  mass,  hemorrhage,  and 
pain/discomfort  continued  as  the 
most  common  symptoms  reported 
at  presentation.  With  regard  to  size, 
the  majority  of  leiomyomas  were 
found  to  be  less  than  5 cm  in  diam- 
eter, closely  followed  by  those  5-9 
cm.  The  majority  of  leiomyosarco- 
mas were  5-9  centimeters  at  discov- 


ery. Most  cases  of  leiomyoma  were 
treated  by  excision,  while  most 
cases  of  leiomyosarcoma  were 
treated  by  abdominoperineal  re- 
section, a finding  consistent  with 
old  data. 

We  hope  that  this  paper  thor- 
oughly reviews  pertinent  informa- 
tion about  leiomyomas  and  leiomy- 
osarcomas of  the  rectum/anus  and, 
in  doing  so,  serves  to  refresh  a few 
memories,  stimulate  others,  and 
teach  a few. 
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have  to  strive  to  keep  our 
Ww  mind  receptive,  and  to  exam- 
ine suggestions  made  by  others 
fairly  and  on  their  own  merits,  seek- 
ing arguments  for  as  well  as  against 
them.  We  must  be  critical,  certainly, 
but  beware  lest  ideas  be  rejected  be- 
cause an  automatic  reaction  causes 
us  to  see  only  the  arguments  against 
them.  We  tend  especially  to  resist 
ideas  competing  with  our  own. 

W.l.B.  BEVERIDGE. 

The  Art  of  Scientific  Thinking 

For  all  practical  purposes,  there 
are  two  types  of  malignant  tu- 
mors with  special  characteristics: 

1.  Tumors  that  are  able  to  invade 
but  do  not  metastasize,  such  as 
basal  cell  carcinomas; 

2.  Tumors  that  metastasize.  There- 
fore, invasion  and  metastasis  are 
the  two  basic  characteristics  of 
malignant  neoplasms  of  epithe- 
lial or  nonepithelial  origin. 
Fidler  et  al.'  and  Poste  and 
Fidler^  presented  excellent  papers 
about  cancer  metastasis.  Lee^  spe- 
cifically reported  pattern  metastasis 
of  leiomyosarcoma  of  the  gastroin- 
testinal (Gl)  tract. 

It  is  also  well  known  that  cancers 
of  epithelial  origin  metastasize  pri- 


ll! this  article,  we  will 
present  the  general 
pattern  of  metastasis  of 
the  Gl  leiomyosarcoma 
to  give  the  practicing 
physician  some  idea  of 
the  peculiar  pattern  of 
these  extremely  rare 
tumors. 


manly  by  the  lymphatic  pathway, 
while  nonepithelial  malignant  tu- 
mors, such  as  mesenchymal  sarco- 
mas, metastasize  by  the  hematoge- 
nous route. 

It  is  not  the  purpose  of  this  paper 
to  talk  about  the  overall  metastasis 
of  nonepithelial  tumors.  We  will 
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present  the  general  pattern  of  me- 
tastasis of  the  Gl  leiomyosarcoma 
to  give  the  practicing  physician 
some  idea  of  the  peculiar  pattern 
of  these  extremely  rare  tumors.  Our 
presentation  springs  from  our  previ- 
ous works  ours  as  well  as  the  most 
recent  publications  of  other  au- 
thors. 

Metastases 

Like  most  malignant  neoplasms, 
failure  to  control  or  cure  these  tu- 
mors is  related  to  their  propensity 
for  recurrence  and/or  metastases. 
While  similar  to  other  sarcomas 
with  their  ability  to  metastasize  he- 
matogenously,  leiomyosarcomas 
also  exhibit  lymphatic  spread  as 
v/ell  as  peritoneal  seeding.  Deck 
and  Silberman  reported  20  leiomy- 
osarcomas of  the  small  intestine 
and  stated  that  they  tend  to  metas- 
tasize not  only  hematogenously  but 
also  by  peritoneal  implantation,  lo- 
cal invasion,  and,  uncommonly,  by 
the  lymphatic  route  involving  re- 
gional or  not  related  distant  lymph 
nodes.'' 

Similar  cases  by  Khan  et  al.,^  and 
Das  Gupta  et  al.®  reported  multiple 
leiomyosarcomas  of  the  jejunum 
with  metastasis  to  inguinal  lymph 
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Figure  / — Schematic  representation  of  pattern  and  process  of  metastasis  of  malignant 
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nodes.  Evans^  reported  blood-born 
metastases  including  liver,  lung, 
bone,  brain,  kidney,  adrenal 
glands,  heart,  larynx,  skin,  and  vari- 
ous soft  tissue  sites.  Akwari  et  al.® 
reported  peritoneal  metastasis  in- 
volving both  membrane  and  omen- 
tal implantations. 

Brown^  described  the  recog- 
nized factors  which  determine,  or 
are  co-related,  with  metastatic  po- 
tential as  follows: 

a.  Duration  of  symptoms.  Paradox- 
ically, the  longer  the  duration  of 
symptoms,  the  better  the  prog- 
nosis and  apparently  less  poten- 
tial for  metastatic  disease  is 
seen. 

b.  Tumor  necrosis.  This  usually  is 
indicative  of  a rapidly  growing 
tumor  and  a high  potential  for 
metastatic  disease. 

c.  Location  of  disease.  Certain 
sites,  such  as  the  duodenum, 
carry  an  extremely  poor  progno- 
sis and  show  high  metastatic 
rates. 

d.  Tumor  size  at  diagnosis.  Large 
tumors  that  are  greater  than  9 
cm  have  a high  incidence  of 


metastatic  disease,  whereas 
small  tumors  less  than  5 cm 
have  a relatively  low  inci- 
dence.'” 

e.  Mitotic  index.  Tumors  with  10  or 
more  mitoses  per  high  power 
field  demon  strate  aggressive  be- 
havior and  frequent  metastases. 
Those  with  five  or  less  mitotic 
figures  per  10  high  power  field 
are  more  indolent  and  show  rel- 
atively low  metastatic  poten- 
tial." Grade  of  tumor  and  cellu- 
larity  may  also  be  important 
considerations,  but  far  less  so 
than  the  mitotic  index. 

We  need  more  clinical  and  ex- 
perimental investigation  for  a better 
understanding  of  the  malignant 
smooth  muscle  tumors  of  the  G1 
tract.  We  know  more  about  carci- 
nomas arising  in  the  epithelium 
than  these  tumors  of  nonepithelial 
origin. 

Shirouzou  et  al.’^  and  Scanlon 
and  Murthy'”  discussed  various  in- 
vasions of  cancer.  Lee”  in  his  excel- 
lent article  discussed  the  general 
pattern  of  metastasis  and  recur- 
rence of  leiomyosarcoma  of  the  G1 


tract  and  concluded  that: 

1.  Mesenchymal  sarcomas  more 
frequently  enter  the  blood 
stream  directly. 

2.  About  33%  of  leiomyosarcomas 
of  the  G1  tract  developed  metas- 
tasis and  about  90%  of  the  metas- 
tases were  intra-abdominal. 

3.  The  most  common  metastatic 
site  is  the  liver,  followed  by  peri- 
toneal seeding  and  local  recur- 
rence or  extension. 

4.  Regional  nodal  metastasis  has 
been  reported. 

5.  Mitosis  is  the  most  common  di- 
agnostic criterion. 

6.  All  tumors  longer  than  5 cm  are 
suspicious. 

7.  Necrosis  and  cellular  atypia  are 
also  criteria  for  malignancy. 

For  all  practical  purposes,  Hart'^ 

agrees  that  the  metastatic  behavior 
of  smooth  muscle  tumors  of  the  Gl 
tract  in  most  cases  is  hematoge- 
nous, and  in  rare  cases  is  through 
the  lymphatic  route.  The  percent- 
age of  tumors  which  actually  me- 
tastasize increases  from  the  esopha- 
gus to  the  colon  and  falls  sharply  at 
the  rectum.  Table  1 compares  the 
percentage  of  tumors  metastasizing 
from  different  levels  of  the  alimen- 
taiy  tract  and  the  percentage  of  tu- 
mors which  recur. 

Blood  borne  metastasis,  chiefly 
to  the  liver,  is  the  most  frequent 
mode  of  spread  of  all  but  intestinal 
and  colonic  tumors,  where  spread 
is  more  commonly  by  serosal  im- 
plantation. Lymphatic  dissemina- 
tion is  associated  with  all  segments 
of  the  tract.  Invasive  spread  is  the 
least  common  type. 

The  liver  filters  out  blood-borne 
malignant  cells  in  most  instances 
so  that  in  only  15  cases  were  there 
extra-abdominal  metastatic  sites. 
Lungs  and  pleura  are  the  most  com- 
mon of  these.  A few  tumors  reach 
the  arterial  circulation  and  estab- 
lish themselves  in  such  sites  as  the 
orbit,'”  ribs  and  breast,’”  humerus,'" 
but  these  are  rare. 

Multiple  implants  on  serosal  sur- 
faces of  viscera,  peritoneum,  mes- 
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TABLE  I — 

Metcistasis  and  Recurrence  Related  to  Location'* 


Location 

Number 

Malignant 

Number 

Metastasizing 

Per  Cent 
Metastasizing 

Number 

Recurring 

Per  Cent 
Recurring 

Pharynx 

2 

0 

0 

0 

0 

Esophagus 

36 

9 

25.00 

3 

7.9 

Stomach* 

175 

45 

25.71 

8 

4.6 

Small  Intestine  & 

214 

67 

31.31 

17 

7.9 

Meckel’s  Diverticulum* 
Appendix  & Colon 

17 

8 

47.06 

1 

4.9 

Rectum 

45 

8 

17.80 

14 

31.1 

Total 

489 

137 

28.00 

43 

8.8 

*1938-1959  only. 


entety,  and  omentum  from  primary 
intestinal  tumors  are  among  the 
most  discouraging  findings  at  oper- 
ation. There  may  be  hundreds  of 
such  nodules  present,  and  total  ex- 
tirpation may  be  impossible. 

Lymphatic  spread  usually  in- 
volves just  a few  regional  nodes, 
and  if  sought  for,  these  nodes  can 
be  identified  and  removed.  Spread 
by  infiltration  and  extension  of  the 
tumor  is  found  chiefly  in  the  medi- 
astinum from  the  esophagus,  in  the 
pancreas  and  gall  bladder  from  the 
stomach  and  duodenal  tumors, 
and  in  the  recto-vaginal  septum 
from  tumors  of  the  rectum. 

Figure  II  shows  the  percentage 
of  malignant  tumors  metastasizing 
and  recurring.  The  numbers  of  tu- 
mors given  here  are  of  only  those 
tumors  for  which  complete  infor- 
mation is  available. 

In  1962,  Skandalakis  and  Gray’* 
reported  several  hundred  cases  col- 
lected from  the  literature  and  pre- 
sented metastasis  recurrence  as 
well  as  the  peculiar  spontaneous 
cures.'*  What  follows  are  portions 
of  that  study  which  has  been  up- 
dated with  more  recent  data. 

Age  and  Sex 

Smooth  muscle  tumors  are  pri- 
marily diseases  of  middle  age,  yet 
there  are  variations  in  the  decade 
of  greatest  incidence  from  one  seg- 
ment of  the  alimentary  tract  to  an- 


other. Leiomyomas  occur  at  a 
younger  age  in  the  esophagus  and 
colon  than  elsewhere.  In  the  rec- 
tum, there  is  a difference  between 
the  sexes,  women  being  afflicted 
about  a decade  earlier  than  men. 

Infancy  and  childhood  are  al- 
most exempt  from  these  tumors. 
Only  in  the  small  intestine  are  there 
any  number  of  patients  in  the  first 
decade  of  life,  but  even  there,  the 
second  and  third  decades  have  no 
unusually  high  incidence.  The  fifth 
decade  remains  the  period  of  great- 
est frequency.  The  age  of  greatest 
incidence  for  each  segment  is 
shown  in  Table  II. 

The  sex  distribution  of  leiomyo- 
mas and  leiomyosarcomas  is  con- 
fusing. In  the  esophagus,  leiomyo- 
mas occur  twice  as  often  in  men  as 
in  women,  and  in  the  colon,  twice 
as  often  in  women.  Elsewhere,  the 


proportions  are  nearly  equal.  Meck- 
el’s diverticulum  is  affected  in  more 
men,  but  the  diverticulum  is  pres- 
ent in  a greater  proportion  of  men 
in  the  stomach  and  the  rectum. 
Where  the  benign  tumors  are 
equally  distributed,  the  malignant 
tumors  are  more  frequent  among 
men. 

In  those  locations  where  the  sex 
distribution  can  be  considered 
equal,  there  is  always  a very  slight 
predominance  of  male  patients, 
suggesting  that  in  a large  enough 
series  there  might  be  a significant 
preponderance  of  males  in  most 
portions  of  the  alimentary  tract  (Ta- 
ble 111). 

Location 

Many  years  ago,  it  was  said  that 
60%  of  all  smooth  muscle  tumors 
of  the  alimentary  tract  were  to  be 


TABLE  II  — 

Age  of  Greatest  Incidence  Related  to  Location  of  Tumors'* 

Portion  of  Alimentary  Tract 

Leiomyoma 

Leiomyosarcoma 

Esophagus 

Stomach 

Small  Intestine  and 
Meckel’s  Divertic. 
Colon  and  Appendix 
Rectum — Male 

Female 

20 — 59  years 
50 — 59  years 

40 — 59  years 
20 — 49  years 
50 — 59  years 
40 — 49  years 

50 — 69  years 
50 — 59  years 

40 — 59  years 
40 — 69  years 

|50 — 59  years 
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Figure  II — Leiomyosarcomas  of  the  alimentary  tract,  showing  frequency  of  metastasis 
(outgoing  arrows)  and  of  recurrence  (recuwed  arrows);  width  of  arrow  indicates 
frequency.  (Figures  for  the  small  intestine  arc  for  1937  to  1959  only.)'^ 


found  in  the  stomach.'®  Increas- 
ingly accurate  diagnosis  has 
multiplied  the  number  of  non-gas- 
tric  leiomyomas  and  leiomyosarco- 
mas repoded  from  other  digestive 
organs  to  more  than  50%  of  the  to- 
tal. Table  IV  shows  the  incidence  of 
both  benign  and  malignant  smooth 
muscle  tumors  reported  in  the 
world  literature  through  1959.  (Be- 
nign and  malignant  tumors  do  not 


always  add  up  to  the  total,  which 
includes  borderline  and  a few  un- 
classified cases.) 

It  will  be  seen  that  there  is  great 
variation  in  the  frequency  of  these 
tumors  in  the  different  parts  of  the 
alimentary  tract,  and  that  the  be- 
nign and  malignant  tumors  are  sim- 
ilarly but  not  identically  distributed 
(Figure  3).  Both  are  most  common 
in  the  stomach,  but  leiomyosarco- 


mas are  comparatively  rare  in  the 
esophagus,  and  proportionately  be- 
come more  frequent  in  the  small 
intestine.  These  differences  in  dis- 
tribution imply  either  the  differen- 
tial operation  of  unknown  etiologic 
factors  or  the  existence  of  hitherto 
unstudied  differences  in  smooth 
muscle  tissues  of  different  organs. 

The  position  of  the  tumors  with 
respect  to  the  wall  of  the  viscus  in- 
volved does  not  remain  constant. 
For  example,  in  the  stomach,  al- 
most three  times  as  many  leiomyo- 
mas project  into  the  lumen  as  pro- 
ject outwardly,  while  in  the 
esophagus,  far  more  project  out- 
ward than  inward.  On  the  other 
hand,  most  esophageal  leiomyosar- 
comas project  toward  the  lumen 
rather  than  outward.  Esophageal  tu- 
mors tend  to  be  detected  by  the 
patient  while  they  are  small  enough 
to  remain  in  the  wall,  more  fre- 
quently than  do  tumors  elsewhere, 
hence  the  larger  number  desig- 
nated as  intramural.  Table  V shows 
the  percentage  of  tumors  in  each 
position  and  each  organ. 

Of  those  tumors  which  exceed 
the  confines  of  the  viscus  wall, 
whether  benign  or  malignant,  most 
become  subserosal  except  in  the 
stomach.  Where  tumors  remain 
small,  it  is  sometimes  demonstrable 
that  those  which  project  into  the 
lumen  have  arisen  from  the  muscu- 
laris  mucosae  and  those  projecting 
outward  have  arisen  from  the  mus- 
cularis  externa.  In  most  tumors, 
however,  the  exact  origin  has  been 
obscured  in  the  course  of  their 
growth. 

In  all  portions  of  the  canal  except 
the  rectum,  leiomyomas  tend  to  be 
smaller  than  leiomyosarcomas  at 
the  time  of  surgery  (Table  VI).  As 
there  is  no  essential  difference  in 
time  elapsing  from  onset  of  symp- 
toms to  surgery  in  the  two  types, 
size  difference  is  probably  due  to 
the  faster  growth  of  the  malignant 
tumors. 

The  location  of  all  anatomic  por- 
tions of  the  G1  tract,  including  such 
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TABLE  III  — 

Sex  Distribution  Related  to  Location'^ 

Location  in 

Leiomyoma 

Leiomyosarcoma 

Alimentary  Tract 

Male 

Female  Ratio 

Male 

Female 

Ratio 

Pharynx 

0 

1 — 

0 

1 



Esophagus 

133 

71  2:1 

20 

11 

2:1 

Stomach* 

134 

131  Equal 

113 

67 

2:1 

Small  Intestine* 

93 

83  Equal 

94 

90 

Equal 

Meckel’s  Diverticulum 

5 

1 5:1 

9 

6 

? 

Appendix  & Colon 

16 

34  0.5:1 

10 

6 

? 

Rectum 

34 

26  Equal? 

32 

13 

2.5:1 

Totals 

415 

347  1.2:1 

278 

194 

1.4:1 

*1938-1959  only. 

TABLE  IV  — 

Cases  Reported  Related  to  Location  and  to  Type  of  Tumor'* 

Location  in 

Cases 

Per  Cent 

Alimentary  Tract 

Reported 

Per  Cent 

Benign 

Malignant 

Malignant 

Pharynx 

3 

0.12 

1 

2 

66.67 

Esophagus 

390 

15.45 

348 

36 

9.23 

Stomach 

1158 

45.86 

811 

343 

29.72 

Small  Intestine 

691 

27.36 

352* 

242* 

40.74 

Meckel’s  Diverticulum 

22 

0.87 

6 

15 

71.43 

Appendix 

21 

0.83 

18 

3 

14.29 

Colon 

96 

3.80 

66 

30 

31.25 

Rectum 

144 

5.70 

89 

54 

37.76 

2525 

99.99 

1691 

725 

30.00 

* Excluding  109  cases  not  specified  (Smith) 

TABLE  V — 

Position  of  Tumors  Within  Wall  Related  to  Location  in  the  Alimentary  Tract'* 

Number 

Position  in  Wall  (Per  Cent) 

Location 

Reported 

Exo- 

Endo- 

Both 

Intramural 

Leiomyoma 

470 

Pharynx 

1 

Esophagus 

76 

42.1 

11.8 

— 

46.1 

Stomach* 

169 

21.3 

58.0 

6.5 

14.2 

Small  Intestine  & 

144 

53.5 

20.8 

14.6 

10.4 

Meckel’s  Divertic. 

Colon  & Appendix 

33 

54.5 

30.3 

6.1 

9.1 

Rectum 

48 

52.1 

37.5 

— 

10.4 

Leiomyosarcoma 

309 

Pharynx 

2 

Esophagus 

23 

17.4 

47.8 

4.3 

30.4 

Stomach* 

125 

41.6 

37  .6 

8.8 

12.0 

Small  Intestine  & 

119 

63.9 

14.3 

15.1 

6.7 

Meckel’s  Divertic.* 

Colon  & Appendix 

10 

30.0 

60.0 

10.0 

— 

Rectum 

32 

40.4 

46.9 

3.1 

6.3 

*1938-1959  only. 
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exotic  locales  as  the  pharynx,  duo- 
denum, Meckel’s  diverticulum,  and 
appendix,  will  be  discussed  in  de- 
tail later. 

Symptoms 

Hemorrhage,  pain,  and  a palpa- 
ble mass  are  the  most  common 


symptoms  associated  with  alimen- 
tary tract  smooth  muscle  tumors  in 
general.  In  the  esophagus,  how- 
ever, masses  are  not  palpable,  and 
hemorrhage  is  uncommon.  Table 
Vll  shows  the  chief  symptoms  asso- 
ciated with  each  region,  as  well  as 
the  percent  of  patients  in  which 


these  occur.  It  will  be  observed  that 
leiomyomas  were  asymptomatic 
more  often  in  the  esophagus  and 
the  small  intestine  than  elsewhere. 
Leiomyosarcomas  are  almost  never 
asymptomatic. 

The  patient  with  a smooth  mus- 
cle tumor  usually  comes  to  surgery 
more  than  1 month  but  less  than  1 
year  after  the  onset  of  symptoms. 
Those  with  leiomyomas  of  the 
small  intestine  usually  come  within 
1 month,  perhaps  because  these  tu- 
mors produce  pain  in  a greater  per- 
centage of  patients  (59.5%)  than  do 
those  elsewhere.  A few  patients 
give  a very  long  history  of  vague 
alimentary  tract  disturbances.  In 
some  of  these  patients,  the  earlier 
symptoms  were  probably  not  re- 
lated to  the  tumor  found  at  opera- 
tion. Tumors  may  even  develop  in 
hypochondriacs. 

Pathology 

Few  differences  in  the  appear- 
ance of  these  tumors  from  various 
locations  can  be  seen.  More  hemor- 
rhagic degeneration  with  fistula  for- 
mation is  found  in  intestinal  tumors 
than  elsewhere,  and  malignant  tu- 
mors from  non-serosal  surfaces 
tend  to  be  infiltrating  (esophagus, 
duodenum  and  rectum)  rather 
than  circumscribed.  Perforation 
which  results  occasionally  in  the 
stomach  or  small  intestine  does  not 
occur  in  the  colon. 

Calcification  is  unusual,  but  has 
been  described  in  tumors  from  all 
segments  but  the  rectum.  Table  VIII 
shows  the  location  of  25  leiomyo- 
mas and  five  leiomyosarcomas 
which  were  calcified.  This  inci- 
dence of  calcification,  while  low, 
seems  higher  than  that  found  in 
carcinoma  of  the  digestive  tract. 

The  lower  rate  of  metastasis  of 
rectal  leiomyosarcomas  is  more 
than  compensated  for  by  the  rate  of 
their  recurrence  following  surgical 
removal  (Table  1).  While  at  upper 
levels,  recurrence  of  smooth  mus- 
cle tumors  fluctuates  between  4- 
8%,  in  the  rectum  nearly  33%  of  all 
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TABLE  VI  — 

Usual  Size  of  Tumor  at  Operation'® 


Location 

Leiomyoma 

Leiomyosarcoma 

Esophagus 

under  5 cm. 

5 to  9 cm. 

Stomach 

under  10  cm. 

5 to  9 cm. 

Small  Intestine 

under  5 cm. 

5 to  9 cm. 

Appendix  & Colon 

under  5 cm. 

5 to  9 cm. 

Rectum 

5 to  9 cm. 

5 to  9 cm. 

leiomyosarcomas  recur.  With  ade- 
quate postoperative  histories,  the 
rate  might  approach  80%. 

This  tendency  appears  even 
among  benign  rectal  tumors.  While 
three  leiomyomas  in  the  stomach 
and  one  in  the  small  intestine  re- 
curred, eight  in  the  rectum  did  so, 
and  of  these,  six  recurred  as  leiomy- 
osarcomas. In  the  rectum,  recur- 
rence is  more  to  be  feared  than  me- 
tastasis. No  explanation  has  been 
offered  for  this  peculiarity  of  rectal 
smooth  muscle  tumors. 

Spontaneous  Cures 

While  surgical  extirpation  of  the 
tumor  is  the  only  practical  cure  for 
alimentary  tract  leiomyomas  or  lei- 
omyosarcomas, whatever  their  lo- 
cation, some  nine  or  10  spontane- 
ous cures  have  been  recorded  and 


seem  worthy  of  note. 

In  1954,  Savino^°  reported  a case 
in  which  a detached  walnut-sized 
leiomyoma  was  vomited  6 months 
after  diagnosis  of  a tumor  of  the 
lower  esophagus.  In  at  least  four 
cases, pedicled  tumors  of  the 
esophagus  were  vomited  and  sub- 
sequently removed  by  ligation  and 
section  of  the  stalk.  All  patients  re- 
covered except  one^^  that  died  of 
recurrence. 

In  1958,  Read^®  described  a pa- 
tient operated  on  for  a duodenal 
obstruction  which  proved  to  be  a 
pedunculated  leiomyoma  which 
had  broken  from  its  original  site  in 
the  fundus  of  the  stomach  and  be- 
come lodged  in  the  duodenum. 

In  one  of  the  earliest  reports  of 
intestinal  leiomyoma  in  1875,  Pel- 
lizzari^^  briefly  described  a 500  gm 


myoma  previously  palpated  in  the 
ileocecal  region  of  a young  girl 
which  was  expelled  spontaneously. 
In  another  patient,  reported  by 
Heurtaux  in  1896,  an  apple-sized 
myoma  palpated  at  the  splenic  flex- 
ure of  the  colon  broke  free  and 
passed  as  far  as  the  rectum  from 
which  it  was  subsequently  ex- 
tracted. TedenaP  later  observed  a 
patient  who  spontaneously  ex- 
pelled one  rectal  tumor  and  pre- 
sented another,  whose  pedicle  was 
crushed  and  the  tumor  removed. 
The  situation  in  the  case  of  this  sec- 
ond tumor  is  less  rare.  Tedenat  also 
cited  a case  of  Evraux  in  which  two 
rectal  tumors  were  each  expelled 
with  hemorrhage.  A third  tumor 
presented  at  the  anus  and  was  li- 
gated. The  patient  died,  perhaps  of 
anemia.  Longuet^®  considered 
these  to  have  probably  been  recur- 
rent leiomyomas.  Grigg®'  mentions 
two  18th  and  two  19th  century 
cases  of  spontaneous  expulsion  of 
tumors  and  one  of  forcible  extrac- 
tion. 

Undoubtedly,  the  most  remark- 
able case  is  that  of  Gossage®^  who 
described  a tumor  which  had 
caused  intussusception.  The  intus- 
susceptum  and  tumor  sloughed 
and  passed  out  the  anus,  while  the 


TABLE  VII  — 

Most  Frequent  Single  Symptoms  Related  to  Location'* 

Location 

Leiomyoma 

Symptom 

Per  Cent 

Leiomyosarcoma 
Symptom  Per  Cent 

Esophagus 

Dsyphagia 

48 

Dysphagia 

72 

Pain 

48 

Weight  Loss 

55 

Asymptomatic 

13 

Asymptomatic 

0 

Stomach 

Hemorrhage 

55 

Hemorrhage 

56 

Pain 

38 

Pain 

44 

Asymptomatic 

5 

Asymptomatic 

0 

Small  Intestine  & 

Hemorrhage 

62 

Pain 

62 

Meckel’s  Divert. 

Pain 

59 

Hemorrhage 

47 

Asymptomatic 

10 

Asymptomatic 

1 

Appendix  & Colon 

Pain 

50 

Pcdpable  Mass 

87 

Palpable  Mass 

45 

Pain 

60 

Asymptomatic 

2 

Asymptomatic 

0 

Rectum 

Palpable  Mass 

70 

Psdpable  Mass 

87 

Hemorrhage 

38 

Constipation 

40 

Asymptomatic 

6 

Asymptomatic 

0 
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TABLE  VIII  — 
Calcified  Tumors'® 

Leiomyomas 

Leiomyosarcomas 

Esophagus 

7 

0 

Stomach* 

12 

2 

Small  Intestine* 

Duodenum 

0 

0 

Jejunum 

1 

2 

Meckel’s  Diverticulum 

0 

1 

Ileum 

1 

0 

Colon: 

Appendix 

2 

0 

Ascending 

1 

0 

Transverse 

1 

0 

Descending 

0 

0 

Rectum 

0 

0 

Total 

25 

5 

*1938-1959  only. 

intussuscipiens  and  bowel  above 
the  intussusception  spontaneously 
reunited.  The  patient  survived.  It  is 
unfortunate  that  we  were  unable  to 
locate  the  original  description  of 
this  case  (which  is  cited  incorrectly 
by  Fraenkel).^^ 

Principles  of  Treatment 

Treatment  of  patients  with  leio- 
myoma or  leiomyosarcoma  is  en- 
tirely surgical  or  very  radical  (su- 
perradical)  if  the  term  is 
permissible.  A good  illustration  is 
the  following  case  in  a 40-year-old 
patient  with  leiomyosarcoma  in  the 
stomach  reported  by  Lubbe  et  al.^'' 
The  patient  underwent  hepatec- 
tomy  with  ex  situ  extirpation  of 
multiple  metastatic  leiomyosarco- 
mas and  liver  re-implantation. 
Since  determination  of  malignancy 
prior  to  surgery  or  from  frozen  sec- 
tions during  surgery  is  frequently 
impossible,  the  surgeon  should 
treat  most  of  these  lesions  radically. 
Here  one  must  apply  Hippocrates’ 
dictum,  "Experience  is  fallacious 
and  judgment  difficult.  ’’The  authors 
feel  that  the  physician  who  takes 
for  granted  the  benign  character  of 
one  of  these  tumors  assumes  a tre- 
mendous responsibility. 

There  are  several  factors  never- 


theless which  play  a critical  role  in 
determining  the  surgeon’s  deci- 
sion: anatomic  location  of  the  tu- 
mor; whether  it  is  pedunculated  or 
sessile,  intraluminal,  extraluminal, 
or  intramural;  size;  presence  of  me- 
tastases,  etc.  Age  and  general 
health  of  the  patient  are  also  be 
considered.  Each  surgeon  must 
choose  his  or  her  own  procedure 
while  the  search  for  the  “ideal”  op- 
eration continues.  Success  de- 
pends upon  finding  a procedure 
which  will  cure  patients  without 
handicapping  them.  There  are 
cases  in  the  literature  with  the  diag- 
nosis of  benign  leiomyoma,  but  the 
patients  died  from  metastatic  dis- 
ease several  years  later.^^  This  is 
why  we  especially  emphasized  the 
modern  criteria  of  malignancy  and 
the  agonizing  dilemma  about  the 
frozen  section  diagnosis. 

In  three  regions,  the  surgeon 
must  be  especially  careful;  esopha- 
gus, duodenum,  and  rectum.  Here 
the  surgeon  must  think  twice  be- 
fore wielding  the  knife,  for  here  the 
generous  resection  possible  in  the 
ileum  or  colon  cannot  be  lightly  un- 
dertaken. Should  the  diagnosis  be 
leiomyosarcoma,  of  course  the  tu- 
mor must  be  removed  radically  by 
esophagectomy,  esophago-gastrec- 


tomy,  pancreatico-duodenectomy, 
or  abdomino-perineal  resection. 
This  must  be  carefully  planned  and 
performed. 

Although  the  authors  recom- 
mend treatment  of  these  tumors 
with  radical  procedures  as  in  other 
cancer  operations,  palliative  sur- 
gery should  not  be  avoided  where 
complete  removal  is  impossible. 
These  tumors  grow  so  slowly,  that 
the  patient’s  useful  life  may  be  pro- 
longed for  years. 

Future  Work  on 
Smooth  Muscle  Tumors 

From  the  clinical  aspect  of  these 
tumors,  the  greatest  need  is  ade- 
quate follow  up  of  patients.  In  spite 
of  the  respectable  number  of  cases 
collected  here,  it  is  impossible  to 
construct  even  tentative  survival  ta- 
bles. Not  only  have  patients  not 
been  followed  for  any  length  of 
time  after  surgery,  we  have  seen 
published  reports  written  before 
the  patient  was  discharged  from  the 
hospital. 

In  view  of  the  metastases  and  re- 
currences of  leiomyosarcomas, 
and,  for  that  matter,  all  sarcomas, 
they  should  be  viewed  as  seriously 
as  are  carcinomas.  There  is  little 
use  debating  the  merit  of  surgical 
procedures  without  having  a rec- 
ord of  their  long-term  results.  A pa- 
tient discharged  “alive  and  well”  2 
weeks  after  resection  of  a leiomyo- 
sarcoma is  not  evidence  of  a cure. 
We  would  encourage  authors  of 
cases  reviewed  in  this  book  to  pub- 
lish the  5 or  10-year  sequels  to  their 
surgery. 

From  the  pathologic  aspect  of 
these  tumors,  much  remains  to  be  ' 
learned  about  smooth  muscle  tis- 
sue. We  believe  that  the  modern 
techniques  of  today  could  throw 
much  light  upon  the  changes  tak- 
ing place  in  smooth  muscle  tumor 
formation.  While  alimentaiv'  tract 
tumors  are  rare,  uterine  tumors  are 
not,  and  such  studies  could  well 
commence  with  these  latter.  Addi-  ; 
tional  studies  of  this  type  might  de  ; 
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termine  why  some  smooth  muscles 
are  more  prone  to  tumor  formation 
than  others,  and  perhaps  even  why 
some  malignant  tumors  are  more 
prone  to  metastasize  or  recur  than 
others. 

Lastly,  we  would  suggest  that  al- 
though it  is  almost  unanimously 
stated  that  radiotherapy  is  useless 
for  leiomyomas  and  leiomyosarco- 
mas, this  opinion  is  based  largely 
upon  experience  with  uterine 
smooth  muscle  tumors.  Radiother- 
apy has  been  applied  in  a number 
of  the  cases  of  alimentary  tract  tu- 
mors that  we  have  examined,  but 
there  is  a surprising  lack  of  ade- 
quate evaluation  due  to  failure  to 
follow  the  patients.  While  leiomyo- 
sarcomas may  behave  everywhere 
in  the  same  fashion,  the  meager  ex- 
perience reported  in  this  review 
does  nothing  to  confirm  or  deny 
the  reputed  radio-resistance  of  the 
smooth  muscle  tumors  in  the  ali- 
mentary tract.  As  to  the  radiation 
and  chemotherapy,  the  reader  will 
find  the  modern  up-to-date  an- 
swers, but  by  all  means  not  all  the 
answers  in  the  two  collective  re- 
views elsewhere  in  this  Journal. 

Addendum 

Orr,  Buchanan,  and  Weiss  in 
their  book.  Microcirculation  in  Can- 
cer Metastasis,  outline  the  manner 
in  which  cancer  cells  metastasize. 
Cancer  cells  can  disseminate  via 
three  routes:  veins,  lymphatics,  and 
body  cavities.  The  basement  mem- 
branes separating  healthy  from 
cancerous  tissue  are  violated  by 
these  cells.  The  main  routes  of 
travel  are  via  the  lymphatics  to  the 
lymph  nodes  or  to  the  blood  stream 
via  the  thoracic  duct.  Metastasis  to 
the  target  organs  results  from  can- 
cer cells  directly  entering  the  blood 
stream.  When  the  cells  reach  the 
microvasculature,  most  are  de- 
stroyed by  a variety  of  processes. 
Once  the  cancer  cell  is  arrested  in 
the  microvasculature,  it  must  ex- 


travasate  in  order  to  become  clini- 
cally significant.  The  cells  then 
establish  themselves  into  micro- 
metastatic lesions.  The  final  step  in 
this  process  is  the  metastasis  of  me- 
tastases. 

When  Goethe  was  presented  a 
translation  of  his  Faust  into  French, 
he  stated  that  this  was  artificial 
flowers.  For  this  reason,  we  highly 
recommend  reading  the  work  of 
Orr,  Buchanan,  and  Weiss  for  then 
you  will  be  smelling  the  true  aroma 
of  real  flowers. 
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The  Practice  Outcomes  of  a 
Course  in  Flexible  Sigmoidoscopy 
for  Primary  Care  Physicians 

Jay  R.  Varma,  M.D.,  Bernard  M.  Schuman,  M.D.,  Max  D.  Miller,  Ed.D.,  Donald  Murphy,  Ed.D. 


Abstract 

A mail  survey  of  430  participants  in  a 2-day  course  on 
flexible  sigmoidoscopy  presented  over  the  past  6 years 
was  conducted  to  determine  the  extent  to  which  flexible 
sigmoidoscopy  was  subsequently  utilized  in  physician 
practice.  Eighty  percent  of  respondents  performed  the 
procedure  in  their  practices  on  a regular  basis.  Two- 
thirds  of  the  patients  underwent  sigmoidoscopy  for 
screening.  The  course  in  flexible  sigmoidoscopy  appears 
to  potentiate  the  motivation  of  primary  care  physicians 
to  incorporate  complete  colorectal  cancer  screening  in 
their  practice. 


Introduction 

P.EXIBLE  SIGMOID- 
OSCOPY is  a 
widely  accepted 
screening  and  diag- 
nostic tool  for  the 
detection  of  left- 
sided colonic  pa- 
thology. The  proce- 
dure has  been 
shown  to  be  safe  and  appropriately 
utilized  by  the  primary  care  physi- 
cian after  residency  training.'  The 
American  Academy  of  Family  Phy- 
sicians and  the  American  Society 
of  Gastrointestinal  Endoscopy  have 
suggested  guidelines  for  training 
and  use  of  this  instrument  by  pri- 
mary care  physicians  already  in 
practice.  These  organizations  have 
recommended  a didactic  experi- 
ence and  supervised  practice  using 
the  60  cm.  flexible  sigmoidoscope 
to  obtain  basic  knowledge  of  indi- 
cations, contraindications  and 
techniques.^  Reports  indicate  that 
flexible  sigmoidoscopy  is  adopted 
as  a routine  office  procedure  after 
training  programs  by  a large  per- 
centage of  the  trainees.^'^  However, 
research  on  the  effectiveness  of 
training  methods  has  received 


scant  attention  in  the  medical  liter- 
ature. 

The  Section  of  Gastroenterology 
at  the  Medical  College  of  Georgia 
has  sponsored  training  courses  in 
the  use  of  the  flexbile  sigmoid- 
oscope since  1984.  Introductory 
lectures  on  indications,  contraindi- 
cations, complications,  colorectal 
pathology,  use  of  the  sigoidoscopy, 
bowel  preparation,  instrument  dis- 
infection, and  economics  of  the 
procedure  are  followed  by  hands- 
on  training  using  a colon  model 
and  demonstration  of  the  proce- 
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dure  by  the  faculty 
on  patient  volun- 
teers. The  purpose 
of  this  paper  is  to  re- 
port on  six  year  cu- 
mulative course  ex- 
periences and 
subsequent  medi- 
cal practices.  These 
practices  were  ana- 
lyzed by  sending  a questionnaire  to 
all  the  physicians  who  had  at- 
tended the  course. 

Materials  and  Methods 

A one-time  mail  survey  was  sent 
to  430  physicians  who  attended  a 
continuing  medical  education 
course  on  flexible  sigmoidoscopy 
presented  by  the  Medical  College 
of  Georgia  from  1984-1989.  A multi- 
part survey  instrument  was  devel- 
oped and  sent  to  the  physician-reg- 
istrants to  obtain  information  con- 
cerning the  use  of  the  flexible 
sigmoidoscope  in  their  practices 
following  participation  in  the  CME 
course.  In  Part  1 of  the  survey,  sev- 
eral biographical  questions  such  as 
age,  gender,  specialty,  and  practice 
characteristics  were  asked.  Part  11 
consisted  of  questions  related  to 
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TABLE  1 — Sigmoidoscopy  Course  Attendance  by  Region  and  State 


Mar 

Oct 

1985 

1986 

1986 

1987 

1988 

1989 

1990 

South 

75% 

80% 

87% 

83% 

78% 

72% 

76% 

N.E. 

13% 

11% 

13% 

8% 

16% 

23% 

20  % 

Midwest 

12% 

9% 

0% 

9% 

6% 

5% 

4 % 

N = 75 

N = 93 

N = 79 

N = 87 

N = 83 

N = 86 

N = 51 

Represented  States 

South 

North 

Midwest 

AL 

CT 

AR 

FL 

MA 

IL 

GA 

MD 

KS 

LA 

ME 

KY 

MS 

MI 

MN 

NC 

NJ 

MO 

SC 

NY 

ND 

TN 

OH 

OK 

VA 

WV 

Puerto  Rico 

PA 

WI 

clinical  practice  such  as  the  num- 
ber of  procedures  performed,  the 
most  frequent  pathologies  de- 
tected, the  methods  of  document- 
ing results,  and  patterns  of  referral 
following  detection  of  pathology. 
The  last  part  of  the  survey  dealt  with 
participant  training  in  performing 
the  procedure. 

Results 

Of  430  participants  mailed  the 
questionnaire,  a total  of  174  (40%) 
responded.  Although  this  large  per- 
centage of  response  is  above  aver- 
age for  this  type  of  survey,  physi- 
cians didnot  respond  to  all  the 
items  of  the  questionnaire.  There 
was  no  follow  up  mailing.  The 
breakdown  of  regional  representa- 
tion of  participants  in  the  course  is 
shown  in  Table  1.  The  majority  of 
participants  were  from  the  South- 
ern Region  of  the  United  States.  For- 
ty-five percent  of  responders  were 
in  Family  Medicine  and  49%  were 
internists.  The  other  6%  were  pedia- 
tricians or  surgeons.  Forty-seven 
percent  of  the  respondents  were  in 
group  practice  and  49%  were  in 
solo  practice.  In  respect  to  rural, 
suburban  and  urban  practices, 
there  was  a response  rate  of  32%, 
30%,  and  38%,  respectively.  A ma- 
jority of  participants  were  male 


(89%).  The  median  age  was  40%; 
the  oldest  participant  was  71  years 
old,  the  youngest  was  30.  The  me- 
dian year  of  graduation  from  medi- 
cal school  was  1974.  These  partici- 
pants had  been  in  practice  an 
average  of  16  years  at  the  time  of 
attendance  of  the  CME  course. 

Practice  Characteristics 

One-hundred-thirty-seven  (80%) 
of  the  respondents  performed  sig- 
moidoscopy in  their  practice  on  a 
regular  basis.  Of  the  33  who  were 
not  performing  the  procedure  at 
the  time  of  the  survey,  24  indicated 
their  intention  to  do  so,  although 
1 1 of  these  24  felt  they  needed  addi- 
tional training  prior  to  initiating  sig- 
moidoscopy in  their  practice. 


Ninety-five  percent  of  physicians 
performing  the  procedure  used  the 
60  cm  instrument  rather  than  the 
30  cm  sigmoidoscope.  The  average 
number  of  sigmoidoscopies  per- 
formed annually  by  responding 
physicians  increased  by  more  than 
50%  gradually  from  1984  to  1989 
(Table  2).  The  average  depth  of  in- 
tubation was  44  cm. 

Practice  characteristics  solicited 
by  the  survey  also  included  indica- 
tions for  performing  the  procedure, 
pathology  detected,  documenta- 
tion, and  referral  patterns. 

Indications 

In  66%  of  cases  the  flexible  sig- 
moidoscope was  employed  for 
screening  and  in  33%  of  cases  for 


TABLE  2 — Annual  Rate  of  Sigmoidoscopies  Performed  by  Physiciems 
Attending  MCG  Flexible  Sigmoidoscopy  Course 


Year 

Number 

Performing 

Sigmoidoscopy 

Average  number 
of 

Procedures/Yea  r 

1984 

18 

41 

1985 

24 

38 

1986 

45 

45 

1987 

80 

51 

1988 

118 

56 

1989 

135 

69 
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TABLE  3 — Rank  of  Indications  for  Flexible  Sigmoidoscopy  in 
Symptomatic  Patients 


Rank 

Indication 

1 

Blood  in  stool 

2 

Diarrhea 

3 

Constipation 

4 

Abdominal  Pain 

5 

Weight  Loss 

diagnostic  evaluation  of  sympto- 
matic patients.  There  was  no  differ- 
ence between  family  medicine  and 
internal  medicine  in  terms  of  fre- 
quency of  examining  asympto- 
matic and  symptomatic  patients. 
The  presence  of  gross  blood  in  the 
stool  or  a positive  fecal  occult 
blood  test  was  the  most  frequent 
indication  for  performing  the  pro- 
cedure in  the  symptomatic  popula- 
tion (Table  3). 

Pathology 

The  type  and  frequency  of  colo- 
rectal pathology  detected  by  physi- 
cians was  consistent  with  that  antic- 
ipated in  an  older  population 
(Table  4).  Diverticulosis  of  the  sig- 
moid colon  was  the  most  frequent 
finding  followed  by  colorectal  pol- 
yps. Colorectal  polyps  were  de- 
tected in  approximately  10%  of  pa- 
tients undergoing  the  procedure. 
Cancer  was  detected  by  59%  of  phy- 
sicians performing  the  procedure. 
The  cancer  rate  was  not  retrievable 
by  the  data. 

Documentation 

Forty-nine  percent  of  the  re- 
sponders used  hand  written  reports 
for  documentation  of  the  sigmoido- 
scopic  procedure,  whereas  44% 
had  reports  typed  and  3%  used  a 
check  list.  One  physician  employed 
a computerized  documentation 
system.  For  the  majority  of  physi- 
cians, a manual  search  of  patient 
medical  records  was  the  only 
method  of  information  retrieval. 

Referral  Patterns 

Seventy-nine  percent  of  physi- 


cians performing  the  procedure  re- 
ferred patients  with  polyps  to  a gas- 
troenterologist whereas  21%  had 
their  patients  see  a surgeon  for  fol- 
low-up. Where  cancer  was  de- 
tected, 32%  made  a referral  to  a gas- 
troenterologist and  68%  to  a 
surgeon.  In  patients  who  had  a pos- 
itive fecal  occult  blood  test  with  a 
normal  flexible  sigmoidoscopy, 
56%  indicated  that  they  had  sent 
the  patient  to  a gastroenterologist, 
31%  sent  their  patient  to  a radiolo- 
gist for  barium  enema  study  and 
12%  directly  to  a surgeon. 

Training  Characteristics 

Following  the  course,  28%  of  sur- 
vey respondents  received  super- 
vised training  on  patients  from  a 
local  physician  participating  in  the 
ASGE-AAFP  Preceptorship  Pro- 
gram. Of  interest,  22%  took  the 
course  to  supplement  residency 
training  experience.  Only  4%  went 
on  to  perform  flexible  sigmoidos- 
copy in  the  office  without  addi- 
tional supervised  training.  Forty 
percent  had  variable  patient  train- 
ing provided  by  local,  experienced 
sigmoidoscopists  (Table  5).  Interest 
in  advanced  training  was  ex- 


pressed by  60%  of  respondents. 

Discussion 

The  flexible  sigmoidoscope  has 
become  an  important  tool  for  co- 
lon cancer  screening.  In  recent 
years  primary  care  physicians  have 
acquired  training  in  the  use  of  this 
instrument.  It  appears  that  internal 
medicine  or  family  practice  resi- 
dency training  in  this  procedure  is 
highly  predictive  for  future  use  in 
medical  practice.'  Whether  post- 
graduate sigmoidoscopy  training 
has  an  influence  on  subsequent 
medical  practice  has  not  been  as 
definitely  established.  Our  survey 
attempted  to  assess  the  effect  of 
postgraduate  training  in  flexible  sig- 
moidoscopy on  the  practice  of  pri- 
mary care  physicians. 

Groveman  et  al  published  data 
on  the  outcome  of  1,153  partici- 
pants in  a one-day  flexible  sigmoid- 
oscopy workshop.'^  They  con- 
cluded, on  the  basis  of  a survey 
questionnaire,  that  practitioners  in- 
creased the  number  of  their  colo- 
rectal cancer  screening  procedures 
subsequent  to  the  course.  Short 
training  programs  such  as  ours  and 
those  described  in  the  literature  are 
intended  to  familiarize  the  physi- 
cian with  the  instrument  but  cannot 
make  the  physician  proficient  in 
performing  the  procedure.  There- 
fore, after  such  a course,  physicians 
are  urged  to  obtain  training  on  15- 
25  supervised  procedures.'^  How- 
ever, this  large  number  of  super- 
vised cases  may  be  difficult  to  ar- 
range and  a smaller  number  may 
have  to  be  acceptable  to  credential 


TABLE  4 — Pathology  Detected  by  Flexible  Sigmoidoscopy 


Pathology 

% of  Respondents 
Reporting  Pathology 

Diverticulosis 

80% 

Polyps 

73% 

Cancer 

59% 

Inflammatory  Bowel  Disease 

47% 
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TABLE  5 — Type  of  Training  Foliowing  a Course  on 
Flexible  Sigmoidoscopy 


Type  of  Training 

% of  Survey  Respondents 

Residency  Training 

22% 

ASGE  & AAFP  Preceptorship 

28% 

Self-Taught 

4% 

Supervised  training 

40% 

Other 

6% 

in-hospital  flexible  sigmoidos- 
copy.^'^ Unfortunately,  Hawes® 
noted  that  even  after  extensive  in- 
struction and  practice  on  a colon 
model  only  19%  of  the  first  ten 
patient  examinations  by  residents 
using  a 60  cm  instrument  were 
deemed  competently  peformed.  Al- 
most one-half  of  our  course  partici- 
pants managed  to  obtain  super- 
vised training  by  local  experienced 
sigmoidoscopists.  The  number  of 
training  cases  for  each  physician  or 
their  perceived  level  of  compe- 
tence was  not  retrievable  from  the 
survey  data.  However,  only  4%  ac- 
tually proceeded  to  do  sigmoidos- 
copy on  patients  without  additional 
supervised  instruction. 

Rodney  and  Albers'*  studied  the 
effectiveness  of  flexible  sigmoidos- 
copy courses  measured  by  instru- 
ment acquisition  and  utilization 
patterns  in  practice.  They  con- 
cluded that  physicians  attending 
such  courses  have  a greater  likeli- 
hood of  using  this  technique  in 
their  practice.  This  appears  to  be 
true  in  the  group  taking  the  course 
at  the  Medical  College  of  Georgia, 
since  80%  of  the  respondents  were 
performing  flexible  sigmoidoscopy 
in  their  practice.  Bowman  and 
Wherry®  have  stated  that  short  CME 
courses  on  flexible  sigmoidoscopy 
increased  usage  in  individual  medi- 
cal practices. 

Because  documentation  of  pa- 
tient information  was  either  hand 
written  or  dictated/typed  for  the 
most  part,  retrieval  of  diagnostic 
data  for  analysis  in  our  survey  was 
not  possible.  However,  a substan- 
tial number  of  physicians  did  iden- 
tify polyps  and  referred  patients  for 
appropriate  management.  Seventy- 
nine  percent  of  respondents  re- 
ferred patients  with  colorectal  pol- 
yps to  a gastroenterologist  and  21% 
to  a surgeon  for  a colonoscopy.  In 
the  cases  of  colorectal  cancer  68% 
referred  patients  directly  to  a sur- 
geon and  32%  to  a gastroenterolo- 
gist for  preliminary  colonoscopy.  In 
patients  where  a positive  fecal  oc- 


cult blood  test  prompted  a flexible 
sigmoidoscopy,  which  was  found 
to  be  normal,  just  two-thirds  of  the 
physicians  indicated  referral  for  co- 
lonoscopy and  31%  sent  their  pa- 
tients for  a barium  enema.  Thus, 
course  participants  realized  that 
flexible  sigmoidoscopy  is  not  suffi- 
cient follow  up  for  positive  fecal  oc- 
cult blood  test  and  that  a negative 
sigmoidoscopy  in  the  face  of  a posi- 
tive fecal  occult  blood  test  requires 
either  air  contrast  barium  enema  or 
total  colonoscopy  for  follow-up. 

Fifty-nine  percent  of  our  respond- 
ents felt  a need  for  further  training 
particularly  supervised  training  on 
patients.  Evidently,  the  course  parti- 
cipants, after  using  the  instrument 
in  their  office  practice,  with  or  with- 
out supervised  training  are  not  en- 
tirely satisfied  with  the  skills  devel- 
oped from  personal  experience. 
Thus,  primary  care  physicians  who 
do  only  office  flexible  sigmoidos- 
copy appear  to  have  some  insecu- 
rity regarding  the  adequacy  of  their 
procedural  skills.®  A better  system 
for  overseeing  competency  in  flexi- 
ble sigmoidoscopy  must  be  devised 
if  patients  are  to  achieve  maximum 
results  from  flexible  sigmoidos- 
copy done  by  primary  care  physi- 
cians.'" Perhaps  community  hospi- 
tals should  organize  periodic  ses- 
sions by  experienced  endoscopists 
who  can  provide  more  supervised 
training  in  patient  examinations. 

Conclusions 

Colorectal  cancer  continues  to 
be  a major  health  problem  in  the 
western  hemisphere.'-  Training  pro- 


grams in  flexible  sigmoidoscopy  for 
primary  care  physicians  will  need 
to  be  continued  to  ensure  the  wide- 
spread availability  of  screening  pro- 
cedures for  the  populations  at  high 
and  average  risk  of  developing  co- 
lon cancer.  Our  survey  indicates 
that  these  short  training  courses  are 
effective  in  motivating  physicians 
to  seek  out  supervised  instruction 
and  for  incorporating  the  proce- 
dure in  their  practice. 
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The  Continuing  Saga  of  the  Medicare/ 
Medicaid  AntMckback  Provisions: 

“Safe  Harbors” or  “Dangerous  Minefields?” 

Robert  N.  Berg 


The  SAGA  of  the  Medicare/Medic- 
aid  anti-kickback  provisions  is 
a long  one  and,  based  on  recent 
events,  one  that  is  not  yet  finished. 
The  story  began  in  the  early  1970s 
when  Congress  enacted  the  origi- 
nal anti-kickback  provisions  in  or- 
der to  “provide  penalties  for  certain 
practices  which  have  long  been  re- 
garded by  professional  organiza- 
tions as  unethical,  as  well  as  unlaw- 
ful  in  some  jurisdictions.  . . 
Among  these  “practices”  were  the 
solicitation  or  receipt  of  kickbacks, 
bribes,  rebates,  and  other  remuner- 
ation in  return  for  the  referral  of 
Medicare  or  Medicaid  patients  and 
services. 

In  order  to  combat  these  prac- 
tices, Congress  made  it  unlawful  for 
any  person  knowingly  and  willfully 
to  solicit  or  receive  any  remunera- 
tion (including  any  kickback, 
bribe,  or  rebate)  directly  or  indi- 
rectly, overtly  or  covertly,  in  cash 
or  in  kind,  in  return  for  referring 
an  individual  to  a person  for  the 
furnishing  or  arranging  for  the  fur- 
nishing of  any  item  or  service  for 
which  payment  may  be  made  in 
whole  or  in  part  under  the  Medi- 
care or  Medicaid  programs,  or  in 
return  for  purchasing,  leasing,  or- 
dering, or  arranging  for  or  recom- 
mending purchasing,  leasing  or  or- 
dering any  good,  facility,  service, 
or  item  for  which  payment  may  be 
made  in  whole  or  in  part  under  the 
Medicare  or  Medicaid  programs. 
Congress  also  made  it  unlawful  for 
any  person  knowingly  and  willfully 


^Specifically,  “safe 
harbors”  have  been 
created  for  investment 
interests;  space  and 
equipment  rentals; 
personal  services 
contracts  and 
management  contracts; 
referral  services; 
purchase/sale  of 
physician  practices; 
payment  and 
exchanges  pursuant  to 
warranties;  discounts; 
payments  to  group 
purchasing 
organizations;  and 
waivers  of  coinsurance 
and  deductible 
amounts.  ^ 

to  offer  to  pay  or  to  pay  any  remu- 
neration in  order  to  induce  a per- 
son to  make  such  a referral,  pur- 
chase, lease,  order,  or  arrange- 
ment.^ 


This  article  was  prepared  at  the  request  of  the 
Journal  Mr.  Berg  is  a principal  in  the  law  firm  of 
Vincent,  Chorey,  Taylor  & Fell,  Suite  1700,  The 
Lenox  Building,  3399  Peachtree  Rd.,  Atlanta,  GA 
30326.  Send  reprint  requests  to  him. 


Evolving  Enforcement  Efforts 

For  the  next  decade  following  its 
enactment,  the  anti-kickback  stat- 
ute was  enforced  only  in  cases  in- 
volving blatant  arrangements. 
These  included  successful  prose- 
cutions of  cases  involving  rebates 
paid  by  clinical  laboratories  in  ex- 
change for  Medicare/Medicaid  re- 
ferrals; extortion  of  cash  payments 
and  goods  in  return  for  referrals  to 
pharmacies  and  physical  thera- 
pists; and,  the  solicitation  and  re- 
ceipt of  cash  payments  from  clini- 
cal laboratories  in  exchange  for  the 
referral  of  Medicare/Medicaid 
blood  and  tissue  specimens.^ 

The  storyline  changed  in  1985, 
however,  when  the  federal  govern- 
ment regulators  prosecuted  a physi- 
cian in  the  case  of  United  States  v. 
Greberd  In  Greber,  the  Third  Circuit 
Court  of  Appeals  held  that  pay- 
ments intended  to  induce  a physi- 
cian to  utilize  the  services  of  a par- 
ticular diagnostic  facility  violated 
the  provisions  of  the  anti-kickback 
statute,  regardless  of  whether  those 
payments  were  intended  also  to 
compensate  the  physician  for  ac- 
tual, valuable  professional  services 
rendered.  In  particular,  the  Court 
upheld  the  trial  court’s  charge  to 
the  jury  that  “even  if  the  physician 
interpreting  the  test  did  so  as  a con- 
sultant to  [the  diagnostic  facility], 
that  fact  was  immaterial  if  a pur- 
pose of  the  fee  [paid  by  the  diag- 
nostic facility]  to  the  physician  was 
to  induce  the  ordering  of  services 
[by  the  physician]  from  [the  diag- 
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nostic  facility].”^  From  this,  the 
Greber  case  came  to  be  read  gener- 
ally as  standing  for  the  proposition 
that  any  payment  by  a health  care 
facility  to  a physician  which  is  moti- 
vated, even  in  part,  by  a desire  to 
induce  the  physician  to  refer  pa- 
tients to  the  facility,  may  constitute 
an  unlawful  activity  under  the  anti- 
kickback statutes.  Subsequent 
cases  successfully  instituted  by  the 
federal  government  regulators  have 
approved  and  supported  this  broad 
interpretation  of  the  anti-kickback 
provisions.® 

Broad  enforcement  of  the  anti- 
kickback provisions  resulted  in  a 
significant  amount  of  confusion  in 
those  markets  covered  by  the  terms 
of  the  anti-kickback  provisions  — 
the  markets  for  items  or  services 
paid  for  with  Medicare/Medicaid 
funds.  Indeed,  this  confusion  was 
enhanced  by  the  fact  that  a viola- 
tion of  the  anti-kickback  provisions 
carried  with  it  significant  criminal 
sanctions,  including  fines,  prison 
terms,  and  exclusion  from  the 
Medicare  and  Medicaid  programs. 
In  order  to  alleviate  some  of  this 
confusion.  Congress  enacted  the 
Medicare  and  Medicaid  Patient 
and  Program  Protection  Act  of 
1987.^  Under  this  Act,  the  Secretary 
of  the  Department  of  Health  and 
Human  Services  (HHS),  through 
the  HHS  Office  of  Inspector  General 
(OIG),  was  required  to  issue  final 
regulations  specifying  various  types 
of  commercial  arrangements  and 
payment  practices  which  will  not 
be  subject  to  prosecution  under  the 
anti-kickback  provisions.  These  reg- 
ulations were  to  be  published  in 
final  form  on  or  before  August  18, 
1989. 

Instead  of  bringing  clarity  to  an 
otherwise  confusing  situation,  how- 
ever, what  followed  after  enact- 
ment of  the  1987  Act  was  4 more 
years  of  heightened  confusion.  Fol- 
lowing one  aborted  attempt  (draft 
proposed  “safe  harbor”  regulations 
were  issued  by  HHS  on  December 
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22,  1988,  and  withdrawn  1 day 
later),  the  Secretary  of  HHS  offi- 
cially published  for  comment  pro- 
posed “safe  harbor”  regulations  on 
January  23,  1989.®  More  than  750 
public  comments  were  received, 
criticizing  or  requesting  changes  in 
the  10  “safe  harbors”  proposed  by 
HHS.  Ultimately,  on  July  29,  1991, 
the  final  “safe  harbor”  regulations 
were  published.® 

New  “Safe  Harbors” 

As  published  in  final  form,  the 
regulations  describe  1 1 “safe  har- 
bors,” representing  the  1 1 types  of 
business  arrangements  or  practices 
which,  assuming  all  of  the  desig- 
nated criteria  are  met,  will  not  be 
prosecuted  under  the  anti-kickback 
provisions.  Specifically,  “safe  har- 
bors” have  been  created  for  invest- 
ment interests:  space  and  equip- 
ment rentals;  personal  services 
contracts  and  management  con- 
tracts; referral  services;  purchase/ 


sale  of  physician  practices;  pay- 
ment and  exchanges  pursuant  to 
warranties;  discounts;  payments  to 
group  purchasing  organizations; 
and  waivers  of  coinsurance  and  de 
ductible  amounts.  Additionally,  the 
preamble  to  the  regulations  indi- 
cates that  HHS  and  OIG  are  consid- 
ering additional  “safe  harbors”  for 
certain  types  of  arrangements,  in- 
cluding price  reduction  arrange- 
ments between  managed  care 
plans  and  health  care  providers; 
certain  additional  types  of  invest- 
ment interests  involving  “active”  in- 
vestors; physician  recruitment  prac- 
tices; subsidies  for  professional 
liability  insurance  expenses;  cross- 
referral arrangements;  certain  types 
of  hospital  service  organizations; 
payments  between  entities  having 
common  ownership;  and,  pur- 
chase of  physician  practices  by  ex- 
isting group  practices.  There  is  no 
indication  of  the  HHS/OIG  timeta- 
ble for  publishing  these  additional 
proposed  “safe  harbors.” 

Investment  Interests 

Of  the  1 1 “safe  harbors,”  the  one 
that  has  generated  the  most 
amount  of  controversy  and  conver- 
sation is  the  safe  harbor  for  “invest- 
ment interests.”  By  and  large,  this 
“safe  harbor”  is  designed  to  deal 
with  health  care  facility  joint  ven- 
tures, where  a group  of  physicians 
invest  in  a health  care  facility,  and 
then,  subsequently,  some  or  all  of 
the  investors  refer  Medicare  or 
Medicaid  patients  or  specimens  to 
the  facility. 

The  “safe  harbor”  regulations  de- 
scribe two  different  types  of  pro- 
tected practices.  The  first  essen- 
tially protects  investments  in  ver\' 
large  entities,  if  certain  criteria  are 
met.  Among  others,  these  criteria 
include  the  following:  (i)  the  entib* 
in  which  the  investment  is  made 
must  have  at  least  $50,000,000  in 
assets  (calculated  in  accordance 
with  a very  complicated  formula 
provided  in  the  regulations);  (ii) 
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the  investment  must  be  in  the  form 
of  equity  securities  registered  with 
the  Securities  and  Exchange  Com- 
mission; (iii)  the  investment  inter- 
ests must  be  obtained  on  terms 
equally  available  to  the  public;  (iv) 
the  services  marketed  by  the  entity 
: in  which  the  investment  is  made 
must  not  favor  investors;  (v)  the  in- 
vestment must  not  be  purchased 
* with  funds  loaned  to  the  investor 
by  the  entity;  and  (vi)  the  amount 
of  distributions  to  the  investor  must 
be  directly  related  to  the  amount  of 
the  investment,  rather  than  to  any 
other  factor,  such  as  referrals. 

The  second  type  of  investment 
interest  protected  under  the  “safe 
harbor”  regulations  is  for  joint  ven- 
tures or  investment  interests  in 
other  small  entities.  In  order  for  this 
“safe  harbor”  to  apply,  several  cri- 
teria need  to  be  met,  including  the 
following: 

1.  No  more  than  40%  of  the  value 
of  the  investment  interests  in  each 
class  of  investments  may  be  held 
by  investors  who  are  in  a position 
to  make  referrals,  to  generate  busi- 
ness for,  or  to  furnish  items  or  ser- 
vices to,  the  entity  in  which  the  in- 
vestment is  made.  As  interpreted  by 
the  OIG  this  requirement  is  highly 
controversial  in  a number  of  re- 
spects: First,  the  OIG  has  indicated 
that,  in  its  view,  hospitals  are 
deemed  to  be  in  a position  to  influ- 
ence referrals,  and  are  thus  treated 
the  same  as  physician  owners  of 
an  entity  who  refer  patients  to  that 
entity.  Additionally,  in  many 
hospital/physician  ventures,  hospi- 
tals will  render  services  for  the  ven- 
ture  (such  as  management  ser- 
vices) or  lease  space  to  the  venture; 
hospitals  may  also  own  a class  of 
securities,  separate  from  the  class 
of  securities  owned  by  investing 
physicians.  In  all  of  these  cases,  for 
purposes  of  applying  the  “40-60”  re- 
quirement, the  hospital  will  be 
treated  the  same  as  referring  physi- 
cian investors  (i.e.,  counted  against 
the  40%,  rather  than  in  the  60%). 
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2.  The  terms  on  which  the  invest- 
ment interest  is  offered  (e.g.,  price 
and  quantity  of  shares)  must  be  the 
same  for  referral  sources  and  in- 
vestors not  in  a position  to  make  or 
influence  referrals. 

3.  The  number  of  shares  offered 
to  be  purchased  and  sold  must  not 
be  connected  or  related  to  the  ex- 
pected number  or  value  of  referrals 
from  any  investor. 

4.  There  can  be  no  requirement, 
as  a condition  of  making  an  invest- 
ment or  remaining  as  an  investor, 
that  the  investor  make  referrals  to 
the  venture. 

5.  The  way  services  are  marketed 
and  furnished  by  the  venture  can 
not  preferentially  favor  investors. 

6.  No  more  than  40%  of  the  ven- 
tures’s business  in  the  previous  fis- 
cal year  or  previous  12-month  pe- 
riod can  come  from  referrals  from 
Investors.  This  is  another  highly 
controversial  provision. 

7.  The  investment  cannot  be 
made  with  funds  loaned  or  guaran- 
teed by  the  venture. 

8.  Finally,  the  return  on  the  in- 
vestment must  be  proportional  to 
the  amount  invested,  and  not 
based  on  any  other  factor,  such  as 
the  volume  or  value  of  referrals. 


Failure  to  Comply  with  all 
“Safe  Harbor”  Requirements 

From  a practical  standpoint,  it  is 
most  unlikely  that  the  “safe  harbor” 
regulations  will  result  in  generating 
a significant  amount  of  substantive 
protection  for  physician  investors 
in  health  care  facility  joint  ventures. 
By  attempting  to  provide  “bright 
line”  tests  in  order  to  distinguish 
lawful  ventures  and  those  which 
create  risks  under  the  anti-kickback 
provisions,  the  HHS  and  OIG  have 
promulgated  regulations  which, 
simply  put,  describe  only  those 
“squeaky  clean”  ventures  which, 
even  before  the  enactment  of  the 
regulations,  generated  little  if  any 


risk  of  prosecution  under  the  anti- 
kickback provisions.  Conversely, 
legitimate  joint  ventures  which,  be- 
cause of  the  broad  interpretation  of 
the  anti-kickback  provisions,  in- 
volve some  arguable  risk  of  prose- 
cution, would  appear  to  retain 
some  degree  of  risk  after  enactment 
of  the  “safe  harbor”  regulations,  as 
it  is  doubtful  they  will  meet  all  the 
requirements  for  falling  within  the 
“investment  interests”  safe  harbor. 

^From  a practical 
standpoint,  it  is  most 
unlikely  that  the  “safe 
harbor”  regulations 
will  result  in  a 
significant  amount  of 
substantive  protection 
for  physician  investors 
in  health  care  facility 
joint  ventures.  J 

The  next  obvious  question,  then, 
is  “what  is  the  effect  of  failing 
to  comply  with  all  the  requirements 
for  a particular  ‘safe  harbor’?”.  The 
answer  to  this  deceptively  simple 
question  is  “no  one  knows.”  On  the 
one  hand,  the  HHS  and  OIG  note 
in  the  preamble  to  the  regulations 
that  “this  regulation  does  not  ex- 
pand the  scope  of  activities  that  the 
[anti-kickback]  statute  prohibits. 
The  statute  itself  describes  the 
scope  of  illegal  activities.  The  legal- 
ity of  a particular  business  arrange- 
ment must  be  determined  by  com- 
paring the  particular  facts  to  the 
proscriptions  of  the  [anti-kickback] 
statute.”  From  this,  it  could  cer- 
tainly be  argued  that  failure  to  com- 
ply with  the  “safe  harbor”  provis- 
ions does  not  itself  result  in  a 
transaction  being  illegal,  since  it  is 
the  anti-kickback  statute,  rather 
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than  the  “safe  harbor”  regulations, 
which  describe  illegal,  as  opposed 
to  legal,  conduct.  This  would  seem 
to  be  in  line  with  the  intent  of  Con- 
gress in  requiring  the  “safe  har- 
bors” to  be  established. 

Then  again,  at  a different  point 
in  the  preamble,  the  HHS  and  OIG 
state  that  “because  the  statute  is 
broad,  the  payment  practices  de- 
scribed in  the  safe  harbor  provis- 
ions would  be  prohibited  by  the 
statute  but  for  their  inclusion  here.” 
This  seems  to  indicate  the  exact  op- 
posite of  the  above  quote  — it 
seems  to  indicate  that  a violation  of 
the  “safe  harbor”  regulations 
would  constitute  a violation  of  the 
anti-kickback  statute,  as  broadly  in- 
terpreted by  HHS/OIG. 

Finally,  the  HHS  and  OIG  appear 
to  take  a middle  ground  in  the  pre- 
amble: “The  failure  to  comply  with 
a ‘safe  harbor’  can  mean  one  of 
three  things.  First ...  it  may  mean 
that  the  arrangement  does  not  fall 
within  the  ambit  of  the  [anti-kick- 
back] statute.  In  other  words,  the 
arrangement  is  not  intended  to  in- 
duce the  referral  of  business  reim- 
bursable under  Medicare  or  Medic- 
aid; so  there  is  no  reason  to  comply 
with  the  ‘safe  harbor’  standards, 
and  no  risk  of  prosecution. 
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Second,  at  the  other  end  of  the 
spectrum,  the  arrangement  could 
be  a clear  statutory  violation  and 
also  not  qualify  for  ‘safe  harbor’ 
protection.  In  that  case,  assuming 
the  arrangement  is  obviously  abu- 
sive, prosecution  will  be  very  likely. 

Third,  the  arrangement  may  vio- 
late the  statute  in  a less  serious 
manner,  although  not  being  in 
compliance  with  a ‘safe  harbor’ 
provision.  Here  there  is  no  way  to 
predict  the  degree  of  risk.  Rather, 
the  degree  of  risk  depends  on  an 
evaluation  of  the  many  factors 
which  are  part  of  the  decision-mak- 
ing process  regarding  case  selec- 
tion for  investigation  and  prosecut- 
ion.” 


Conclusion 

In  1987,  when  Congress  man- 
dated establishment  of  “safe  har- 
bors,” it  envisioned  the  end  to  the 
confusion  then  surrounding  certain 
types  of  health  care  joint  ventures 
and  other  business  acts  and  prac- 
tices. Instead,  what  we  appear  to 
have  obtained  is  the  opposite  — 
more  confusion;  more  need  for 
guidance  from  federal  government 
regulators  in  identifying  transac- 
tions which  do  or  do  not  involve 
significant  risk  of  violating  the  anti- 


kickback provisions;  and,  more  liti- 
gation, as  the  courts  sort  out  the 
various  factors  involved  in  deciding 
which  types  of  transactions  actually 
constitute  violations  of  the  anti- 
kickback provisions.  Many  physi- 
cians are  involved  in  transactions 
covered  by  the  broad  scope  of  the 
“safe  harbor”  regulations  (e.g., 
physicians  who  rent  space  from, 
lease  equipment  to,  or  are  retained 
by  hospitals).  As  the  issues  become 
more  clear  and  we  obtain  more 
guidance,  from  the  regulators  and 
the  courts,  future  Journal  Legal 
Page  articles  will  provide  more  spe- 
cific treatment  of  individual“safe 
harbors.” 
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Current  Diagnosis  and  Therapy  of 
Soft  Tissue  Sarcomas 

John  P.  Wei,  M.D. 


SOFT  TISSUE  sarcomas  are  an  un- 
usual group  of  heterogeneous 
tumors  which  have  their  origins  in 
tissues  which  arise  from  the  primi- 
tive embryonic  mesoderm.  As 
such,  these  malignancies  may  be 
situated  throughout  the  entire 
body,  wherever  muscle  cells,  fibro- 
blasts, endothelium,  bone,  or  other 
connective  tissue  elements  are  lo- 
cated. Because  of  their  complexity 
and  their  uniformly  poor  prognosis, 
the  approach  to  the  diagnosis  and 
therapy  of  soft  tissue  sarcomas  re- 
quires a multidisciplinary  effort  in- 
volving medical  oncologists,  radia- 
tion oncologists,  and  the  relevant 
surgical  specialties. 

Incidence 

In  1991,  there  will  be  5800  new 
cases  of  soft  tissue  sarcomas,  with 
3300  disease-related  deaths:’  The 
age-adjusted  incidence  is  approxi- 
mately 2 per  100,000  population. 
Sarcomas  represent  0.7%  of  all  can- 
cers; however,  in  children  less  than 
15  years  of  age,  they  account  for 
6.5%  of  all  childhood  malignancies. 

Etiology 

Currently,  the  etiology  of  soft  tis- 
sue sarcomas  is  unclear.  No  true 
genetic  or  hereditary  risk  factors 
have  been  isolated  to  identify  those 
patients  susceptible  for  the  devel- 
opment of  soft  tissue  sarcomas.  It  is 
known,  for  instance,  that  patients 
with  Von  Recklinghausen’s  neurofi- 
bromatosis have  a finite  risk  for 
neurofibrosarcoma.  In  the  Li- 


•The  current 
consensus  is  to  attempt 
preservation  of  limb 
function  by  performing 
wide  local  excision  of  a 
sarcoma  and  treating 
the  operative  site  with 
postoperative  radiation 
therapy.  Overall 
survival  appears  to  be 
equivalent  to  that  from 
radical  surgery.  J 

Fraumeni  syndrome,  an  associa- 
tion between  maternal  breast  can- 
cer and  sarcoma  in  the  offspring 
has  been  established,  and  recently, 
the  p53  gene  defect  on  chromo- 
some 17  was  found  to  be  the  mech- 
anism of  heredity  and  genetic  link- 
age.’^ 

It  is  possible  that  exposure  to  in- 
dustrial carcinogens  may  play  a 
role  in  the  causation  of  some  soft 
tissue  sarcomas;  only  a few  in- 
stances of  true  chemical  carcino- 
genesis have  been  found.  The  rela- 
tionship between  exposure  to  vinyl 
chloride  monomer  and  the  later  de- 
velopment  of  hepatic  angiosar- 
coma is  generally  accepted.  Other 
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chemicals  such  as  phenoxyacetic 
acid,  chlorophenol,  and  dioxin 
have  been  implicated,  but  the  asso- 
ciation has  not  been  confirmed.^ 

Radiation  exposure  after  a long 
latency  period  can  rarely  induce 
sarcomas.  The  most  common  one 
to  arise  within  a previously  irradi- 
ated field  has  been  osteosarcoma. 
There  have  been  infrequent  reports 
of  fibrosarcoma  arising  on  the 
chest  wall  in  women  who  have  re- 
ceived radiation  therapy  after  mas- 
tectomy. In  patients  treated  with  ra- 
diation  therapy  for  Hodgkin’s 
disease,  the  incidence  of  second- 
ary sarcomas  is  only  0.9%.'’ 

Location 

Soft  tissue  sarcomas  may  occur 
anywhere  within  the  body.  Extrem- 
ity sarcomas  account  for  60%  of 
these  cancers,  with  the  legs  in- 
volved three  times  more  frequently 
than  the  arms.  The  head  and  neck 
are  involved  in  only  9%,  with  the 
chest  and  abdomen  accounting  for 
the  remaining  31%.^ 

Pathology 

The  pathologic  classification  of 
soft  tissue  sarcomas  is  legion,  en- 
compassing every  histologic  tissue 
type  in  the  body,  with  multiple  vari- 
ants ranging  from  benign  to  highly 
malignant  tumors.  It  is  impossible 
to  develop  a prognostic  and  staging 
schema  for  each  individual  cancer 
type,  however,  and  except  for  cer- 
tain histologic  types,  the  clinical  be- 
havior and  outcome  of  these  sarco- 


DECEMBER  1991,  Vol.  80 


719 


CANCER 


mas  can  be  correlated  with  patho- 
logic criteria  for  aggressive  behav- 
ior and  malignancy. 

Recent  advances  in  medical 
technology  have  allowed  more  spe- 
cific histologic  diagnosis  of  soft 
tissue  sarcomas.  Immunohisto- 
chemical  staining  for  tissue-specific 
cellular  proteins  such  as  vimentin, 
desmin,  keratin,  factor  8,  S-100,  and 
anti-chymotrypsin  have  made 
pathologic  identification  easier. 
Electronmicroscopy  permits  exam- 
ination of  intracellular  structures 
such  as  actin-myosin  complexes 
and  microfilaments  and  can  aid  in 
the  determination  of  the  tissue  of 
origin. 

More  recent  innovations  have  in- 
cluded flow  cytometry  to  quanti- 
tate ploidy  status,  cell  phase  frac- 
tions, and  DNA  index  as  a measure 
of  proliferation.  In  some  centers, 
karyotyping  to  identify  chromo- 
somal translocations,  i.e.,  t(X;18)  in 
synovial  cell  sarcoma,  has  in- 
creased diagnostic  yield.®  Molecu- 
lar biology  techniques  have  al- 
lowed the  examination  of  genetic 
influences:  the  correlation  between 
the  expression  of  the  retinoblasto- 
ma-susceptibility gene,  a tumor 
suppressor  gene,  and  the  clinical 
outcome  of  various  soft  tissue  sar- 
comas has  been  identified.^ 

Presently,  pathologic  examina- 
tion of  soft  tissue  sarcomas  to  deter- 
mine the  grade  of  malignancy  is 
based  upon  the  number  of  mitoses 
per  high  power  field,  the  degree  of 
tumor  necrosis,  and  the  pheomor- 
phic  content  of  the  tumor.  The  as- 
signation of  pathologic  grade  is  of- 
ten quite  difficult,  and  there  may 
be  disagreement  between  patholo- 
gists.® 

Staging 

The  current  AJC  staging  of  soft 
tissue  sarcomas  emphasizes  the  im- 
portance of  pathologic  grading: 
grade  1 (well  differentiated)  is 
Stage  1;  grade  2 (moderately  well 
differentiated)  is  Stage  11;  and  grade 


3 (poorly)  differentiated  is  Stage  111. 
This  staging  system  has  correlated 
well  with  the  clinical  prognosis  of 
the  tumor,  with  the  probability  of 
5-year  overall  survival  diminishing 
with  the  increasing  grade  of  the  sar- 
coma.® 

Preoperative  Evaluation 

The  approach  to  a patient  who 
presents  with  a soft  tissue  sarcoma 
begins  with  a thorough  history  and 
physical  examination.  Because  of 
the  propensity  for  distant  metasta- 
ses,  signs  and  symptoms  of  pulmo- 
nary or  skeletal  metastases  should 
be  elicited.  Soft  tissue  sarcomas 
can  be  locally  invasive,  and  physi- 
cal evidence  of  neurovascular  or 
bony  involvement  may  indicate  un- 
resectabillty  or  the  need  for  ampu- 
tation. The  initial  biopsy  of  the  tu- 
mor must  be  carefully  planned  and 
executed.  An  excisional  biopsy 
may  be  performed  for  lesions 
smaller  than  3 cm  in  diameter; 
larger  lesions  should  undergo  inci- 
sional biopsy  for  diagnosis.  Needle 
aspiration  and  tru-cut  needle  bi- 
opsy do  not  afford  sufficient  tissue 
for  either  histologic  diagnosis  or  for 
pathologic  grading.  The  planned 
biopsy  incision  should  be  placed  in 
the  direction  of  the  longest  dimen- 
sion of  the  underlying  muscular 
structure  or  else  placed  in  such  a 
manner  so  as  not  to  compromise 
anticipated  curative  surgical  proce- 
dures. Care  to  prevent  incisional 
hematoma  or  infection  must  be 
taken  to  avoid  affecting  the  subse- 
quent definitive  surgery. 

Preoperative  radiologic  tests 
such  as  plain  bone  films,  CAT  scan 
or  MRl  through  the  area  of  the  tu- 
mor, and  arteriogram  if  necessary, 
may  aid  in  delineating  the  extent  of 
tumor  invasion.  MRl  allows  better 
conceptualization  of  the  magni- 
tude of  the  tumor  and  of  the  neces- 
sary surgical  intervention  because 
of  the  ability  to  recreate  images  in 
the  coronal  and  sagittal  planes, 
rather  than  the  conventional  trans- 


verse views  available  with  CAT 
scans  only.  Chest  CAT  scans  and 
bone  scans  are  useful  in  searching 
for  distant  metastases. 

Treatment 

Surgery 

Surgery  is  still  the  mainstay  of 
treatment  for  soft  tissue  sarcomas. 
Operative  intervention  should  be 
directed  with  curative  intent.  The 
proclivity  of  soft  tissue  sarcomas  to 
metastasize  systemically,  however, 
makes  it  prudent  to  balance  the  dis- 
ability of  radical  surgery  against  the 
probability  of  potential  cure.  The 
ultimate  goal  of  sarcoma  surgery  is 
to  obtain  maximum  local  control 
of  the  tumor  by  achieving  adequate 
margins  of  resection:  marginal  exci- 
sion of  a sarcoma  via  dissection 
through  the  pseudocapsule  has  a 
local  recurrence  rate  of  86%;  wide 
local  excision  alone  without  the  ad- 
junct of  radiation  therapy  has  a lo- 
cal recurrence  rate  of  49%;  and  rad- 
ical excision,  involving  amputation 
or  muscular  compartmental  exci- 
sion, can  still  have  a local  recur- 
rence rate  of  14%.'°  The  current 
consensus  is  to  attempt  preserva- 
tion of  limb  function,  if  at  all  possi- 
ble, by  performing  wide  local  exci- 
sion of  a sarcoma  and  treating  the 
operative  site  with  postoperative 
adjuvant  radiation  therapy.  Ran- 
domized studies  for  extremity  sar- 
comas have  demonstrated  disease- 
free  survival  and  overall  survival  to 
be  equivalent  to  that  from  radical 
surgery." 

Radiation  Therapy 

Some  patients  will  present  with 
inoperable  or  unresectable  soft  tis- 
sue sarcomas.  Radiation  therapy 
can  play  an  important  role  in  treat- 
ing these  tumors.  The  use  of  radia- 
tion therapy  alone  can  sometimes 
control  the  disease,  although  treat- 
ment failure  rates  can  be  greater 
than  50%.  Other  experimental 
means  of  delivering  radiation  in- 
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elude  neutron  beam,  concom- 
mitant  radiosensitizers,  and  intra- 
operative radiotherapy.  Response 
rates  have  been  variable,  and  the 
numbers  of  patients  thus  treated  so 
far  is  too  small  to  evaluate  treat- 
ment efficacy. 

Postoperative  radiation  treat- 
ment after  wide  local  excision  of  a 
soft  tissue  sarcoma  will  provide  an 
85%  local  control  rate.'^  In  an  at- 
tempt to  extend  the  benefits  of  this 
combination,  preoperative  radia- 
tion therapy  has  been  tested.  Theo- 
retical advantages  from  this  ap- 
proach include  decreased  tumor 
spread  and  implantation,  smaller 
radiation  fields,  and  the  possibility 
of  converting  an  inoperable  tumor 
into  a resectable  one.  In  one  series, 
the  5-year  disease-free  survival  was 
59%,  with  local  recurrence  rates  of 
10%.'^  Preoperative  radiation  in 
conjunction  with  intra-arterial  dox- 
orubicin has  been  used  to  treat  ex- 
tremity sarcomas  with  reported 
limb  salvage  rates  of  95%.’"’  Another 
innovative  method  of  delivering  ra- 
diation therapy  has  been  with  intra- 
operative brachytherapy,  utilizing 
after-loading  techniques  with  iridi- 
um-192 implants.’^  Local  control 
rates  are  improved,  but  thus  far,  no 
differences  in  survival  have  been 
seen. 

Chemotherapy 

The  benefits  of  adjuvant  systemic 
chemotherapy  after  surgical  resec- 
tion of  a sarcoma  is  still  contro- 
versial and  unresolved.  Several 
nonrandomized  studies  have  dem- 
onstrated differences  in  disease- 
free  survival,  but  prospective  ran- 
domized trials  from  ECOG,  Mayo 
Clinic,  and  EORTC  failed  to  show  a 
statistically  significant  difference  in 
5-year  disease-free  survival  or  5-year 
overall  survival.  Two  studies,  one 
from  the  Institute  Rizzoli  in  Bolo- 
gna and  the  other  from  the  National 
Cancer  Institute  (NCI)  initially  dem- 
onstrated a statistical  benefit  in  sur- 
vival. As  the  NCI  data  have  ma- 
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tured,  the  benefit  is  no  longer 
statistically  significant,  although  it 
still  strongly  suggests  a survival  ad- 
vantage. At  the  present  time,  adju- 
vant chemotherapy  after  surgery  for 
soft  tissue  sarcoma  can  only  be  rec- 
ommended in  the  context  of  a clini- 
cal trial.’® 

For  those  patients  who  develop 
recurrent  disease,  80%  of  those  will 
recur  within  the  first  2 years.  A large 
majority  who  present  only  with  lo- 
cal recurrence  are  able  to  undergo 
surgical  resection  again,  but  the  3- 
year  survival  is  only  69%.”'  In  those 
patients  who  present  with  pulmo- 
nary metastases,  86%  are  surgically 
resectable,  but  the  3-year  survival 
rate  is  only  32%.'* 

Chemotherapy  for  advanced  dis- 
seminated disease  has  improved 
substantially.  Higher  response  rates 
with  multiple  drug  regimens  are 
now  being  achieved.  A promising 
regimen  presently  being  tested  in- 
cludes doxorubicin,  ifosfamide, 
and  dacarbazine  along  with  an  uro- 
thelial protective  agent,  mesna. 
Measurable  response  rates  of  47% 
have  been  reported.'® 

Summary 

Soft  tissue  sarcomas  are  a diffi- 
cult group  of  cancers  to  treat  and 
require  a multimodality  approach. 
The  ideal  surgical  procedure 
should  obtain  adequate  resection 
margins  and  also  attempt  to  spare 
limb  function.  Radiation  therapy 
has  a prominent  role  in  preventing 
local  recurrence  of  the  tumor  post- 
operatively.  Other  methods  of  de- 
livering radiation  therapy  are  cur- 
rently being  explored  to  achieve 
maximum  benefit  and  minimize 
treatment  complications.  The  role 
of  postoperative  adjuvant  chemo- 
therapy has  yet  to  be  defined,  and 
ongoing  clinical  trials  are  in  prog- 
ress. As  further  advances  in  clinical 
and  investigational  sciences  are  un- 
covered, it  is  hoped  that  ultimately 
the  best  combination  of  treatments 
for  this  tumor  will  be  found. 
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Metastasis  of  Malignant  Smooth  Muscle  Tu- 
mors of  the  Gastrointestinal  Tract:  Pat- 
tern and  Process  701 

Smooth  Muscle  Tumors  of  the  Appendix 
and  Colon:  A Collective  Review  of  fhe 
World  Liferafure  667 

Smoofh  Muscle  Tumors  of  the  Rectum  and 
Anus;  A Collective  Review  of  the  World 
Literature  685 


Why  A Collective  Review  659 

SPELLING  “B  ” 

The  Compleat  Speller  (and  Grammarian) 
or  'This  is  she,”  but  “That  is  him.”  34 

STEREOTACTIC  RADIOSURGERY 

Stereotactic  Radiosurgery 549 

SURGERY 

Current  Diagnosis  and  Therapy  of  Soff  Tis- 
sue Sarcomas  719 

Immediafe  Periorbital  Reconstruction  Fol- 
lowing Mohs  Surgery:  Three  Case  Stud- 
ies   95 

Managing  Implanted  Venous  Access  De- 
vices   169 

Metastasis  of  Malignant  Smooth  Muscle  Tu- 
mors of  the  Gastrointestinal  Tract:  Pat- 
tern and  Process  701 

Of  Despair  and  of  Joy  665 

Smoofh  Muscle  Tumors  of  the  Appendix 
and  Colon:  A Collective  Review  of  the 

World  Literature  667 

Smooth  Muscle  Tumors  of  the  Rectum  and 
Anus:  A Collective  Review  of  the  World 

Literature  685 

Triple  Synchronous  Primary  Lung  Carcino- 
mas Treated  with  Simultaneous  Resec- 
tion   287 

Why  A Collective  Review  659 

SURGICAL  ANATOMY 

Cardiac  Angiosarcoma:  A Case  Report  435 

Examination  of  Collateral  Flow  and  Anom- 
alies of  fhe  Left  Renal  Vein  with  Clinical 

Correlations  429 

The  History  of  fhe  Small  Bowel  439 

The  Incidence  and  Significance  of  the  Pos- 
terior Gastric  Artery  In  Anatomy  425 

Vae  Victis 423 
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THE  MUSIC  OF  MEDICINE 

Of  Time  And  The  New  Year  14 

THYMIC  FRACTIONS 

Cure  For  Hepatitis?  "Physician,  Heal  Thy- 
self," And  He  Did 21 


TREATMENT  CENTERS  (SEE,  ADDICTION) 
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VACATION 

Of  Matters  That  Matter  — And  of  Pleasure 
— Ah,  Sweef  Summer 386 

Of  Vacaflons  and  of  Leisure  — A Contin- 
uum   421 

VASCULAR  MEDICINE 

Examination  of  Collaferal  Flow  and  Anom- 
alies of  the  Left  Renal  Vein  with  Clinical 
Correlations  429 

Managing  Implanted  Venous  Access  De- 
vices   169 

VIOLENCE 

Controlling  Violence:  A Retail  Approach  , 479 
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“WRONGFUL  BIRTH  ” 

Georgia  Supreme  Court  Strikes  Down 
“Wrongful  Birth”  Action  103 
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POETRY  CORNER 


STAR  OF  THE  CHILD 
(Christmas  Poem) 

The  star  of  The  Christ  Child 
Is  said  to  have  been 
One  great  tear  — 

For  children  of  an  unhappy  world 
Wafted  heavenward  over  Bethlehem! 

Its  divine  light,  never  lost, 

Was  willed  to  children 
Everywhere 

From  The  Child,  lying  in  His  cradle  — 

Waiting  with  Mary  and  Joseph 
For  His  cross  — 

Still  it  shines 

In  children ’s  laughter,  in  their  smiles. 

Their  unbounded  joy  — 

As  it  reminds  us 
Now 

The  trek  to  Bethlehem 
Was  all  worth-while! 

JOHN  RANSOM  LEWIS,  M.D. 
Plastic  Surgery,  Atlanta 
Georgia  Poet  Laureate 


MEDICINE  IN  EVOLUTION 

Physicians,  if  we  ourselves  could  heal, 

Then  others  in  a true  light  we  could  see, 

And  help  the  many  for  once  to  feel 
Eor  life  as  it  was  meant  to  be. 

We  labor  daily  with  intent 
A multitude  of  illnesses  to  ease. 

All  these  at  best  we  should  prevent 
And  bring  Misfortune  to  her  knees. 

It’s  difficult  from  time  to  time 

To  deep  our  Prime  Directive  at  the  fore, 

Directives  of  another  kind 
Shake  Medicine  to  its  very  core. 

Primum  non  nocere,  our  distinctive  creed. 

Has  served  our  loved  profession  well. 

Yet  distractions  past  our  patients  ’ need 
Have  cast  on  us  distorted  spell. 

Millions  are  spent  perfecting  dmgs  galore 
To  treat  specific  problems  as  they  rise. 

Then,  by  decree,  our  choices  are  no  more, 

Instead  generic  takes  the  prize. 

The  bottom  line  arrays  its  power, 

Suborns  intelligent  thought  by  learned  men. 

Behind  defensive  medicine  we  cower. 

On  past  experiences  we  cannot  depend. 

Perfect  results  the  aim,  yet  infrequently  attained. 

To  do  our  best  no  longer  seems  our  guide. 

A legal  lottery  attacks  how  we  were  trained, 

And  lays  Dame  Medicine  on  her  side. 

Yet,  so  difficult  rising  from  the  dust. 

Medicine  will  never  fly  again  unfettered. 

But  fly  it  must,  and  must, 

By  forewarned  intent,  be  always  better. 

Yet,  as  Phoenix  from  the  ash  did  fly, 

Though  Medicine  as  we  know  may  not  survive. 

Amid  Hippocrates’  despairing  cry 
New  strength  from  crisis  will  derive. 

Though  some  say  the  enemy  of  good  is  better. 

New  young  physicians  will  make  better  of  the  best. 

We  ’ll  have  to  work  through  all  of  this  together. 

And  working,  learn  again  to  ride  the  crest. 

W.  H.  BUNTIN,  JR„  M.D. 
Anesthesiolog\VPediatrics 
Albany 
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PHYSICIAN  WANTED 

Atlanta  Area  — Physician 
Opportunities  — Due  to  dynamic 
growth,  the  Southeast  Permanente 
Medical  Group  has  opportunities  in 
our  Atlanta  area  medical  offices  for 
BC/BE  Internists,  Family  Practitioners, 
Obstetricians/Gynecologists,  and 
physicians  in  Select  Specialties.  Full- 
time and  part-time  positions  are 
available  in  all  specialties.  Our 
physician  owned  and  managed  multi- 
specialty group  provides  excellent 
compensation  and  benefits. 

Contact  Jennifer  Johnson,  TSPMG, 
3355  Lenox  Rd.,  Suite  1000,  Atlanta 
30326;  800-877-0409  or  404-365-4183. 
AA/EOE. 

2 board-eligible  neonatologists 

sought  for  faculty  position  at 
instructor  level  in  Division  of 
Neonatology  at  Emory  University. 
Send  Curriculum  Vitae  by  December 
31,  1991,  to  Dr.  Anthony  Corbert, 
Department  of  Pediatrics,  2040 
Ridgewood  Dr.,  Atlanta  30322.  An 
Equal  Opportunity  Employer. 

Full-time  director  of  pediatric 

intensive  care  is  sought  for  a 6-bed 
Med/Surgical  PICU  within  a publicly 
owned  city-county  pediatric  hospital. 
This  facility  is  part  of  a large  inner 
city  hospital  complex  which  provides 
tertiary  care,  and  serves  as  a Level  1 
Trauma  center.  Duties  include 
administrative  leadership,  fellow  and 
resident  teaching,  and  clinical  or 
basic  science  research.  Faculty 
appointment  commensurate  with 
experience  at  Emory  University 
School  of  Medicine,  Department  of 
Pediatrics,  Division  of  Critical  Care 
Medicine.  Send  Curriculum  Vitae  by 
December  31,  1991,  to  Jean  Wright, 
MD,  Egleston  Children’s  Hospital, 

1405  Clifton  Rd.,  Atlanta  30322.  EOE/ 
AA  employer. 


Ill  HEALTH ' QUIPPING. 

"Liquidators  for  the  Medical  Professions  " 

FOR  SALE 

Used  and  Refurbished 
Surgery  Equipment 

Operating  Tables  - AMSCO,  Shampagine 
Surgical  Lights  - AMSCO,  Castle 
EKG  Monitors  - Datascope,  H P 
EKG  Machines  - HP,  Burdick 
Defibrillators  - HP,  Life  Pak,  Datascope 
Autoclaves  - AMSCO,  Pelton,  Castle 
Exam  Tables  - Stools 

ALL  PRICES  CASH  & CARRY 

Visit  Our  Showroom 

MON.-FRI.  10:00-5:00  SAT.  10:00-3:00 

SBM  TECHNOLOGY  PARK 

7078  Peachtree  Ind.  Blvd.,  Suite  400 

448-8924 
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MANUSCRIPTS  — Articles  are  accepted  for  publication 
on  the  condition  that  they  are  contributed  solely  in  this 
Journal.  Manuscripts  should  be  typewritten,  double-spaced, 
and  the  original  and  one  copy  should  be  submitted.  Receipt 
of  manuscripts  will  be  acknowledged. 

STYLE  — In  general,  articles  can  be  8-10  pages  in  length. 
For  exceptional  circumstances,  contact  the  Managing  Edi- 
tor. Footnotes,  bibliographies,  and  legends  should  be  typed 
on  separate  sheets,  double-spaced.  Bibliographies  should 
conform  to  the  following  style:  name  of  author  (with  ini- 
tials), title  of  article,  name  of  periodical,  date,  volume  (num- 
ber, if  available),  and  pages. 

Sorter  NA,  Wasserman  SI,  Austen  KF.  Cold 
urticaria  release  into  circulation  of  his- 
tamine and  eosinophil  chemotactic  fac- 
tor of  anaphylaxis  during  cold  challenge. 

N Engl  J Med  1976;294:687-90. 

NEWS  NOTES  — District  and  county  medical  societies. 
Association  members,  and  readers  are  invited  to  send  in 
any  news  items  of  general  concern  to  members  of  the  Med- 
ical Association  of  Georgia. 

REPRINTS  — Requests  for  reprints  should  be  made  di- 
rectly to  The  Ovid  Bell  Press,  Inc.,  1201-05  Bluff  Street, 
Fulton,  Missouri  65251.  Reprints  must  be  ordered  within  30 
days  after  publication,  since  all  type  will  be  destroyed  after 
that  time. 

ILLUSTRATIONS  — Illustrations  must  be  submitted  in 
duplicate.  Illustrations,  tables,  etc.,  should  bear  the  author’s 
name  and  figure  number.  Used  photographs,  drawings  and 
cuts  will  be  returned  after  publication  only  if  requested.  The 
cost  of  reproduction  of  illustrated  material  for  publication 
in  excess  of  three  average  illustrations  and/or  tables  will  be 
borne  by  the  author,  and  the  Journal  will  bill  the  author  for 
this  expense. 

GENERAL  POLICY  — Authors  will  be  given  as  wide  a 
latitude  as  the  general  policy  of  the  Journal  and  the  de- 
mands on  its  space  permit.  The  right  to  reduce,  revise,  or 
reject  any  material  submitted  for  publication  is  always  re- 
served. The  Journal  is  not  responsible  for  statements  made 
by  any  contributor.  All  communications  regarding  editorial, 
advertising,  subscription,  and  miscellaneous  matters  should 
be  sent  to  the  Managing  Editor,  938  Peachtree  Street,  N.E., 
Atlanta,  GA  30309-3990. 

ADVERTISING  — All  pharmaceutical  advertising  must  be 
approved  by  the  State  Medical  Journal  Advertising  Bureau, 
Inc.,  to  be  acceptable  for  publication.  Other  advertising 
copy  may  be  accepted  subject  to  the  approval  of  the  Editor. 
All  copy  or  negatives  must  reach  the  Journal  office  by  the 
25th  of  the  month  2 months  prior  to  publication.  General 
and  classified  advertising  rates  will  be  furnished  on  request. 

MEDICAL  EDITING  SERVICES  — If  in  the  opinion  of 
the  Journal  Editorial  Board,  material  submitted  for  publi- 
cation could  be  improved  by  a Medical  Editing  Service,  the 
Editor  will  contact  the  author  for  his  or  her  approval.  As- 
sociation members  needing  assistance  in  preparation  of 
material  for  publications  may  also  use  this  service.  A rea- 
sonable charge  is  made  for  this  service  and  the  cost  of  this 
will  be  borne  by  the  author. 
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